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An  everyday  complaint  in  the  family  physician's  office  is  that  of 
urinary  symptoms  on  the  part  of  some  of  his  female  patients — fre- 
quency, burning  and  nocturia.  The  author  has  outlined  the  common 
causes  and  their  management. 

BLADDER  IRRITATION  IN  THE  FEMALE 

CHARLES  C.  STAUFFER,  M.D.,*  Jackson,  Tennessee 


The  information  which  is  presented  here 
does  not  involve  any  particularly  new  con- 
cepts of  bladder  disease  nor  any  original 
investigation  on  my  part.  It  is  intended 
rather  as  a brief  review  of  the  various 
lesions  of  the  bladder,  primarily  the  fe- 
male bladder,  which  will  produce  symptoms 
of  irritation  of  that  organ,  and  the  common 
treatment  of  such  lesions. 

The  bladder  may  be  a source  of  ag- 
gravation both  to  the  patient  and  to  the 
physician  who  treats  it.  On  the  other 
hand,  if  the  underlying  condition  can  be 
correctly  diagnosed  and  properly  treated, 
the  doctor  will  find  himself  with  an  ex- 
tremely grateful  patient. 

The  diseases  most  commonly  giving  rise 
to  symptoms  of  bladder  irritation  are, 
acute  cystitis,  trigonitis  and  urethritis. 

Cystitis 

The  acute  cystitis  includes  the  unfor- 
tunate but  relatively  common  “honeymoon 
cystitis”.  True  acute  cystitis  is  an  infection 
usually  by  either  the  colon  bacillus  or 
the  staphylococcus,  and  consequently  will 
ordinarily  respond  rapidly  to  treatment 
by  the  use  of  the  appropriate  antibiotic 
or  chemotherapeutic  drugs. 

Chronic  infections  of  the  bladder,  with 
or  without  symptoms,  may  be  caused  by 
the  same  infecting  organisms  but  may  not 
respond  so  readily  to  the  antibiotics.  The 
lack  of  good  clinical  or  laboratory  response 
usually  will  be  found  to  be  due  to  one  or 
more  complicating  factors,  such  as  residual 
urine,  foreign  body  or  tumor.  Incomplete 

*From  The  Jackson  Clinic,  Jackson,  Tennessee 


emptying  of  the  bladder  may  be  the  re- 
sult of  stenosis  or  stricture  of  the  urethra, 
or  to  cystocele  urethrocele  or  both.  Stones 
or  tumors  in  any  portion  of  the  urinary 
tract  are  frequently  but  not  invariably 
associated  with  infection,  and  the  success 
in  treatment  of  any  of  the  above  conditions 
depends  primarily  upon  the  removal  of  the 
underlying  complicating  process. 

Fortunately,  infections  due  to  B.  pyo- 
cyaneus,  B.  proteus,  and  B.  tuberculosis 
are  relatively  uncommon.  Their  treatment 
is  frequently  disappointing  unless  the 
source  is  localized  and  can  be  completely 
removed.  Probably  the  most  flagrant  of 
all  of  the  bladder  infections,  although  rel- 
atively uncommon,  is  that  due  to  gon- 
orrhea. Patients  with  gonococcal  cystitis 
are  acutely  ill,  with  fever  and  prostration, 
usually  passing  grossly  bloody  urine  with 
marked  frequency  and  urgency.  Fortu- 
nately, the  specific  antibiotics  will  usually 
control  this  infection  very  promptly. 

Trigonitis  and  Urethritis 

As  opposed  to  the  acute  infections,  a 
lesion  which  is  probably  just  as  common, 
usually  more  troublesome  and  frequently 
incorrectly  diagnosed  as  infectious,  is  that 
of  trigonitis  and/or  urethritis.  They  are  con- 
sidered together  because  one  is  usually 
associated  with  the  other  to  a greater  or 
lesser  degree.  This  lesion  is  a sterile  in- 
flammation of  the  affected  part  and  con- 
sequently may  not  be  benefited  by  any 
amounts  of  the  antibiotic  drugs  which 
are  frequently  administered.  Such  drugs 
should  not  be  used  in  the  treatment  of 
these  conditions  as  infection  often  plays 
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only  a minor  role  if  it  is  present  at  all. 
The  etiology  of  such  lesions  is  not  well 
understood  but  the  treatment  is  quite 
successful.  Some  authors  assume  that  there 
is  an  underlying  infectious  process  present, 
usually  of  one  or  both  kidneys,  but  urinary 
infection  is  not  the  rule  in  these  cases. 

The  frequent  mistake  in  the  diagnosis 
of  trigonitis  is  that  the  presence  of  in- 
fection is  based  upon  the  findings  in  a 
voided  specimen  of  urine.  Regardless  of 
the  state  of  personal  hygiene  of  any  par- 
ticular patient,  a urine  specimen  voided 
by  any  female  will  usually  be  contaminated 
by  material  from  outside  of  the  bladder 
and  therefore  gives  a distorted  picture 
of  the  true  nature  of  the  disease.  The 
microscopic  examination  of  any  urine 
specimen  voided  by  a woman  is  of  value 
only  if  it  is  within  normal  limits.  When 
abnormal  elements  are  found  in  a voided 
specimen,  a catheterized  specimen  must 
be  obtained  in  order  to  differentiate 
bladder  infection  from  sterile  inflammation, 
particularly  since  the  symptoms  may  be 
exactly  the  same.  Catheterization  of  the 
female  is  an  easy,  safe  and  certainly  a 
valid  office  procedure  in  the  investigation 
of  complaints  referable  to  the  bladder. 
( 1 certainly  do  not  mean  to  infer  the  same 
for  the  average  male,  in  whom  the  voided 
specimen  properly  collected  is  of  more  value 
than  that  obtained  by  catheter.)  For  the 
various  chemical  tests,  certainly  a voided 
specimen  is  entirely  adequate. 

Miscellaneous 

Other  sources  of  bladder  symptoms 
which  are  less  common  but  equally  dis- 
tressing to  the  patient  are  interstitial 
cystitis  or  Hunner’s  ulcer,  allergic  cystitis 
and  urethral  caruncle.  The  first  will  give 
rise  to  complaints  of  marked  frequency 
and  suprapubic  pain  when  the  bladder  is 
full,  almost  invariably  and  spontaneously 
relieved  by  voiding.  The  frequency  is  many 
times  incapacitating  and  the  pain  is  very 
real.  The  bladders  of  such  patients  will 
be  of  limited  capacity,  and  upon  examina- 
tion with  the  cystoscope,  which  is  the  only 
method  of  diagnosis,  small  linear  ulcers  and 
scars  can  be  seen,  usually  in  the  anterior 
or  superior  portions.  The  reason  for  the 


symptoms  is  therefore  apparent.  With  a 
reduced  bladder  capacity  and  a normal 
urinary  output,  the  patient  must  void  more 
frequently.  The  pain  is  due  to  the  stretch- 
ing and  sometimes  the  cracking  open  of 
the  ulcer  and  its  consequent  exposure  to 
the  urine.  The  lower  the  pH  of  the  urine  the 
more  aggravating  the  pain. 

I have  seen  very  few  patients  with 
symptoms  which  I really  believed  were 
due  to  any  allergic  condition.  However, 
it  is  certainly  logical  to  assume  that  the 
mucous  membrane  of  the  bladder  or  urethra 
could  react  in  the  same  way  as  such  tissues 
in  other  portions  of  the  body. 

Urethral  caruncles  will  give  rise  to  fre- 
quency and  burning.  The  frequency  is  due 
to  the  mere  presence  of  any  lesion  at  the 
meatus,  and  the  burning  to  the  passage 
of  urine  over  the  granulation  tissue  of  the 
lesion.  Caruncles  are  usually  very  delicate 
and  consequently  the  patients  will  fre- 
quently experience  some  degree  of  bleed- 
ing, or  notice  blood  on  the  clothes. 

Bladder  tumors,  primary  or  secondary, 
stones  and  other  foreign  bodies  need  no 
further  explanation  as  a source  of  irri- 
tative symptoms  and  abnormal  elements 
in  the  urine  examination. 

Diagnosis 

For  the  diagnosis  of  the  underlying 
pathological  processes  noted  above,  we 
have  several  means  at  our  disposal.  As 
in  most  medical  conditions  a good  history 
is  of  primary  importance.  The  symptom- 
atology of  the  patients  under  discussion 
is  frequency,  nycturia  and  burning,  com- 
monly with  the  passage  of  some  degree 
of  pus  or  blood.  Fever  may  or  may  not  be 
present  but  often  is  with  the  true  acute 
infections,  particularly  if  drainage  is  in- 
adequate. In  obtaining  a history  from  such 
patients  it  is  well  to  be  sure  that  the 
frequency  is  real.  Should  one  obtain  a his- 
tory of  frequency  without  nycturia,  he  may 
be  suspicious  of  the  presence  of  organic 
disease.  (Nycturia  without  significant  fre- 
quency may  be  associated  with  the  noc- 
turnal restlessness  of  arteriosclerotic 
patients,  but  this  is  more  commonly  ob- 
served in  males.)  If  bleeding  is  present, 
some  help  may  be  obtained  if  the  patient 
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is  sufficiently  observant  to  tell  whether  it 
is  initial,  terminal  or  continued  through- 
out urination.  It  is  obvious  for  instance, 
that  initial  or  terminal  bleeding  would 
not  likely  arise  from  any  lesion  above  the 
bladder,  although  the  opposite  may  be  true, 
that  is,  blood  throughout  urination  from 
a bladder  lesion.  The  burning  also  may  be 
throughout  urination  or  terminally,  de- 
pending upon  the  presence  of  a true  acute 
infection  or  of  a localized  sterile  inflamma- 
tion of  a portion  of  the  bladder  or  urethra. 

The  physical  examination  is  of  less  value 
in  diffei’entiation,  for  one  will  usually  find 
some  tenderness  on  bimanual  palpation 
of  the  bladder  whether  the  pathology  is 
sterile  inflammatory,  infectious  or  foreign 
body. 

From  a proper  examination  of  the  urine, 
a cause  for  polyuria  can  frequently  be 
found.  The  specific  gravity,  albumin  and 
sugar  determinations  will  usually  give  an 
answer.  On  the  other  hand  the  microscopic 
examination  of  the  sediment  after  cen- 
trifugation will  usually  demonstrate  a 
reason  for  frequency.  Infectious  lesions 
will  show  pus  and  bacteria,  with  or  with- 
out some  red  blood  cells.  Pus,  in  the  ab- 
sence of  bacteria  demonstrable  by  the 
usual  stains,  should  raise  the  question  of 
tuberculosis,  although  chronically  residual 
urine  may  produce  the  same  findings.  Un- 
der the  same  circumstances,  one  may  find 
large  numbers  of  bacteria  with  an  insignifi- 
cant amount  of  pus.  One  should  remember 
that  a very  few  pus  cells  are  usually  found 
in  any  urine  specimen,  particularly  if  it 
is  relatively  concentrated.  In  the  case  of 
the  sterile  inflammations,  considerable 
information  is  gained  by  the  absence  of 
pus  in  the  sediment,  and  it  is  also  fre- 
quently true  that  trigonitis  will  produce 
epithelial  cells  and  some  mucus.  Disregard- 
ing mucoid  tumors,  which  are  very  un- 
common, mucus  in  the  urinary  sediment 
is  almost  diagnostic  of  inflammation  of  the 
trigone,  as  that  is  the  only  portion  of  the 
urinary  tract  above  the  bladder  neck 
which  contains  mucous  glands.  If  pus  is 
present,  a stain  is  advisable  for  the  deter- 
mination of  the  type  of  infection  that  is, 
coccal  or  bacillary,  so  as  to  enhance  the 
probability  of  cure  by  use  of  the  appro- 


priate drug.  Gonococcal  infections  can  usu- 
ally be  diagnosed  by  almost  any  stain, 
although  the  gram  stain  is  the  accepted 
one.  Under  ordinary  circumstances,  a meth- 
ylene blue  stain  of  the  sediment  will 
give  all  the  necessary  information,  as  prac- 
tically all  of  the  pathogenic  bacilli  are 
gram  negative  and  the  cocci,  excepting 
Neisseria,  are  gram  positive. 

The  positive  diagnosis  of  any  bladder 
lesion  rests  with  the  cystoscopic  examina- 
tion and  will  of  course  be  employed  by  a 
urologist  when  it  is  applicable.  It  may, 
however,  be  deferred  if  the  process  is 
an  acute  infection,  as  instrumentation  may 
be  unwise  under  such  circumstances. 

Bleeding,  particularly  in  the  absence  of 
infection,  should  be  investigated  immedi- 
ately cystoscopically,  so  that  the  source 
may  be  accurately  determined. 

Treatment 

The  alleviation  of  symptoms  of  bladder 
irritation  will  be  dependent  largely  upon 
the  accuracy  of  the  diagnosis.  The  great 
majority  of  uncomplicated  acute  infections 
of  the  bladder  would  probably  subside 
spontaneously,  although  the  use  of  the 
proper  antibiotic  or  chemotherapeutic 
drug  will  doubtless  hasten  the  patient’s 
recovery  and  prevent  many  complications. 
1 prefer  to  use  either  penicillin  or  sul- 
fadiazine for  coccal  infections,  and  sul- 
facetamide, gantrisin  or  streptomycin 
for  bacillary  infections.  This  preference  is 
based  largely  upon  the  findings  of  Alyea 
and  his  co-workers  who  have  studied  the 
value  of  many  of  the  sulfonamides  in  the 
treatment  of  urinary  tract  infections. 
Since  practically  all  of  such  drugs  is  ex- 
creted by  the  kidneys,  the  urinary  con- 
centration will  be  about  three  times  the 
level  obtained  in  the  blood.  Consequently, 
two  grams  daily,  in  divided  doses,  is  usu- 
ally sufficient  for  the  treatment  of  uri- 
nary infections,  with  perhaps  twice  that 
dose  in  the  first  twenty  four  hours.  Both 
sulfacetamide  and  gantrisin  are  extremely 
soluble  and  sulfadiazine  fairly  so.  They 
can  all  be  used  safely  therefore,  except 
in  patients  who  give  a history  of  previous 
sensitivity  to  sulfonamide  drugs.  Terramy- 
cin  has  a broad  antibacterial  spectrum  but 
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unfortunately  is  still  rather  expensive  and 
there  are  frequently  associated  gastro- 
intestinal symptoms  incident  to  the  use 
of  the  drug  itself. 

If  a patient  has  a single  acute  infection 
which  responds  promptly  to  drug  therapy, 

I believe  that  no  further  investigation  is 
indicated.  Should  the  infection  fail  to  re- 
spond or  recur,  more  thorough  urologic 
study  is  in  order.  Such  cases  will  most 
often  be  found  to  be  complicated  in  one 
way  or  another,  usually  by  urethral 
stricture  or  cystocele,  resulting  in  resi- 
dual urine  in  the  bladder,  or  by  some  foreign 
body  such  as  stone  or  tumor.  Of  course, 
a stone  or  tumor  in  a kidney  may  result 
in  a persistent  and  resistant  low  grade  in- 
fection without  symptoms. 

Urethritis  and  trigonitis  usually  will 
fail  to  respond  to  any  of  the  antibiotics 
as  there  often  is  no  infection  present. 
There  is,  however,  no  reason  why  an  acute 
infection  cannot  be  superimposed  on  a 
sterile  inflammation.  In  such  a case,  one 
might  expect  a good  laboratory  response 
with  drugs,  but  unsatisfactory  clinical  im- 
provement. The  inflammatory  lesion  it- 
self may  be  treated  by  gentle  cauteriza- 
tion with  instillations  of  increasing 
strengths  of  silver  nitrate  solution,  usu- 
ally combined  with  urethral  dilatation  in 
order  to  improve  bladder  drainage.  Dilata- 
tion may  also  help  to  improve  the  drain- 
age of  some  of  the  peri-urethral  glands 
which  may  be  infected.  Should  cauteriza- 
tion by  instillation  prove  ineffective,  the 
trigone  and  urethra  can  be  cauterized  by 
topical  application  of  stronger  solutions  of 
caustic,  through  the  air  endoscope.  These 
treatments  are  quite  successful  in  alleviat- 
ing the  symptoms  but  they  may  recur  at  a 
later  date  necessitating  further  treat- 
ment. 

Interstitial  cystitis  is  a difficult  lesion 
to  treat  successfully.  The  ulcers  in  the 
bladder  may  be  electrically  fulgurated, 
followed  by  hydraulic  distension  of  the 
bladder  to  increase  its  capacity.  The  fi- 
guration must  be  done  under  anesthesia, 


but  the  follow-up  dilatation  is  an  office 
procedure.  The  aim  of  treatment  in  such 
cases  is  to  cauterize  the  base  of  the  ulcers. 
The  bladder  must  therefore  be  forcibly 
distended  in  order  to  open  the  ulcer  to 
its  base,  following  which  it  is  fulgurated 
or  the  bladder  instilled  with  a mild  cauter- 
izing agent.  Actually,  the  patient  herself 
must  carry  out  most  of  her  treatment  if 
it  is  to  be  successful.  She  must  allow  urine 
to  accumulate  in  the  bladder  beyond  the 
volume  at  which  voiding  is  desired. 

Urethral  caruncles  may  be  treated  by 
local  cauterization  or  fulguration  if  the 
diagnosis  is  certain.  Carcinoma  of  the 
urethra  is  uncommon  but  if  any  question 
of  its  presence  exists,  a biopsy  can  remove 
the  lesion  and  establish  the  diagnosis  at 
the  same  time. 

The  treatment  of  symptoms  due  to 
stones  and  tumors  must  depend  upon  the 
removal  of  the  offending  causative  agent. 

Some  of  the  antispasmodic  drugs  such 
as  donnatal,  pavatrine  or  hyoscyamus  may 
be  of  value,  and  certainly  will  relieve  many 
symptoms.  If  the  urine  is  particularly  acid, 
an  alkalinizing  agent  will  be  beneficial  and 
may  be  added  to  the  antispasmodic.  Ban- 
thine  is  a powerful  antispasmodic  but  some 
care  must  be  taken  in  its  use. 

Summary 

Due  to  treatment  with  the  antibiotic 
and  chemotherapeutic  agents,  the  prog- 
nosis of  the  acute  infections  is  excellent 
The  symptoms  due  to  sterile  inflammations 
can  frequently  be  cured  or  alleviated  for 
varying  periods  of  time,  following  which 
successful  treatment  can  again  be  insti- 
tuted. If  calculi  are  present  they  can  usu- 
ally be  removed.  Tumors  can  be  treated, 
but  must  be  watched  periodically  for  an 
indefinite  time  for  probable  recurrence. 
Residual  urine  due  to  stricture  can  be  re- 
lieved, and  that  due  to  cystocele  may  be 
eliminated  by  the  proper  surgical  pro- 
cedures. Therefore,  the  proper  treatment 
will  usually  result  in  a satisfied  and  often 
a vei’.v  grateful  patient. 
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In  terms  of  numbers  of  patients  permanently  benefited,  cortisone 
probably  has  found  its  greatest  usefulness  in  the  field  of  ophthalmol- 
ogy. There  follows  the  accumulated  experience  of  some  of  the 
ophthalmologists  of  Tennessee  in  their  first  year's  trial  of  this  hormone. 

CLINICAL  RESULTS  WITH  CORTISONE  IN  OPHTHALMOLOGY* 

CHARLES  KING,  M.D.,  PHIL  LEWIS,  M.D.,  and  WESLEY  McKINNEY,  M.  D„  Memphis,  Tennessee 


Within  the  past  twelve  months  corti- 
sone has  been  made  available  through  our 
hospitals  and  at  a price  which  is  not  pro- 
hibitive to  the  patient.  Reports  of  clinical 
observations  on  the  use  of  cortisone  in 
ocular  inflammatory  diseases  have  trickled 
into  the  literature  within  the  past  year. 
Most  of  these  reports  include  the  systemic 
use  of  the  hormone,  with  a few  reports 
concerning  topical  or  local  use  of  the  drug. 
It  was  thought  it  would  be  of  interest,  if 
enough  clinical  observations  by  several 
local  groups  could  be  collected,  to  present 
a summary  of  these  for  thought  and  dis- 
cussion. Realizing  fully  the  lack  of  con- 
trols, lack  of  laboratory  data  and  lack  of 
sufficient  elapse  of  time  after  treatment 
for  final  evaluation,  the  following  material 
is  presented  for  whatever  it  may  prove 
to  be  worth. 

Local  or  topical  use  of  cortisone  presents 
several  advantages,  among  which  are:  1. 
the  relatively  small  amounts  of  the  drug 
required;  2.  the  apparent  freedom  from  a 
depressing  effect  on  the  adrenal  cortex 
and  freedom  from  adverse  metabolic 
changes  in  the  body  as  a whole ; 3.  the 
more  permanent  results  because  the  ad- 
renal cortex  secretion  is  not  disturbed ; 
4.  the  ease  of  application. 

For  topical  application  the  standard  con- 
centration of  cortisone  acetate,  25  milli- 
grams per  cc.,  was  diluted  1 :4  with  normal 
saline  and  used  as  eye  drops  every  hour 
during  the  day  and  every  two  hours  during 
the  night.  There  was  necessarily  some 
variation  of  this  regimen  among  the 
various  participants  in  the  study.  For 
local  application  subconjunctival  injection 
of  0.3 — 0.6  cc.  of  undiluted  cortone  acetate, 
25  mg./cc.,  was  given  after  anesthesia  of 


*Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  April  9,  1951, 
Nashville. 


the  conjunctiva  with  a cotton  pledget 
soaked  in  4 per  cent  cocaine.  The  lower 
half  of  the  globe  seemed  to  offer  the  most 
favorable  site  for  injection  of  the  larger 
dosage;  however,  the  medicine  was  toler- 
ated well  with  little  or  no  discomfort  re- 
gardless of  the  chosen  site.  Absorption 
of  the  drug  continues  from  seven  to  four- 
teen days. 

(Table  1 contains  the  aggregate  experi- 
ence of  the  several  authors  in  the  use  of 
cortisone  in  ophthalmological  diseases.) 

One  of  us  (Phil  Lewis)  feels  that  “from 
my  limited  observation  I think  the  drug 
is  of  value  in  most  of  the  acute  and  sub- 
acute inflammatory  diseases,  but  of  little 
value  in  non-inflammatory  conditions  such 
as  chronic  uveitis.  It  certainly  excels  all 
previously  available  agents  in  scleritis 
and  episcleritis.  It  is  very  helpful  in  or- 
dinary (non-granulomatous)  acute  iritis 
and  various  inflammatory  diseases  of  the 
cornea.  I have  had  occasion  to  use  it  in 
ten  post-operative  cataract  cases.  Three 
had  a mild  endophthalmitis,  two  of  which 
were  thought  to  have  been  caused  by 
materials  used  at  operation  which  were 
contaminated  due  to  a defective  autoclave. 
There  were  three  cases  of  rather  severe 
striate  keratitis  and  four  cases  of  mild 
iridocyclitis.  All  of  these  were  definitely 
improved  by  cortisone  instilled  in  the  eye 
every  two  hours  from  6:00  A.M.  to  10:00 
P.M.,  for  from  three  to  ten  days.  In  none 
was  normal  healing  retarded.  The  case 
with  epithelial  ingrowth  had  been  treated 
with  large  doses  of  x-ray.  She  wished  to 
have  the  ‘miracle  drug’  tried  before  con- 
senting to  the  inevitable  enucleation.” 

Probably  the  most  striking  response 
occurred  in  one  of  our  cases  (that  of 
Charles  King),  an  instance  of  interstitial 
keratitis.  A thorough  general  and  labora- 
tory study  was  done,  and  patient  was 
found  to  have  dental  abscesses,  chronic 
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TABLE  I 

THE  EFFECT  OF  CORTISONE  UPON  LESIONS  OF  THE  EYE* 


Disease  No. 

Conju  nctivitis 

C ases 

How  used 

Result 

Phlyctenular  

1 

instilled 

improved 

Allergic  

Corneal  Lesions 

4 

instilled 

3 improved,  1 unimproved 

Recurrent  dendritic  keratitis.  . . 

1 

instilled 

unimproved 

Interstitial  keratitis  

3 

instilled 

2 greatly  improved,  1 unim- 
proved 

Interstitial  keratitis  (luetic)... 

1 

instilled  & injected 

improved 

Degenerative  pannus  

1 

instilled 

moderately  improved 

Disciform  keratitis 

2 

instilled 

moderately  improved 

Fatty  degeneration  

i 

instilled 

moderately  improved 

Corneal  ulcer — foreign  body... 

i 

injected 

improved 

Chemical  burns  

2 

instilled 

improved 

Marginal  ulcer  

Spontaneous  edema  1 yr.  after 

2 

instilled 

much  improved 

cataract  extraction  

Bilateral  granular  epithelial 

i 

local 

complete  clearing  maintained 

dystrophy  

i 

local 

unimproved 

Fuch’s  dystrophy  

Epithelial  dystrophy,  birth  in- 

2 

local 

unimproved 

jury  of  Descemets  membrane. 

Uveal  tract  lesions 

i 

local 

unimproved 

Acute  and  subacute  iritis 

10 

1 injected 
19  instilled 

all  improved  (7  rapidly, 
2 moderately,  1 slightly) 

Acute,  severe  plastic  iritis  . . . . 

2 

injected 

improved  (1  rapidly,  1 slowly) 

Subacute  uveitis  

2 

injected 

improved  (1  rapidly) 

Chronic  uveitis  

7 

6 bath  & 1 injected 

2 improved,  5 unimproved 

Choroiditis  

4 

1 bath  & 3 injected 

much  improved 

Secondary  glaucoma  

(predominant  feature) 

3 

2 bath  & 1 instilled 

1 improved,  2 unimproved 

Macular  edema  

Post-operative  complications 

1 

injected 

unimproved 

Striate  keratitis  

3 

instilled 

improved 

Iridocyclitis  (mild)  

7 

6 instilled,  I injected 

improved 

Epithelial  ingrowth  

1 

bath 

unimproved 

Endophthalmitis  (mild)  

Traumatic  injuries 

3 

instilled 

improved 

Iridocyclitis  

1 

instilled 

improved 

Traumatic  cataract  

Traumatic  cataract  with  iri- 

1 

instilled 

improved 

docyclitis  and  glaucoma 

Miscellaneous 

1 

instilled 

improved 

Lupus  erythematosus  

1 

instilled 

unimproved 

Atropine  sensitivity  

1 

instilled 

improved 

Episcleritis  

Pericorneal  injection  — mild 
irritability  — herniation  of 

2 

instilled 

x'apidly  improved 

vitreous  into  ant.  chamber. 

i 

instilled 

improved 

Epithelial  ingrowth  

i 

instilled 

unimproved 

Arthritis  with  recurrent  iritis. 

i 

instilled 

unimproved 

The  table  is  a composite  of  cases  treated  by: — Dr.  P.  M. 
King — 15  cases;  Dr.  J.  Wesley  McKinney — 18  cases. 


Lewis — 43  cases;  Doctors  Stanford,  Wilson  and 


tonsillitis;  a 1 plus  Hinton  reaction  was 
found  though  blood  Kahn  and  Wassermann 
tests  were  negative  and  there  were  no 
stigmata  of  congenital  syphilis. 

The  17  year  old  white  female  was  first  seen 
on  September  4,  1950  with  a complaint  of  blurred 
vision  in  the  left  eye  of  about  a week’s  duration. 
Ciliary  injection,  punctate  keratitis  and  general- 
ized corneal  infiltration  were  present  but  worse 
in  the  lower  half.  Tests  for  tuberculosis  using 
PPD  No.  1 and  No.  2 were  negative.  Supportive 
atropine  therapy  was  instituted.  There  was  some 
delay  in  arranging  for  dental  care  and  tonsillec- 
tomy, meanwhile  the  family  doctor  treated  the 
patient  with  very  large  doses  of  penicillin. 


In  about  four  weeks  the  right  eye  began  to  show 
the  early  signs  found  in  the  left  eye  at  the  first 
visit.  The  cornea  of  the  left  eye  by  this  time 
was  becoming  vascularized  in  the  deeper  layers 
surrounding  a ring-shaped  grouping  of  large  in- 
filtrates and  punctate  keratitis  in  the  center  of  the 
cornea.  All  carious  teeth  were  extracted  and 
tonsillectomy  was  done.  While  the  patient  was  in 
the  hospital  0.6  cc.  of  cortisone  was  given  sub- 
conjunctivally  in  each  eye  in  the  lower  temporal 
quadrant  and  1 drop  of  1:4  dilution  was  instilled 
in  the  conjunctival  sac  every  hour  between  7:00 
V.M.  AND  11:00  P.M.  Within  ten  days  all 
vascularization  of  the  left  cornea  had  disappeared 
and  no  vascularization  of  the  right  cornea  had 
occurred.  About  ten  weeks  after  the  first  visit 
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(6  weeks  on  cortisone)  vision  in  the  right  eye 
was  20/50,  in  the  left  eye  20/25!  Cortisone  was 
discontinued. 

In  January  1951  the  patient  had  a severe  siege 
of  influenza  with  a recurrent  flare-up  of  keratitis 
and  iritis  in  the  right  eye.  Cortisone  therapy 
was  resumed  in  this  eye.  There  has  been  a gradual 
decrease  in  the  amount  of  infiltrate  and  punctate 
keratitis,  and  at  the  last  visit  only  faint  ciliary 
blush  and  two  small  posterior  synechiae  were 
present.  The  patient  has  been  free  of  pain  in  the 
eyes  throughout  the  entire  course. 

The  authors  fully  realize  that  “one 
swallow  does  not  make  a meal,”  and  that 
statistics  as  in  the  table  can  be  juggled 
by  one’s  imagination  to  prove  contra- 
dictory conclusions.  However,  clinical  evi- 
dence points  to  the  fact  that  many  cases 
of  acute  inflammatory  of  the  eye  disease 
respond  favorably  to  local  cortisone  ther- 
apy. Instillation  of  the  drug  into  the  con- 
junctival sac  and  subconjunctival  injec- 
tion is  a practical,  inexpensive  means  of 
administration  and  is  preferable  in  several 
respects  to  intravenous  typhoid  vaccine 
or  other  forms  of  foreign  protein  therapy. 
There  has  as  yet  been  no  definite  estab- 
lished dosage  of  the  drug  for  systemic  use 
nor  have  all  the  various  side  effects,  early 
and  late,  been  recorded.  However,  since  the 
drug  has  been  made  available  to  the  prac- 
ticing physician  it  has  been  widely  used, 
often  without  the  diagnosis  having  been 
made  and  without  laboratory  checks  on 
alterations  of  the  blood  elements,  elec- 
trolytic balance  and  changes  in  metabo- 
lism. This  can  lead  to  careless  examinations 
on  the  part  of  some  ophthalmologists  and 
actually  dangerous  practices  by  the  gen- 
eral physician. 

As  an  example  it  should  be  emphasized 
that  a case  of  acute  iritis  may  need  not 
only  cortisone,  but  does  also  need  mild 
dilatation  of  the  pupil  with  a powerful 
mydriatic  at  an  early  stage  of  the  disease. 
Irreparable  damage  to  the  eye  may  occur 
while  cortisone,  without  the  exhibition  of 
mydriatics,  is  being  used.  Early  serious, 
or  even  worse  damage  may  occur  from 
treating  an  acute  glaucoma  with  nothing 
but  cortisone. 

Therefore,  we  wish  to  point  out  clearly 
to  all  general  practitioners  that  while 
cortisone  does  control,  or  may  apparently 
cure  many  of  the  inflammatory  eye  dis- 


eases, it  should  not  be  used  indiscrim- 
inately nor  for  long,  unless  improvement 
is  immediate.  It  is  not  a “cure  all”  but 
has  put  into  the  hands  of  the  ophthal- 
mologist an  agent  which  aids  in  prevent- 
ing protracted  inflammation  and  its  damag- 
ing sequelae. 

Addendum 

Since  preparing  this  resume  several  reports  on 
the  local  use  of  cortisone  in  eye  diseases  have 
appeared. 

Steffenson,  E.  H.  et  al,  (Am.  J.  Ophth.  43:345, 
1951)  report  the  use  of  cortisone  in  24  cases  of  an- 
terior segment  eye  diseases.  It  was  effective  in:  (1) 
non-specific  keratitis  profunda;  (2)  non-specific 
superficial  keratitis;  (3)  postoperative  striate  ker- 
atitis; (4)  phlyctenular  keratoconjunctivitis;  (5) 
tuberculous  keratitis;  (6)  acne  rosacea  keratitis; 
(7)  certain  cases  of  acute  iritis.  It  was  ineffective 
in:  (1)  vernal  conjunctivitis;  (2)  dendritic  ker- 
atitis; (3)  trophic  ulcer;  (4)  Fuchs  epithelial 
dystrophy. 

Thygeson,  P.  et  al,  (Am.  J.  Ophth.  43:357,  1950) 
reported  26  cases  of  phyctenular  keratoconjunc- 
tivitis in  which  response  was  dramatic  after  in- 
jection or  instillation.  The  few  relapses  responded 
to  renewal  of  therapy. 

Leopold,  I.  H.  et  al,  (Am.  J.  Ophth.  43:361,  1951) 
present  a summary  of  results  showing  the  drug 
to  be  effective  in:  (1)  infections,  bacterial,  (bleph- 
aritis), viral  (herpes  zoster,  dendritic  keratitis); 
(2)  possible  allergic  states,  drug  sensitivity,  vernal 
conjunctivitis,  episcleritis,  marginal  corneal  ul- 
cers, superficial  keratitis,  sclerosing  keratitis,  non- 
luetic  interititial  keratitis,  uveitis;  (3)  chemical 
burns  (lime).  Non-specific  anterior  uveitis  was 
benefited  in  most  cases.  Anterior  uveitis  following 
surgery  responded  well.  Secondary  glaucoma  as- 
sociated with  uveitis  disappeared  as  the  in- 
flammation subsided.  Phaco-anaplylaxis,  in  one 
case  showed  a poor  response,  in  the  other  case  re- 
sponded dramatically  after  all  else  had  failed. 

Schiae,  H.  G.  et  al,  (Arch  Ophth.  34:301,  1951) 
described  a series'  of  patients  treated  by  local  in- 
stillation of  the  hormone  with  the  following  re- 
sults. 

Anterior  Uveitis  Cases  Results 


Acute  nongranulomatous. , 

. 3 

Remission 

Endophthalmitis  phaco- 

anaphylactica  

. 1 

Improved 

Retained  lens  material. . . . 

2 

Remission 

Posterior  Uveitis 

Granulomatous  

.12 

Not  improved 

Keratitis 

Syphilitis  interstitial  . . . . 

2 

Remission 

Sclerosing  

. I 

Improved 

Superficial  punctate 

2 

Remission 

Mustard  gas  

2 

Not  improved 

Non-specific  marginal  . . . 

. 6 

Improved  1,  re- 
missions 5. 

Keratouveitis,  (cause 

unknown)  

. 3 

Improved 
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Kerato-conjunctivitis 

Chronic  staphylococcus 


sensitivity  5 

Phylyctenular  3 

Stevens-Johnson’s 

Disease 4 

Blepharoconjunctivitis  8 

Vernal  conjunctivitis 5 

Episcleritis  3 


Remissions  3, 
improved  2. 
Remissions  2, 
improved  1. 

Not  improved 
Remissions  4, 
improved  4. 
Remission 
Remission 


Discussion 

FOWLER  HOLLABAUGH,  M.  D„  Nashville.  Mr. 
Chairman:  To  the  ophthalmologist  cortisone  is 
certainly  the  most  interesting  and  probably  the 
most  valuable  therapeutic  agent  since  the  advent 
of  the  antibiotics.  Up  to  the  present  time  we 
are  probably  deriving  more  benefits  than  any 
other  group.  In  attempting  to  evaluate  any  new 
therapeutic  agent  a number  of  factors  have  to 
be  considered.  The  agent  must  be  used  in  a suf- 
ficient number  of  cases  and  for  a sufficient  period 
of  time.  As  the  essayist  said,  “one  swallow  does 
not  make  a meal”.  It  must  also  be  determined 
whether  the  condition  which  is  being  treated 
would  have  responded  just  as  quickly  without  the 
agent.  For  example,  local  drug  reactions  fre- 
quently clear  immediately  upon  withdrawal  of  the 
drug.  Recurrent  marginal  ulcers  of  the  cornea 
will  often  heal  within  48  hours.  Striate  keratitis 
following  cataract  extraction  heals  without  treat- 
ment. We  have  all  seen  cases  of  optic  neuritis 
which  have  cleared  in  4-6  weeks  spontaneously. 
It  is  going  to  take  time  to  determine  if  such 
cases,  and  many  others,  are  really  benefited 
the  hormone  systemically  and  the  remaining 
by  cortisone.  Accuracy  of  diagnosis,  the  enthus- 
iasm of  the  doctor  and  the  desire  of  the  patient 
to  be  benefited,  all  must  be  considered. 

Generally  speaking  the  conditions  which  have 
shown  the  greatest  response  to  cortisone  are 
episcleritis  and  scleritis  non-granulomatous  acute 
iritis  and  acute  iridocyclitis,  forms  of  keratitis, 
other  than  the  dystrophies  and  degenerative  con- 
dition, optic  neuritis  and  acute  choroiditis.  In 
these  conditions,  in  my  humble  opinion,  cortisone 
should  be  used  without  fail.  Naturally,  I do  not 
mean  to  imply  that  the  hormone  should  be  used 
to  the  exclusion  of  other  necessary  agents  as  at- 
ropine, heat,  non-specific  protein  therapy  and  the 
like.  My  personal  experience  with  cortisone  has 
consisted  of  43  cases,  eleven  of  which  received 
the  hormone  systemically  and  the  remaining 
thirty-two  topically.  I have  had  no  experience 
with  the  subconjunctival  injection  of  the  hormone 
and  would  appreciate  it  if  the  writers  would 
elaborate  on  this  in  their  closing  discussion.  My 
results  were  almost  identical  with  those  reported 
here  with  one  or  two  exceptions.  Of  the  eleven 
patients  who  received  cortisone  systemically,  there 
were  three  with  iridocyclitis,  one  with  iritis,  two 
with  optic  neuritis  four  cases  of  choroiditis  and 
one  of  severe  vernal  catarrh.  One  woman  with 
a rather  severe  recurrent  iritis  developed  a 


psychosis  on  the  third  day  of  systemic  treatment 
necessitating  the  withdrawal  of  the  hormone.  This 
was  before  we  were  using  it  topically.  It  was 
felt  that  all  were  benefited  by  the  hormone  with 
the  exception  of  the  vernal  catarrah.  The  most 
difficult  to  evaluate  were  the  cases  of  choroiditis. 
Of  those  treated  topically,  one  patient  with  iritis 
seemed  to  derive  no  benefit  -whatsoever.  One  in- 
stance of  scleritis  possibly  was  benefited  only 
a little.  Two  cases  of  vernal  catarrah  were  unim- 
proved. Four  corneal  dystrophies  were  unaffected. 
One  severe  neurotrophic  keratitis  cleared  within 
one  week;  of  course,  corneal  scarring  remained.  1 
have  seen  no  cases  of  interstitial  keratitis  or 
phlyctenular  kerato-conjunctivitis  since  the  hor- 
mone has  been  available. 

I.  L.  ARNOLD,  M.  I).,  Chattanooga.  These  authors 
are  to  be  commended  for  this  excellent  and  timely 
paper  on  the  use  of  cortisone  in  ophthalmology. 
The  results  given  are  very  impressive  and  I be- 
lieve the  drug  will  help  solve  many  of  our  diffi- 
culties. Our  results  in  it’s  use  have  been  very 
similar  to  those  reported  in  this  paper.  I 
would  like  to  mention  one  case  in  which  we  be- 
lieve cortisone  was  a great  help  in  therapy. 

This  was  a five  year  old  child  who  became 
blind  over  night.  The  mother  states,  that  she 
was  perfectly  well  when  she  went  to  bed,  but 
upon  arising,  it  was  noted  that  she  ran  into  the 
walls.  The  child  was  hospitalized  at  Children’s 
Hospital  on  September  25,  1950.  Examination  re- 
vealed an  optic  neuritis,  bilaterally,  the  pupils 
were  very  dilated  and  reacted  sluggishly  to  a 
very  bright  light.  Physical  neurological  exam- 
ination, and  X-rays,  agglutination  and  other  lab- 
oratory procedures  were  normal.  The  usual  ther- 
apy of  typhoid  vaccine,  antibiotics  and  vitamins 
was  started  and  continued  to  October  3,  1950  with 
no  apparent  change.  No  light  perception  was 
present.  On  this  date  cortisone  was  started,  and 
within  24  hours  there  was  a definite  vision,  with 
fairly  accurate  light  projection  and  a marked  ob- 
jective improvement  of  the  nerve  head.  Her  im- 
provement gradually  increased  and  cortisone  was 
continued  to  October  17th.  The  child  was  dis- 
missed October  24th.  Cortisone  was  given  in  a 
dose  of  50  mg.  every  8 hours  the  first  day,  50  mg. 
every  12  hours  the  second  day  and  then  50  mg. 
daily.  On  October  31st  there  was  no  reaction  what- 
ever around  the  nerve  head.  On  April  3,  1951, 
examination  revealed  vision  of  20/30  O.  U.  We 
were  unable  to  do  fields  with  any  accuracy,  the 
discs  were  pale  and  some  atrophy  was  present. 
I appreciate  the  opportunity  of  being  able  to 
discuss  thiu  paper. 

RICHARD  A.  MILLER,  M.  D.,  Memphis.  From 
November  1,  1950  to  March  12,  1951,  51  of  our 
patients  were  treated  with  Cortisone  for  various 
ocular  conditions.  Of  this  number  21  have  not 
been  seen  since  the  drug  was  prescribed.  Of  the 
remaining  30  who  returned  3 were  treated  for 
allergic  dermatitis  of  the  eyelids  by  the  local 
application  of  cortisone  ointment  or  solution,  8 
mg./c.c.,  q.i.d.  Two  cases  showed  marked  im- 
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provement  in  three  days,  with  clearing  in  one 
week.  The  other  case  showed  no  improvement  in 
3 days,  but  was  continued  on  with  the  drug  and  has 
not  returned  in  three  weeks. 

Three  cases  of  allergic  or  irritative  reaction 
in  the  conjunctiva  were  treated  with  cortisone 
solution  6 mg./c.c.,  used  as  drops  q.i.d.  Two 
were  completely  clear  in  2 to  5 days  and  the 
remaining  patient  showed  no  improvement. 

One  case  of  endothelial  corneal  dystrophy  was 
treated  with  cortisone  drops  6 mg./c.c.,  q.i.d., 
without  improvement  of  the  dystrophy. 

Four  patients  with  disciform  keratitis,  3 of  whom 
showed  staining  of  the  overlying  corneal  epithe- 
lium were  treated  with  cortisone  drops  q.i.d. 
The  corneal  epithelium  of  these  three  healed  in 
from  3 to  6 days  but  showed  no  change  in  the 
scarring  of  the  stroma.  The  fourth  patient  showed 
marked  clearing  of  the  corneal  stroma  in  one  week, 
this  lesion  was  of  recent  origin,  the  vision  im- 
proving from  3/200  to  20/50. 

Three  cases  of  episcleritis  treated  with  cortisone 
drops  q.i.d.,  showed  marked  improvement  within 
the  first  2 days,  with  complete  clearing  in  from 
10  to  14  days. 

Seven  patients  with  acute  iritis  were  treated 
with  cortisone  drops  6 mg./c.c.,  q.2.h.  Two  eyes 
were  clear  in  3 days,  two  in  one  week,  two  in 
two  weeks,  and  one  eye  showed  no  improvement 
after  3 weeks. 

One  case  of  keratitis  sicca  treated  with  cortisone 
drops  q.i.d.  showed  no  improvement  after  2 weeks. 

Three  patients  with  sclero-keratitis  were  treated 
with  cortisone  drops  6 mg./c.c.,  q.i.d.  Two  eyes 
showed  marked  improvement  within  one  week 
and  the  other  patient,  who  was  put  on  the  drug 
during  an  inactive  phase  of  keratitis,  has  shown 
no  recurrence  in  5 months  whereas  before,  she 
had  repeated  recurrences  every  6 to  8 weeks. 

One  case  of  superficial  punctate  keratitis  treated 
with  cortisone  drops  in  the  same  manner  showed 
complete  clearing  in  3 days. 

One  case  of  herpes  zoster  of  the  cornea  treated 
with  cortisone  drops  q.i.d.  showed  almost  complete 
clearing  of  the  cornea  in  one  week. 

One  case  of  pannus  degenerativus  of  the  cornea 
treated  with  cortisone  drops  t.i.d.,  caused  dis- 


appearance of  corneal  bullae  but  no  change  is  sub- 
stantia propria. 

Two  cases  of  optic  neuritis  were  treated  with 
cortisone,  one  orally  and  the  other  intramuscularly. 
Each  patient  was  given  300  mg.  first  day,  200  mg. 
second  day  and  100  mg.  daily  thereafter  for  two 
and  a half  weeks.  One  eye  improved  from  20/100 
J-14  to  20/20  J-l  in  3 weeks,  the  other  improved 
from  20/200  J-12  to  20/20  J-l  in  5 weeks.  Each 
eye  showed  a gradual  decrease  in  the  inflammatory 
reaction  of  and  around  the  disc  as  the  vision 
improved.  Both  discs  showed  residual  scarring 
from  the  neuritis. 

PHIL  M.  LEWIS,  M.  D.,  Memphis.  It  is  now  a 
well  established  fact  that  cortisone  is  a very 
valuable  agent  in  the  treatment  of  numerous 
ocular  disorders.  This  has  become  common  know- 
ledge so  that  practically  all  ophthalmologists 
and  many  general  practitioners  are  using  it  in 
inflamed  eyes,  often  without  the  diagnosis  having 
been  made.  This  leads  to  careless  examinations 
on  the  part  of  some  ophthalmologists  and  actually 
dangerous  practices  by  the  general  physician.  An 
example  of  this  is  any  case  of  severe  iritis  that 
needs  not  only  cortisone,  but  wide  dilation  of  the 
pupil  with  powerful  mydriatics  at  an  early  stage. 
Irreparable  damage  to  the  eye  may  occur  while 
cortisone,  without  mydriatics,  is  being  used. 
Equally  serious  or  worse  damage  may  occur  from 
treating  an  acute  glaucoma  with  nothing  but 
cortisone.  Therefore,  we  wish  to  point  out  clear- 
ly to  all  general  practitioners,  that  while  cortisone 
does  control  or  even  cure  many  of  the  inflammatory 
eye  diseases,  it  should  not  be  used  indiscriminately, 
nor  for  long,  unless  improvement  is  immediate. 
It  is  not  a “cure  all”,  nor  should  it  supplant  an 
exact  diagnosis  by  a competent  ophthalmologist. 

Since  submitting  my  list  of  cases  to  Dr.  King 
a few  weeks  ago  1 have  treated  an  additional 
ten  patients,  practically  all  with  benefit.  One 
having  acute  central  choroiditis  was  hospitalized 
and  improved  rapidly  on  intramuscular  injections. 
In  another  subacute  anterior  uveitis  with  secondary 
glaucoma  was  dramatically  improved  in  less  than 
48  hours.  One  with  epithelial  dystrophy  reported 
that  her  eyes  felt  better  since  using  cortisone 
than  they  had  for  years. 
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In  an  aging  population  the  frequency  of  heart  disease  and  its  termina- 
tion in  congestive  failure  is  a much  greater  problem  now  than  to  the 
physician  of  two  decades  ago.  Bronchopneumonia,  formerly  "the 
friend  of  the  aged,  is  now  usually  defeated  by  antibiotic  therapy  so 
that  heart  disease  and  failure  may  run  their  natural  course.  The 
prognosis  in  congestive  heart  failure  assumes  a new  significance. 

PROGNOSIS  IN  CONGESTIVE  HEART  FAILURE 


RICHARD  C.  SEXTON,  JR.,  M.D.*  Memphis,  Term. 

Prognosis  in  congestive  heart  failure,  like 
prognosis  in  other  clinical  entities,  is  de- 
pendent upon  many  factors.  It  should  in- 
clude an  attempt  to  estimate  the  patient’s 
work  capacity  and  the  alteration  in  living 
pattern  which  heart  failure  entails.  Dis- 
tinction should  be  made  between  immediate 
and  distant  prognosis. 

Although  ultimate  prognosis  must  be  in- 
dividualized, certain  contextual  factors  and 
recent  trends  and  innovations  in  cardio- 
therapy  justify  some  generalizations. 

Factors  of  importance  in  determining 
prognosis  are  as  follows : 

1.  Underlying  type  of  heart  disease 

2.  Degree  of  clinical  cardiac  enlarge- 
ment 

3.  Precipitating  cause  of  failure 

4.  Presence  or  absence  of  complications 

5.  Socio-economic  status  of  patient 

6.  Age  of  patient 

7.  Response  to  cardiotherapy 

8.  Rapidity  of  onset  of  failure 

9.  Psychologic  acceptance  of  disease  by 
patient 

10.  Natural  history  of  the  etiologic  type 
of  heart  disease 

Obviously,  several  of  these  factors  are 
operative  in  every  case  of  congestive  fail- 
ure. The  combination  or  interplay  of  these 
factors  and  their  chronologic  appearance 
are  important  in  ultimate  prognosis.  Thus, 
a patient  beyond  the  age  of  70  with  an  acute 
myocardial  infarction  complicated  by  con- 
gestive failure  would  present  a gloomy  im- 
mediate prognosis  as  contrasted  to  that  of 
a 25-year-old  patient  with  failure  due  to 
rheumatic  heart  disease  in  whom  there  is 
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a precipitating  or  complicating  broncho- 
pneumonia. 

We  shall  consider  the  more  important 
above  prognostic  factors  separately  and  at- 
tempt to  assess  their  relative  roles  in  prog- 
nosis. 

In  1862,  Austin  Flint  stated  that  the  ex- 
istence of  murmurs  indicated  lesions  and 
their  localization  but  that  valvular  insuffi- 
ciency gave  no  information  as  to  prognosis. 

Among  the  first  attempts  to  determine 
prognosis  in  heart  disease  was  that  of  R.  T. 
Grant  who  in  1933  reported  the  findings  in 
1,000  “after  histories”  on  men  suffering 
from  heart  disease  who  were  pensioners  of 
the  British  government.  This  study  was 
initiated  by  Sir  Thomas  Lewis.  These  pa- 
tients were  classified  according  to  (1)  valve 
lesion  and  (2)  cardiac  failure  and  enlarge- 
ment. Cardiac  failure  and  enlargement 
were  found  to  be  more  accurate  barometers 
of  prognosis  than  type  and  nature  of  valve 
defect.  Cardiac  failure  was  graded  by 
exercise  tolerance  and  venous  congestion. 
Patients  with  little  or  no  cardiac  enlarge- 
ment and  good  or  fair  exercise  tolerance 
had  a good  prognosis  with  only  one-fifth  of 
them  dying  during  the  ten-year  period  of 
observation.  Of  those  patients  with  mod- 
erate cardiac  enlargement  and  poor  exercise 
tolerance,  half  were  dead  within  ten  years. 
Those  with  marked  cardiomegaly  had  the 
poorest  prognosis.  Those  with  venous  con- 
gestion had  an  average  life  expectancy  of 
two  and  one-half  years. 

Grant  concluded  from  this  study  that  car- 
diac failure  and  enlargement  were  more  im- 
portant in  foretelling  prognosis  than  the 
underlying  cause  of  heart  disease.  Exercise 
tolerance  as  determined  by  history  was 
helpful.  Prognosis  was  less  favorable  in 
patients  with  aortic  stenosis  and  aortic  in- 
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sufficiency,  with  sudden  death  occurring 
with  significant  frequency  in  those  with 
aortic  stenosis. 

Herman  has  stated  that  “the  establish- 
ment of  a precipitating  factor  is  of  signifi- 
cance in  the  prognosis  and  future  manage- 
ment of  any  patient  with  cardiovascular 
breakdown.” 

The  first  study  on  the  precipitating 
causes  of  congestive  heart  failure  was  un- 
dertaken by  Sodeman  and  Burch  in  1938. 
In  their  report,  100  patients  with  congestive 
failure  in  New  Orleans  were  studied. 

In  three  of  these  patients,  a subsequent 
bout  of  decompensation  had  a different  pre- 
cipitating cause.  The  precipitating  mech- 
anisms found  in  this  study  were  “gradual 
onset,”  infection,  exercise,  pregnancy,  rise 
in  blood  pressure,  psychic  trauma,  hemor- 
rhage, surgical  shock,  coitus,  heavy  meal 
and  alcoholism.  An  assignable  precipitat- 
ing cause  was  apparent  in  55  of  the  104  in- 
stances of  failure.  A gradual  onset  without 
apparent  precipitating  cause  occurred  in  47 
patients.  This  group  constituted  the  “grad- 
ual onset”  category.  Members  of  this  group 
showed  the  poorest  response  to  therapy  with 
95  percent  of  them  failing  to  regain  suffi- 
cient compensation  to  carry  on  minimal 
activity.  Seventy-five  percent  of  those  in 
whom  a precipitating  cause  was  found  were 
able  to  compensate  sufficiently  to  permit  at 
least  minimal  activity.  Patients  with  syph- 
ilitic heart  disease  were  notorious  in  their 
inability  to  compensate.  Otherwise,  etio- 
logic  category  did  not  appear  to  alter  prog- 
nosis. No  instances  of  mechanical  dis- 
turbances precipitating  failure  were  ob- 
served. This  is  probably  due  in  part  to  the 
small  number  of  patients  with  rheumatic 
heart  disease  studied,  which  may  reflect 
geographic  influences  in  etiologic  distribu- 
tion of  heart  disease. 

The  next  and  only  other  serious  attempt 
to  assay  statistically  the  underlying  causes 
and  precipitating  mechanisms  in  congestive 
heart  failure  was  undertaken  by  Boyer, 
Leach,  and  White  in  1940.  In  this  study, 
the  case  histories  of  1,000  cases  of  conges- 
tive heart  failure  were  reviewed.  Five  hun- 
dred of  these  patients  were  treated  in  the 
wards  of  the  Massachusetts  General  Hospi- 


1 1 

tal  while  the  other  500  were  seen  in  private 
practice.  This  partition  was  designed  to 
obtain  a cross  section  of  the  population  and 
thus  abolish  the  influence  of  socio-economic 
factors.  The  middle  class,  however,  is  fair- 
ly well  represented  in  both  groups.  The 
study  was  limited  for  the  most  part  to  a 
consideration  of  the  initial  bout  of  decom- 
pensation and,  therefore,  reflects  only  im- 
mediate prognosis.  The  patients  were  clas- 
sified as  (1)  those  who  died  either  in  the 
hospital  or  within  3 months  after  their  visit 
to  the  hospital  or  office,  (2)  those  in  whom 
failure  remained  evident  even  on  only  slight 
activity,  (3)  those  in  whom  failure  was  not 
evident  on  moderate  activity,  and  (4)  those 
who  returned  to  their  former  activity  with- 
out signs  of  failure. 

The  underlying  causes  of  heart  failure 
were  distributed  as  follows : 

Fair  and 
Poor  Good 


Ward 

Private 

Results 

Results 

Rheumatic  154 

130 

60 

40 

Hypertension  plus 

coronary  disease 

98 

158 

64 

36 

Hypertension 
Hypertension  with 

89 

79 

65 

25 

questionable  cor- 
onary disease 

45 

Coronary  disease 

54 

104 

64 

36 

Syphilis 

30 

59 

41 

Cor  pulmonale 
Calcified  aortic 

25 

76 

24 

stenosis 

10 

Congenital 

7 

63 

37 

Beriberi 

Unknown 

14 

1 

25 

78 

22 

This  etiologic  distribution  demonstrates 
the  frequency  of  congestive  heart  failure  in 
adults  with  congenital  malformations  and 
that  the  less  common  causes  of  heart  disease, 
whether  infectious,  metabolic,  hemic  or  nu- 
tritional in  origin,  are  still  rare  underlying 
causes  of  heart  disease.  Males  outnum- 
bered females  almost  2 to  1.  Rheumatic 
heart  disease  was  more  prevalent  in  females 
while  syphilitic  and  coronary  heart  disease 
were  more  prevelant  in  males.  In  patients 
with  hypertension  and  coronary  artery  dis- 
ease, males  predominated  2 to  1.  Failure 
in  uncomplicated  hypertension  was  about 
equally  divided  between  the  two  sexes  both 
as  regards  incidence  and  outcome. 
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In  this  study,  obesity  was  found  to  con- 
tribute to  an  earlier  onset  of  congestive 
failure  although  it  did  not  adversely  affect 
the  outcome.  Heart  failure  accompanying 
or  complicating  rheumatic  fever  and  acute 
myocardial  infarction  yielded  a serious 
prognosis  with  about  80  percent  doing  poor- 
ly, either  dying  or  remaining  in  failure  on 
minimal  activity. 

Roughly  50  percent  of  the  entire  group 
were  able  to  establish  “some  sort”  of  com- 
pensation. 

The  prognosis  in  patients  with  malignant 
hypertension,  malignant  lesions  of  the  lungs 
and  malignant  lesions  elsewhere  who  devel- 
op congestive  failure  as  a complication  was 
usually  that  of  the  primary  disease. 

The  conclusions  from  this  study  were  that 
the  underlying  causes  of  heart  failure  in 
order  of  frequency  were  hypertensive  heart 
disease  (with  and  without  coronary  arterio- 
sclerosis), rheumatic  heart  disease,  coro- 
nary arteriosclerosis  alone,  syphilitic  aorti- 
tis and  cor  pulmonale.  The  common  pre- 
cipitating factors  were  “gradual  onset,” 
auricular  flutter  or  fibrillation,  myocardial 
infarction,  respiratory  infections,  acute 
rheumatic  fever,  and  pulmonary  infarction. 
The  prognosis  was  believed  to  be  more  de- 
pendent upon  the  precipitating  cause,  age 
of  patient,  absence  of  serious  complications 
and  ability  to  reduce  work  of  heart  than 
upon  the  underlying  cause  of  heart  disease. 
In  general,  the  prognosis  was  worse  when 
pulmonary  infarction,  myocardial  infarction 
and  rheumatic  fever  were  the  precipitating 
causes.  About  50  percent  poor  results  were 
noted  when  auricular  fibrillation  and  respir- 
atory infections  were  precipitants. 

Precipitating  mechanisms  in  congestive 
heart  failure  should  be  looked  for  with  the 
same  avidity  that  one  looks  for  a precipi- 
tating infection  in  diabetic  acidosis.  Com- 
pensation in  patients  with  minimal  cardiac 
reserve  may  be  liquidated  by  infectious 
processes  or  by  inordinate  physical  or  men- 
tal stress.  In  many  such  instances,  the  pre- 
cipitating cause  can  be  removed  and  com- 
pensation re-established.  Respiratory  in- 
fections frequently  precede  or  are  concomi- 
tant with  cardiac  failure  in  elderly  patients. 
The  use  of  newer  antibiotics  and  chemo- 


therapeutic agents  have  greatly  improved 
prognosis  in  this  group  of  patients  simply 
by  removing  with  dispatch  the  precipitating 
cause. 

Cardiac  failure  may,  likewise,  be  respon- 
sible for  complications  which  may  be  fatal 
such  as  acute  pulmonary  embolism  or  pneu- 
monia or  these  processes  may  be  precipi- 
tating causes  of  failure.  The  use  of  anti- 
coagulants, early  mobilization  and  rapid 
compensation  should  decrease  the  frequency 
of  these  complications.  Anemia  and  thyro- 
toxicosis are  less  frequent  causes  of  cardiac 
failure  due  to  earlier  recognition  and  spe- 
cific treatment.  Here  prognosis  is  generally 
good  unless  serious  organic  heart  disease 
antedates  the  precipitating  cause. 

Boyer,  Leach,  and  White  state  that  prog- 
nosis can  be  predicted  in  part  upon  the  se- 
verity of  the  precipitating  cause.  For  in- 
stance, congestive  failure  following  in  the 
wake  of  a mild  respiratory  infection  usually 
indicates  a poor  myocardial  reserve.  Con- 
versely, failure  complicating  a protracted 
infectious  illness  is  apt  to  denote  a fairly 
good  basic  cardiac  reserve  and  is  less  likely 
to  be  a major  problem  when  the  precipitat- 
ing cause  is  removed  unless  the  failure  is 
due  to  complicating  intrinsic  cardiac  disease 
such  as  endocarditis  or  myocarditis. 

Operation  in  the  absence  of  overt  evidence 
of  heart  disease  seldom  precipitates  failure 
as  evidenced  by  only  one  case  in  the  series 
reported  by  Boyer.  Here  the  greatest  dan- 
ger is  over  zealous  administration  of  fluids. 
In  general,  the  surgical  risk  is  minimal  in 
those  patients  who  are  compensated  with 
relative  ease  particularly  among  those  pa- 
tients who  have  been  compensated  for  sev- 
eral months  without  breaks  in  compensa- 
tion. 

Congestive  heart  failure  in  pregnancy  is 
usually  due  to  rheumatic  heart  disease.  Bu- 
nim  reported  a series  of  205  pregnancies  in 
patients  with  rheumatic  heart  disease.  In 
this  group,  36  or  17.5  percent  developed 
heart  failure  during  the  observed  preg- 
nancy. From  these  observations,  he  for- 
mulated a basic  principle  “which  consisted 
of  establishing  the  patient’s  position  in  the 
natural  course  of  the  disease.”  Failure  oc- 
curred usually  during  the  second  trimester. 
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As  the  incidence  of  time  from  the  initial 
episode  of  rheumatic  fever  to  the  observed 
pregnancy  increased,  there  was  a corre- 
sponding increase  in  the  incidence  of  failure. 
Thirty-seven  percent  of  those  who  failed 
had  had  rheumatic  heart  disease  for  over 
20  years.  Eighty-nine  percent  of  those  who 
had  failed  during  preceding  pregnancies 
failed  during  the  observed  pregnancy 
whereas  failure  developed  in  only  12  per- 
cent of  those  who  had  had  no  failure  during 
previous  pregnancies.  Heart  size  was  help- 
ful in  anticipating  failure  but  a few  patients 
with  as  much  as  20-30  percent  enlargement 
failed  to  experience  failure.  The  infant 
mortality  rate  was  15  percent  in  those  with 
failure  as  contrasted  with  6 percent  in  those 
without  failure  and  in  patients  with  normal 
hearts. 

In  a latter  publication,  Bunim  and  Taube 
state:  “In  applying  this  guiding  principle, 
it  will  be  found  that  such  factors  as  (1)  a 
history  of  previous  failure,  (2)  diminished 
cardiac  reserve,  (3)  the  presence  of  auricu- 
lar fibrillation,  (4)  long  duration  of  the  dis- 
ease and  (5)  an  enlarged  heart,  in  the  order 
listed,  are  useful  indices  that  the  patient 
has  reached  an  advanced  stage  of  the  dis- 
ease and,  therefore,  is  a poor  risk.’’ 

In  general,  functional  classification  ac- 
cording to  criteria  established  by  the  Crite- 
ria Committee  of  the  New  York  Heart  Asso- 
ciation aid  in  foretelling  prognosis.  Pa- 
tients falling  in  classes  III  and  IV  are  poor 
risks  whereas  those  in  I and  II  entail  little 
risk. 

Pregnancy  was  a precipitating  cause  in 
five  of  the  patients  reported  by  Sodeman 
and  Burch.  Failure  occurred  in  the  third 
trimester  in  three  and  post  partum  in  two. 
Antecedent  vascular  disease  is  usually  pres- 
ent in  patients  in  whom  failure  occurs  after 
delivery. 

Other  less  frequent  precipitating  causes 
of  congestive  heart  failure,  examples  of 
which  I have  recently  seen,  are  decompen- 
sated hepatic  cirrhosis,  subacute  and  acute 
urinary  retention  and  large  doses  of  estro- 
genic hormones  as  given  in  patients  with 
prostatic  carcinoma.  In  hepatic  cirrhosis, 
the  liver  loses  its  capacity  to  metabolize 
estrogens  with  consequent  fluid  retention, 


relative  hypervolemia  and  an  increased  cir- 
culatory load.  Fluid  retention  in  patients 
receiving  large  doses  of  estrogens  is  quite 
similar,  except  that  in  these  patients  the 
estrogenic  substances  are  exogenous  and 
their  concentrations  in  body  tissues  and 
fluids  are  not  dependent  upon  impaired  he- 
patic function. 

In  patients  with  urinary  retention  in 
whom  cardiac  failure  supervenes,  there  is 
a positive  water  balance  of  sufficient  mag- 
nitude to  liquidate  the  cardiac  reserve. 

All  patients  with  these  less  frequent  pre- 
cipitating causes  of  heart  failure  which  I 
have  seen  have  had  antecedent  organic 
heart  disease. 

Kampmeier  in  1940  reviewed  the  case  his- 
tories of  163  patients  having  syphilitic  aor- 
tic insufficiency  at  the  Vanderbilt  Univer- 
sity Hospital.  Of  these,  54.6  percent  were 
dead  within  three  years  of  the  time  the  diag- 
nosis was  established.  This  study  indicated 
that  prognosis  was  worse  in  those  patients 
with  frank  aortic  insufficiency  and  conges- 
tive failure.  In  addition,  it  was  shown  that 
manual  labor  was  conducive  to  poor  prog- 
nosis. The  study  did  not  indicate  that  spe- 
cific antisyphilitic  treatment  favorably  in- 
fluenced prognosis  and  it  was  concluded 
that  good  cardiotherapy  was  more  impor- 
tant than  antisyphilitic  treatment.  The 
manner  in  which  rapid  treatment  tech- 
niques employing  penicillin  will  affect  this 
conclusion  remains  to  be  seen.  It  appears 
reasonable  to  anticipate  that  rapid  treat- 
ment of  patients  with  asymptomatic  aortic 
insufficiency  may  decrease  morbidity  and 
increase  life  expectancy  by  converting  a 
progressive  valvular  lesion  to  a static  le- 
sion. This,  however,  must  be  evaluated 
with  full  allowance  for  improved  cardio- 
therapy and  the  possible  hazards  of  fatal 
Herxheimer  reactions  and  therapeutic  para- 
doxes which  rapid  therapy  with  penicillin 
may  entail. 

The  case  histories  of  22  consecutive  pa- 
tients who  have  been  admitted  to  this  hos- 
pital since  January,  1948,  because  of  cardiac 
insufficiency  due  to  syphilitic  heart  disease 
have  been  reviewed.  Several  of  those  had 
had  admissions  prior  to  that  time.  Approx- 
imately one-third  of  these  patients  are  still 
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living  in  a fair  state  of  compensation.  The 
average  observation  period  in  these  pa- 
tients, at  this  writing,  is  38  months.  t Most 
of  these  patients  are  colored  patients  who 
follow  instructions  erratically,  many  of 
whom  continued  to  work  despite  the  protes- 
tations of  their  physicians.  This,  we  be- 
lieve, represents  a good  survival  period  for 
this  diagnostic  and  socio-economic  category 
of  patients. 

Although  the  prognosis  in  patients  with 
syphilitic  aortic  insufficiency  is  usually 
thought  of  as  being  relatively  poor,  some 
recent  studies  cast  some  doubt  upon  this 
assumption.  Reader  et  al.  in  1947  reported 
their  observations  in  47  patients  with  syph- 
ilitic heart  disease.  From  this  study,  they 
concluded  that  syphilitic  aortic  insufficiency 
may  remain  in  an  asymptomatic  phase  for 
two  to  ten  years  and  that  the  symptomatic 
phase  may  last  two  to  fourteen  years.  It 
was  their  contention  that  cardiac  failure  in 
these  patients  was  as  amenable  to  cardio- 
therapy  as  that  seen  in  other  etiologic  types 
of  heart  disease. 

Improved  prognosis  in  congestive  heart 
failure  is  rendering  it  necessary  to  watch 
these  patients  for  non-cardiac  diseases.  It 
can  no  longer  be  assumed  that  patients  with 
congestive  heart  failure  are  going  to  die 
from  heart  disease.  This  is  well  illustrated 
by  two  of  the  above  twenty-two  cases.  The 
first  patient,  a 52-year-old  colored  male,  was 
admitted  to  John  Gaston  Hospital  29  times 
between  May,  1944,  and  March,  1951. 
Death  in  March,  1951,  was  due  to  massive 
gastrointestinal  hemorrhage  from  an  acute 
gastric  ulcer.  Another  patient,  a 58-year- 
old  colored  male  with  syphilitic  heart  dis- 
ease, was  kept  compensated  for  18  months. 
Fourteen  months  after  the  onset  of  conges- 
tive failure,  a cholecystojej  unostomy  was 
done  because  of  carcinoma  of  the  head  of 
the  pancreas.  He  lived  fairly  comfortably 
four  months  after  operation  and  died  as  a 
result  of  the  malignancy. 

In  general,  the  prognosis  in  congestive 
failure  is  worse  in  the  two  extremes  of  life. 
This  is  largely  due  to  the  incidence  of  rheu- 
matic carditis  and  myocardial  infarction 
among  these  age  groups.  In  the  series  re- 
ported by  Boyer  et  al.,  the  peak  incidence 


of  congestive  failure  was  between  the  ages 
of  40  and  70.  The  outcome  was  fairly  con- 
stant for  all  age  groups  for  all  types  of 
heart  disease  except  for  three  peaks.  The 
children  under  10  years  of  age  with  rheu- 
matic fever  and  failure  did  poorly  with  a 
75  percent  mortality.  A second  peak  oc- 
curred during  the  fifth  decade.  In  these 
the  onset  was  more  gradual.  The  reason 
for  this  spurt  was  not  apparent.  It  is  prob- 
able that  the  poor  outcome  in  this  group  of 
patients  was  due  to  the  increased  social  and 
economic  responsibilities  which  characterize 
this  era  in  life.  All  patients  beyond  the  age 
of  70  did  poorly  regardless  of  underlying- 
cause  or  precipitating  mechanisms.  Those 
with  myocardial  infarction  plus  failure  had 
a mortality  of  100  percent. 

Auricular  fibrillation,  articular  flutter 
and  supra-ventricular  tachycardias  are  bet- 
ter tolerated  and  are  more  amenable  to  ther- 
apy in  young  individuals  than  are  the  same 
disturbances  in  older  individuals  with  im- 
paired coronary  circulation.  Thus,  in  young- 
people  with  rheumatic  heart  disease,  ar- 
rhythmias are  less  hazardous.  It  appears 
that  auricular  fibrillation  with  a rapid  ven- 
tricular rate  may  occasionally  precipitate 
failure  in  a normal  heart. 

The  number  of  patients  presumed  to  die 
from  intractable  congestive  heart  failure  is 
gradually  diminishing.  Recent  studies  sug- 
gest that  profound  derangements  of  electro- 
lyte balances  may  be  present  in  patients 
with  so-called  mercurial  fastness  or  intract- 
able heart  failure.  Hypochloremic  alkalosis 
has  been  described  as  one  phase  of  the  salt 
depletion  syndrome.  Many  other  correct- 
able selective  electrolyte  disturbances  are 
being  recognized.  It  is  anticipated  that  the 
increased  use  of  the  flame  photometer  and 
more  judicious  attention  to  electrolyte  dis- 
turbances may  almost  abolish  this  category 
of  patients. 

The  influence  of  socio-economic  factors  in 
determining  prognosis  is  great.  The  in- 
creased life  expectancy  of  the  cardiac  pa- 
tient is  making  it  necessary  to  give  greater 
attention  to  the  economic  aspects  of  the  ill- 
ness. Psychotherapy,  occupational  therapy 
and  guidance  and  judicious  attention  to  the 
work  capacity  of  the  patient  are  assuming 
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increasingly  important  roles  in  the  care  of 
these  patients.  Auxiliary  social  agencies 
are  rendering  a valuable  service  in  this 
arena. 

In  addition  to  antibiotics  and  anticoagu- 
lants, other  innovations  are  contributing  to 
an  improved  prognosis  in  congestive  heart 
failure. 

The  availability  and  liberal  use  of  mer- 
curial diuretic  preparations  which  can  be 
administered  by  different  routes,  has  con- 
tributed immeasurably  to  the  improved 
prognosis  in  heart  failure.  The  introduc- 
tion of  cation  exchange  resins,  procaine- 
amide preparations  in  arrhythmias,  availa- 
bility of  foods  low  in  sodium  content  and 
salt  substitutes,  increasing  knowledge  of 
electrolyte  metabolism,  energy  saving  de- 
vices and  instructions  for  the  cardiac  pa- 
tient, participation  of  social  welfare  agen- 
cies in  helping  patients  to  adjust  to  their 
disease,  and  the  aforementioned  factors 
have  all  combined  to  markedly  lessen  mor- 
bidity and  increase  life  expectancy  for  the 
cardiac  patient. 

Summary  and  Conclusions 

Factors  of  importance  in  determining 
prognosis  in  congestive  heart  failure  have 
been  discussed.  The  presence  of  cardiac 
failure  and  degree  of  cardiac  enlargement 
are  of  more  importance  in  prognosis  than 
the  underlying  cause  of  heart  disease.  The 
recognition  of  precipitating  causes  of  con- 
gestive heart  failure  are  of  great  value  in 
prognostication.  In  general,  patients  in 
whom  a recognizable  precipitating  cause  is 
present  have  a better  prognosis  than  those 
with  no  detectable  precipitant.  Common 
precipitating  causes  of  heart  failure  are 
mechanical  disturbances,  myocardial  in- 
farction, respiratory  infections,  acute  rheu- 
matic fever  and  pulmonary  infarction.  In 
general,  prognosis  is  inversely  proportional 
to  the  intensity  or  severity  of  the  precipi- 
tating cause. 

A poor  prognosis  is  usually  connoted  by 


failure  complicating,  or  in  association  with 
acute  myocardial  infarction,  acute  rheu- 
matic fever,  relatively  trivial  precipitating 
causes,  acute  pulmonary  embolism,  uremia, 
post-partal  era,  subacute  bacterial  endocar- 
ditis (either  during  the  active  phase  of  the 
disease  or  as  a sequela  to  the  valvular  de- 
formity which  follows  sterilization  of  the 
lesions)  and  ventricular  arrhythmias. 

The  use  of  anticoagulants  and  antibiotics 
have  indirectly  improved  prognosis  in  the 
cardiac  patient.  Other  innovations,  which 
have  contributed  to  increased  expectancy 
and  comfort  for  the  cardiac  patient,  are 
mentioned. 
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The  author  describes  his  experience  with  an  alkaloid  of  curare  admin- 
istered in  repository  form  in  patients  having  muscular  spasm  as  the 
result  of  trauma. 

REPOSITORY  TUBOCURARINE  IN  TRAUMA 

WILLIAM  W.  HOBACK,  M.D.*  Chattanooga,  Tenn. 


The  modern  use  of  curare  dates  back  to 
the  early  sixteenth  century.  It  has  been 
used  in  physiological  experimentation  for 
nearly  a hundred  years.  But  it  was  not 
until  about  15  years  ago  that  preparations 
of  curare,  sufficiently  purified  for  clinical 
use,  became  available. 

d-Tubocurarine,  from  the  plant  Chondo- 
dendron  tomentosum,  was  introduced  into 
modern  medicine  by  Gill.  The  formula  of 
the  active  ingredient  of  the  plant  was  as- 
certained through  the  work  of  King  and 
Wintersteiner  and  Uutcher.  Burman'  in 
1938  and  Bennett-  in  1939  began  using  the 
new  preparation  as  a therapeutic  agent  in 
spastic  paralytic  children.  The  results  con- 
vinced Bennett  of  the  safety  of  this  new 
type  of  curare  (d-tubocurarine)  and  he  be- 
gan to  use  it  for  the  softening  of  the  muscle 
spasms  during  convulsive  shock  therapy  in 
psychotic  patients.  In  1942,  Griffith"  ad- 
ministered a purified  curare  preparation  to 
a patient  under  anesthesia.  The  dramati- 
cally successful  results  led  to  further  trial 
by  other  anesthetists,  particularly  Cullen,4 
and  soon  its  use  became  widespread. 

Bennett-  reviewed  the  clinical  investiga- 
tions on  curare  in  organic  neurological  dis- 
orders in  1941  and  noted  that:  curare  pro- 
duced a marked  relaxation  of  rigidity  and 
abolition  of  involuntary  movements  in  spas- 
tic paralysis,  athetoid  and  dystonic  states, 
parkinsonism,  hereditary  chorea,  spasmodic 
torticollis,  status  epilepticus,  tetanus  and 
hemiballimus.  Its  action  in  aqueous  solu- 
tion was  transient  and  fleeting. 

Throughout  this  interesting  report  of 
Bennett’s  appears  the  theme  that  a modality 
for  reproducing  a sustained  curarization 
would  be  a valuable  aid  in  the  treatment  of 
these  conditions.  Subsequently  Schlesing- 
er  introduced  a sustained  acting  curare 
but  this  fell  short  of  the  fully  desirable 
properties.  Unless  used  with  extreme  care 
the  reactions  with  this  preparation  were 
unpredictable.  These  unpredictable  reac- 
tions, such  as  uncontrollable  release  of  the 
alkaloid  which  produced  unexpected,  unde- 

:From  the  Newell  Hospital,  Chattanooga,  Tenn. 


sirable  curare  actions,  prevented  the  wider 
use  of  an  otherwise  valuable  drug.  At  a 
later  date  Fuller0  reported  on  the  use  of  a 
repository  injection  of  tubocurarine  in  pain- 
ful muscle  spasm  due  to  traumatic  injuries. 
The  action  of  tubocurarine  in  the  repository 
menstruum  used  by  Fuller  was  apparent  in 
45  minutes,  as  indicated  by  relief  of  pain 
coincident  with  relaxation  of  the  spasm. 
The  drug  appeared  to  be  safe  and  provided 
sustained  actions  of  curare  at  desirable  lev- 
els for  periods  up  to  48  hours.  In  most 
instances  only  one  injection  equivalent  to  25 
to  32  mg.  of  tuborurarine  sufficed  to  relieve 
pain  and  spasm. 

It  is  well  known  that  muscle  spasm  is 
frequently  the  primary  source  of  pain  fol- 
lowing acute  traumatic  injuries  and  causes 
the  greatest  distress  to  the  patient.  Even 
when  treatment  of  the  injury  itself  pro- 
gresses to  the  complete  satisfaction  of  the 
physician,  it  is  often  necessary  to  adminis- 
ter large  and  repeated  doses  of  narcotics  to 
relieve  pain.  The  usual  narcotic  analgesics 
are  insufficient  in  themselves  to  effect  com- 
plete relief  from  pain  due  to  spasm.  Ful- 
ler’s work  promised  to  alleviate  this  type  of 
pain  without  the  use  of  the  usual  narcotics 
and  our  experience  on  the  lessened  use  of 
narcotics  is  corroborative  of  Fuller’s  report. 
Our  experience  indicates  that  Tubadil  was 
more  effective  in  relieving  the  type  of  pain 
more  effectively  than  narcotics.  This  is 
borne  out  by  an  examination  of  the  typical 
cases  reported  below.  In  most  instances 
narcotics  alone  were  ineffective,  but  the 
pain  promptly  disappeared  following  the 
administration  of  the  tubocurarine.  It  is 
apparent  that  each  patient  served  as  his 
own  control  in  assessment  of  this  factor. 

The  nature  of  the  medium  in  which  the 
drug  is  suspended  is  of  great  importance  if 
a sustained,  effective  and  tolerated  dose  of 
the  tubocurarine  is  to  be  obtained.  A repos- 
itory injection  of  d-tubocurarine  for  the 
widest  clinical  use  should  have  the  follow- 
ing properties: 

1.  The  suspension  should  be  stable  over 
a wide  range  of  temperature:  there 
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should  be  no  separation  of  menstuum 
and  drug  at  body  temperature. 

2.  The  effectiveness  of  the  preparation 
should  not  be  destroyed  in  the  presence 
of  moisture. 

3.  The  suspension  should  be  readily 
transferred  to  a syringe  for  adminis- 
tration. 

4.  The  preparation  should  be  sterile. 

5.  The  suspension  should  give  a slow  but 
prolonged  release  of  the  alkaloid  so 
that  the  interval  between  injections 
can  be  made  as  wide  as  possible  and, 
most  importantly,  sporadic  release  of 
d-tubocurarine,  which  may  result  in 
respiratory  embarrassment,  should  not 
occur  after  deposition  of  the  suspen- 
sion in  muscle  tissue. 

6.  The  suspension  should  be  of  such  a 
low  order  of  toxicity  as  to  make  its  use 
available  for  ambulatory  subjects. 

By  the  recent  development  of  a crystalline 
d-tubocurarine  alkaloid — 99  percent  pure, 
and  incorporating  it  in  a slow  absorption 
base,  capable  of  delivering  a clinically  ef- 
fective dose  of  curare  at  a constant  rate 
below  the  level  of  subjective  symptoms,  the 
above  properties  have  been  met.  This  has 
been  amply  proven.  The  new  product  pro- 
duces such  an  unvarying  clinical  reaction 
that  doses  may  be  calculated  in  terms  of 
milligrams  of  d-tubocurarine  per  kilogram 
of  body  weight  instead  of  the  more  indirect 
"head  drop  units.”  The  product  we  have 
been  using  in  this  clinic  is  known  as  Tuba- 
dil.* Each  1 cc.  contains  25  mg.  of  d-tubo- 
curarine. The  dosage  must  be  individual- 
ized on  a basis  of  1.25  cc.  per  70  kilograms 
of  body  weight.  The  muscle  relaxing  effort 
is  apparent  in  45  minutes  and  continues  for 
from  12  to  24  hours  or  more. 

Certain  measures  should  be  followed  to 
obtain  the  maximum  usefulness  of  the  drug. 
Anyone  who  uses  it  should  be  familiar  with 
the  signs  and  symptoms  of  over-curariza- 
tion  and  of  measures  to  combat  this  imme- 
diately, even  though  in  our  experience  these 
are  of  a theoretical  nature.  In  the  event  of 
annoying  side  reactions,  such  as  heaviness 
of  the  eyelids,  diplopia  or  marked  general 
muscle  relaxation,  the  injection  of  1/2  to  1 
cc.  of  neostigmine  is  effective.  The  contra- 
indications to  the  use  of  curare-containing 
drugs  are  in  cases  of  respiratory  deficien- 
cies, pulmonic  disorders  and  renal  dysfunc- 
tions. It  must  never  be  used  in  cases  even 


* Manufactured  by  the  Endo  Products. 


suspected  of  being  myasthenia  gravis.  The 
dose  must  be  accurately  measured  before 
being  administered.  The  drug  is  adminis- 
tered intramuscularly  only  in  the  upper 
outer  quadrant  of  the  buttocks.  The  total 
dose  is  given  at  the  one  site.  The  patient 
is  advised  to  refrain  from  excessive  muscu- 
lar activity  for  several  hours  after  the  ad- 
ministration of  the  drug.  External  heat 
must  not  be  applied  to  the  body  as  this 
would  increase  the  absorption  rate  and  the 
site  of  injection  must  not  be  massaged  for 
the  same  reason.  If  it  is  proposed  to  use 
the  drug  over  an  extended  period,  it  should 
not  be  repeated  in  less  than  24  hours.  Al- 
though the  drug  has  been  used  in  many 
clinics  on  an  out-patient  basis,  we  have  felt 
it  advisable  to  hospitalize  all  patients  for 
observation  when  the  drug  is  used,  in  order 
to  observe  the  patient  closely.  The  follow- 
ing cases  illustrate  the  use  of  repository 
d-tubocurarine  in  trauma  in  this  clinic. 

Case  1.  M.T.,  age  53,  a miner,  sustained  a severe 
compressed  fracture  of  the  first  lumbar  vertebrae 
December  27,  1950,  when  slate  fell  on  his  back  in 
a mine.  On  admission,  he  was  in  shock,  in  severe 
pain  and  had  a marked  kyphotic  deformitory  of  his 
spine  with  marked  spasm  of  the  muscles  of  his  back. 
He  was  given  morphine  gr.  % on  admission  and 
Tubadil  1 cc.  He  received  only  two  injections  of 
narcotics  during  the  first  12  hours.  The  Tubadil 
was  repeated  on  the  28th,  24  hours  later,  and  dur- 
ing the  remaining  hospital  stay  of  7 days,  the  pa- 
tient required  no  additional  narcotics  for  pain. 

Case  2.  C.K.,  age  25,  miner,  suffered  a fractured 
pelvis  and  severe  contusions  of  the  back  and  thighs 
on  April  23,  1951,  as  the  result  of  a mining  accident 
when  he  was  crushed  by  a loaded  coal  car.  At  the 
time  of  admission  the  patient  was  in  moderate 
shock,  was  in  extreme  pain,  and  all  movements  of 
the  back  and  extremities  produced  excruciating- 
pain.  There  was  marked  associated  spasms  of  the 
muscles  of  the  thigh  and  of  the  back.  X-ray  exam- 
ination revealed  multiple  fractures  of  the  pelvis. 
He  was  given  narcotics  for  the  first  24  hours  but 
continued  to  have  considerable  pain  and  spasm  of 
the  muscles  during  this  period.  At  the  end  of  this 
time,  1 cc.  of  Tubadil  was  given.  Thereafter,  he 
required  no  additional  narcotics  during  the  re- 
maining stay  in  the  hospital,  and  could  be  turned 
in  bed  at  the  end  of  the  following  day,  continuing 
to  remain  free  of  pain.  He  was  discharged  from 
the  hospital  on  the  fifth  hospital  day. 

Case  3.  C.B.,  34  years  old,  a white  male,  was 

admitted  to  the  hospital  on  May  7,  1951.  The  his- 
tory indicated  that  he  had  fallen  one  week  before 
and  had  sustained  severe  strain  to  his  lower  back; 
he  had  gradually  become  unable  to  walk.  He  had 
consulted  a chiropractor  and  was  manipulated  but 
the  pain  persisted.  At  the  time  of  admission  to  the 
hospital,  the  examination  revealed  marked  spasm  of 
the  lumbar  muscles  on  the  right  side.  The  right  leg 
was  held  in  semiflexion  for  relief  of  pain.  He  had 
a positive  Kernig  sign.  He  was  given  1.25  cc. 
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Tubadil  and,  though  he  had  been  instructed  to  re- 
main in  bed,  he  was  out  of  bed  within  12  hours, 
free  of  pain  and  able  to  walk  about.  The  Tubadil 
was  repeated  on  the  two  following  days  and  at  no 
time  did  the  patient  require  narcotics  for  pain. 
He  was  dismissed  ambulatant  on  the  fourth  hospi- 
tal day. 

Case  4-  D.B.G.,  age  53,  a leather  worker,  lifted 
a large  bundle  of  leather  and  strained  his  back  on 
October  12,  1950.  He  was  first  seen  on  the  14th, 
when  he  was  in  severe  pain,  had  been  unable  to 
sleep  and  could  scarcely  walk.  There  was  marked 
spasm  of  the  lumbar  muscles  and  any  attempt  at 
motion  of  the  back  produced  severe  pain.  X-ray 
examination  of  the  spine  revealed  marked  arthritic 
changes  in  the  lumbar  vertebrae.  He  was  hospi- 
talized and  given  1 cc.  of  Tubadil.  He  was  ambu- 
latory and  free  of  pain  in  6 hours,  and  had  slept 
well  for  the  first  time  in  2 nights.  Tubadil  was 
repeated  at  the  end  of  24  hours.  The  patient  was 
discharged  from  the  hospital  free  of  pain  and 
spasm  with  good  motion  of  the  back  at  the  end  of 
40  hours.  At  no  time  did  he  require  narcotics  for 
the  relief  of  pain. 

Case  5.  J.A.N.,  age  42  a white  female,  was 

admitted  to  the  hospital  with  a sub-capital  frac- 
ture of  the  femur  on  March  15,  1951.  According 
to  the  nurse’s  report  she  was  admitted  to  the  hos- 
pital screaming  with  pain.  She  was  given  mor- 
phine and  1 cc.  of  Tubadil,  and  traction  was  ap- 
plied. She  required  no  additional  narcotics  during 
the  next  72  hours  until  after  the  hip  was  nailed. 

Case  6.  J.B.,  age  18,  white  female,  was  injured 
in  an  automobile  accident  on  January  21,  1951, 
sustaining  a compression  fracture  of  the  fifth 
thoracic  vertebra  and  a fracture  of  the  right  ankle. 
Despite  traction  and  gradual  hyperextension  of 
the  thoracic  spine,  she  continued  to  experience  se- 
vere pain  and  spasm  of  the  muscles  of  the  neck  and 
required  demerol  every  3 to  4 hours  for  the  next 
three  days.  At  the  end  of  72  hours  Tubadil  1 cc. 
was  given  and  repeated  daily  for  the  next  3 days. 
Twelve  hours  after  the  first  dose  of  Tubadil  the 
patient  required  no  additional  narcotics  and  expe- 
rienced great  relief  of  pain. 

Case  7.  J.M.,  age  56,  a colored  male,  sustained 
a comminuted  fracture  of  the  left  femur  in  an  auto- 
mobile accident  on  February  15,  1951.  He  was 
admitted  to  the  hospital  in  a great  deal  of  pain 
and  given  an  initial  dose  of  100  mg.  demerol  and 
1.25  cc.  of  Tubadil.  Traction  was  begun  and  the 
patient  required  no  additional  narcotics  until  after 
open  reduction  was  carried  out  70  hours  later. 

Case  8.  H.A.S.,  age  60,  a laborer,  sustained  a 

severe  back  strain  while  lifting  a heavy  weight  on 
September  12,  1950.  He  was  first  examined  on  the 
13th.  At  this  time  the  patient  was  in  severe  pain. 
There  was  marked  spasm  of  the  muscles  of  the 
back  with  severe  pain  on  any  attempted  motion  of 
the  back.  He  had  not  slept  since  he  injured  his 
back  and  had  had  almost  continuous  pain.  X-ray 
study  of  the  spine  revealed  marked  arthritic 
changes  in  the  lumbar  vertebrae.  He  was  hospi- 
talized, given  complete  bed  rest  and  codeine  and 
salicylates  for  48  hours  without  relief.  On  Sep- 
tember 15,  1 cc.  of  Tubadil  was  given  and  he  slept 
well  that  night.  He  was  out  of  bed  the  following 
morning,  free  of  pain  and  had  considerable  im- 
provement in  the  motion  of  his  back.  He  was  given 
a second  injection  of  Tubadil  24  hours  after  the 


first,  and  was  dismissed  the  following  day,  free  of 
pain  and  with  a good  range  of  motion  of  his  back. 
Three  hours  after  the  first  injection  of  Tubadil  he 
required  no  additional  narcotics  for  pain. 

Case  9.  M.D.,  age  47,  a miner,  sustained  severe 

compression  fractures  of  the  twelfth  thoracic  and 
the  first  lumbar  vertebra  on  December  15,  1950, 
when  a tunnel  caved  in  in  the  mine.  He  was  ad- 
mitted to  the  hospital  in  severe  pain  and  with 
marked  spasm  of  the  muscles  of  the  back.  He  was 
given  morphine  immediately  and  Tubadil  1 cc., 
which  was  repeated  daily  for  the  next  4 days.  The 
patient  required  only  2 injections  of  narcotics  for 
pain  during  these  five  days. 

Case  10.  C.G.,  age  53,  sustained  a compression 

fracture  of  the  first  lumbar  vertebra  when  a mine 
tunnel  caved  in  on  December  13,  1950.  He  was 
admitted  to  the  hospital  in  severe  pain,  given  mor- 
phine, gr.  14  and  Tubadil  1 cc.  There  was  consid- 
erable associated  muscle  spasm.  The  Tubadil  was 
repeated  daily  for  the  next  three  days.  Altogether 
in  4 days  of  hospitalization  he  required  only  3 
doses  of  narcotics  for  pain. 

Summary  and  Conclusions 

1.  The  development  of  the  use  of  reposi- 
tory d-tubocurarine  has  been  discussed. 

2.  The  properties  of  an  ideal  preparation 
to  be  usel  clinically  have  been  stated. 

3.  Dosage,  mode  of  administration  and 
contraindications  have  been  discussed. 

4.  Cases  illustrating  its  use  in  orthopedic 
conditions  have  been  described. 

5.  Repository  d-tubocurarine  is  a safe 
and  valuable  adjunct  in  the  treatment  of 
certain  types  of  traumatic  injuries.  The 
amount  of  narcotics  required  for  the  relief 
of  pain  is  considerably  reduced  or  entirely 
obviated. 
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CASE  REPORT 

DISSEMINATED  HISTOPLASMOSIS* 

KIRK  R.  DEIBERT,  M.D.,f  Nashville,  Tenn. 


“Published  with  permission  of  the  Chief  Medical 
Director,  Department  of  Medicine  and  Surgery, 
Veterans  Administration,  who  assumes  no  respon- 
sibility for  the  opinions  expressed  or  the  conclusions 
drawn  by  the  author (s).” 

This  31-year-old  white  salesman  (R.C.E.)  was 
admitted  to  Thayer  Veterans  Administration  Hos- 
pital, Nashville,  Tenn.,  December  28,  1950,  having 
been  a patient  at  another  hospital  in  the  city  from 
November  16,  1950,  until  December  15,  1950. 

Clinical  Summary : He  was  in  good  health  until 
the  latter  part  of  August,  1950,  when  a low  grade 
fever  developed.  This  was  accompanied  with  ano- 
rexia and  gradual  weight  loss,  in  association  with 
intermittent  chills  and  loose  stools.  A physician  in 
Florida  attended  him  and  thought  that  he  had  an 
upper  respiratory  tract  infection.  On  his  return 
to  Tennessee,  the  above  complaints  continued,  but 
the  loose  stools  abated.  Medical  attention  was 
sought  again  and  aureomycin  was  prescribed.  By 
the  end  of  two  weeks  the  chills  and  fever  had  sub- 
sided. He  did  well  until  the  second  week  of  No- 
vember when  fever  was  again  developed,  followed 
by  pain  in  the  right  lower  lateral  chest.  A Nash- 
ville internist  saw  him  and  noted  fullness  of  the 
abdomen  and  enlargement  of  the  spleen  and  liver. 
The  following  week,  November  16,  1950,  he  was 
hospitalized,  and  an  extensive  case  study  was  done 
as  summarized  below. 


Laboratory  Studies: 

RBC:  4,200,000" 

WBC:  4,900 
Hb:  12:5  Gm. 

PCV : 42% 

Sed.  rate:  35/27  mm/hr. 

Kahn:  Negative 
Cephalin  Flocculation:  3+,  4+ 

Alkaline  Phosphatase:  K.A.  39  U. 

Serum  Protein  Total:  7.7  Gm.%  (Alb.  4.0;  Glob. 


Differential: 
Monocytes:  11% 
Lymphocytes : 10  % 
Eosinophils:  6% 
Segmented:  58% 
Stabs:  14% 
Juvenile:  1% 


3.7) 

Sputum  examination:  Negative  for  pathogens 
Agglutination  tests:  Negative  for  typhoid,  para- 
typhoid, brucella,  proteus,  tularense,  cold  heter- 
ophile 

Urine:  Negative 

Stool : Negative  for  ova,  amoeba,  and  parasites 
Bone  marrow:  Normal  constituents 
Blood  smear:  Negative  for  malaria  and  other 
parasites 

Blood  smear,  buffy  layer:  Negative  for  parasites 
Blood  culture:  Repeatedly  negative 


^Presented  before  the  Radiological  Section  of  the 
Tennessee  State  Medical  Society  April  10,  1951. 

(From  the  Department  of  Radiology,  Thayer  Vet- 
erans Administration  Hospital,  with  acknowledg- 
ment to  Dr.  John  H.  Beveridge,  Staff  Radiologist, 
who  performed  the  colon  examination. 


Bone  marrow  cultures:  Negative 

Rectal  smear:  Negative  for  pathogenic  and  par- 
asitic organisms 

Progress:  The  patient  was  placed  at  various 

times  on  streptomycin,  aureomycin,  penicillin  and 
Chloromycetin,  without  results. 

In  the  early  part  of  December,  1950,  an  explora- 
tory laparotomy  was  performed  with  negative  re- 
sults except  to  verify  an  enlarged  spleen  and  liver. 
A liver  biopsy  was  taken  which  was  interpreted  as 
being  compatible  with  some  diffuse  granulomatous 
lesion.  A collagen  disease  was  suspected.  The 
patient  was  placed  on  cortisone  (100  mgm.  daily). 
He  received  this  for  two  weeks,  from  December  7 
to  December  21.  On  December  15,  he  was  sent 
home,  being  considered  improved.  He  had  become 
completely  asymptomatic  without  fever  or  chest 
pain.  His  appetite  had  returned  and  he  gained 
weight.  His  condition  remained  stationary  until 
December  27,  1950,  when  fever  recurred,  associated 
with  headaches  and  loose  stools.  Admission  was 
then  sought  to  the  Thayer  VA  Hospital.  On  the 
second  day  after  admission  a report  was  obtained 
from  the  first  hospital  that  Histoplasma  capsulatum 
had  been  obtained  from  the  bone  marrow  culture. 

Physical  examination  upon  this  admission  re- 
vealed a fairly  well  developed,  though  somewhat 
poorly  nourished,  patient.  A history  of  a 30-pound 
weight  loss  during  the  period  of  his  illness  was 
obtained.^: 

The  laboratory  findings  were  for  the  most  part 
the  same  as  those  noted  during  his  previous  hospi- 
talization. Skin  tests  were  negative,  but  a comple- 
ment fixation  test  for  Histoplasma  capsidatum  was 
positive  1 : 320. 

The  organisms  were  identified  directly  from  the 
bone  marrow  preparation  and  rectal  smear.  They 
were  also  cultured  from  the  bone  marrow. 

It  is  to  be  noted  that  the  laboratory  studies  per- 
formed at  the  time  of  the  patient’s  first  hospitaliza- 
tion failed  to  reveal  the  presence  of  any  pathogenic 
or  parasitic  organism.  A search  was  made  for 
Histoplasma  capsulatum.  The  first  concrete  evi- 
dence that  this  organism  was  the  cause  of  his  clin- 
ical picture  was  the  report  obtained  from  the  first 
hospital  laboratory.  This  is  not  unusual  as  the 
culture  growth  would  take  at  least  four  weeks  for 
complete  growth. 

Course  in  the  Hospital:  He  had  a spiking  type 
of  temperature  with  peaks  as  high  as  104°,  pulse 
range  of  70  to  110  and  respirations  of  25-30  per 
minute. 

He  was  placed  on  ethyl  vanillate,  4 Gm.  q.  4 
hrs.  on  January  10,  1951.  The  dose  was  increased 
in  a week  to  5 Gm.  q.  4 hrs.,  and  finally  to  7 Gm. 
q.  4 hrs.  He  never  attained  a satisfactory  sus- 
tained blood  level  of  the  drug.  The  blood  levels 
were  usually  about  20  mg.%,  with  one  reading 
January  31,  1951,  of  40  mg.  per  cent.  Urine  studies 
were  normal.  It  was  noted  that  he  developed  a 


^Courtesy  of  Dr.  Richard  France,  Chief  of  the 
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gradual  anemia  which  in  part  was  combatted  by 
transfusions.  Anorexia  continued  and  progressed 
with  an  increase  in  his  weight  loss.  The  diarrhea 
continued  unabated,  and  on  January  13  bloody 
stools  were  noted.  Proctoscopic  examination  re- 
vealed innumerable  polypoid  masses  estimated  to 
range  from  8-15  mm.  in  diameter  and  elevated 
about  5 mm.  The  entire  mucosa  was  studded  with 
small,  umbilicated  ulcers  ranging  from  2-5  mm.  in 
diameter  which  bled  freely.  The  spleen  and  liver 
progressively  enlarged.  The  patient  continued  on 
a downhill  course.  He  became  disoriented  and  semi- 
comatose  on  February  4 and  expired  on  February 
5,  1951. 

Necropsy  Examination  reveals  an  emaciated 
white  male.  Ulcerations  are  found  throughout  the 
entire  intestinal  tract,  viz.,  jejunum,  ileum  and 
colon.  They  are  more  pronounced  in  the  rectosig- 
moid colon.  There  is  a fairly  even  distribution  of 
mucosal  ulceration  throughout  these  lower  intes.inal 
segments  with  moderate  surrounding  hyperplasia. 
Normal  mucosa  is  quite  scant.  Myriads  of  organ- 
isms are  identified  in  the  microscopic  sections  of 
the  ulcers  and  surrounding  tissue. 

The  organisms  were  found  in  the  spleen,  liver, 
adrenal  and  abdominal  lymph  nodes  but  not  in  the 
lung.  Positive  cultures  for  histoplasma  were  ob- 
tained from  the  bone  marrow.  Similarly,  direct 
smears  of  the  intestinal  tract  were  also  positive, 
as  shown  in  Fig.  1. 


Fig.  1.  Microscopic  Examination:  Photograph  of 
high  power  microscopic  field  obtained  from  smear 
of  rectum  reveals  innumerable,  dense  intra-cellular 
organisms,  typical  of  histoplasma  eapsulatum. 
(Courtesy  of  Dr.  Stewart  H.  Auerbach,  Chief  of 
the  Pathological  Service.) 

Comment 

The  purpose  of  this  case  report  is  to  set 
forth  the  ante-mortem  finding  of  intestinal 
mucosal  damage,  with  evidence  of  edema 
and  early  ulceration,  in  a patient  having 


diffuse  visceral  histoplasmosis.  This  af- 
fords another  disease  in  the  differential 
diagnosis  of  colonic  mucosal  ulcerations. 
Since  ulcerations  were  found  throughout  the 
small  bowel  at  necropsy,  there  is  provided 
another  cause  for  an  abnormal  small  bowel 
pattern.  However,  in  this  case  a barium 
small  bowel  study  was  not  obtained,  but 
enough  barium  reflowed  into  the  terminal 
ileum  to  reveal  an  abnormal  lumen.  The 
change  which  was  identified  was  sufficient 
to  indicate  a granulomatous  enteritis  which 
might  have  been  a non-specific  ileitis  or  pos- 
sibly one  of  tuberculous  origin.  (Fig.  2.) 

A considerable  number  of  papers  have 
appeared  and  continue  to  appear  in  the  lit- 
erature concerning  the  various  manifesta- 
tions of  histoplasmosis.  DeMonbreun*  pro- 
duced alimentary  tract  ulceration  and  mes- 
enteric lymphadenopathy  following  trans- 
oral administration  of  the  fungus  in  an  ex- 
perimental animal.  Subsequently  the  or- 
ganism was  recovered  and  cultured  from 
the  lesions  of  the  host.9 

Several  reports  have  appeared  which  not- 
ed the  finding  of  intestinal  tract  ulcerations 
at  autopsy.1-  Ulcerations  have  been  found 
scattered  throughout  the  entire  alimentary 
tract  from  the  mouth  and  oropharynx  to  the 
anus  and  rectum.  The  fungus  of  histoplas- 
mosis has  been  reported  as  a common  find- 
ing in  the  appendix  and  mesenteric  lymph 
nodes  following  routine  appendectomies." 

I have  had  the  opportunity  within  the  last 
year  of  seeing  two  interesting  cases.  One 
presented  an  indurated  ulcer  of  the  floor  of 
the  mouth  with  involvement  of  the  postero- 
lateral margin  of  the  tongue.  Clinically, 
this  was  thought  to  be  malignant.  The 
second  patient  showed  a shallow  ulcer  in 
the  posterolateral  oropharynx.  This  was 
considered  to  be  tuberculous.  However, 
cultural  and  biopsy  studies  revealed  the  or- 
ganism of  histoplasmosis  in  both  instances. 

Similarly,  in  this  reported  case  the  intes- 
tinal findings  suggested  an  early  ulcerative 
colitis  with  involvement  of  the  terminal 
ileum.  To  be  considered  in  the  differential 
diagnosis  was  tuberculosis,  ileitis  or  non- 
specific enteritis  with  ulcerative  colitis.  The 
pulmonary  radiographic  changes  could  be 
interpreted  as  being  compatible  with  sar- 
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Fig.  2.  A & B.  Barium  Enema  (1-2-51:  Barium  filled  the  colon  readily  with  visualization  of  the  ileum. 
Considerable  irritability  was  noted  in  the  sigmoid  a id  ascending  colon.  There  was  tenderness  to  pres- 
sure over  the  right  colon.  In  the  filled  state,  the  ba  -ium  column  possessed  a fuzzy,  irregular,  and  some- 
what serrated  appearance.  There  was  a coarse,  irregular  pattern  of  the  terminal  ileum.  (The  expulsion 
radiograph  indicated  edema.  The  mucosa  appeared  broadened  and  irregular,  suggesting  early  ulcera- 
tion.) The  final  impression  on  the  barium  enema  ex  mination  was  diffuse,  early,  colonic  ulceration,  asso- 
ciated with  mucosal  edema.  There  was  a bizarre,  irregular  appearance  of  the  terminal  ileum  which  would 
indicate  a granulomatous  enteritis,  most  likely  accompanying  the  ulcerative  changes  in  the  colon. 


coidosis,  periarteritis  nodosa  or  an  inter- 
stitial pneumonitis  with  pleural  reaction. 
(Fig.  3.) 


Fig.  3.  P.A.  Chest  (12-28-50)  : Radiograph  reveals 
matting  and  thickening  of  each  root  and  hilum. 
There  is  blunting  of  each  costophrenic  angle  asso- 
ciated with  pleural  bands.  The  lung  markings  are 
accentuated  in  each  mesial  lung  zone  associated 
with  linear  zones  of  minimal  infiltrate.  A collection 
of  lymph  nodes  is  noted  in  the  upper  right  medias- 
tinum just  adjacent  to  the  arch  of  the  aorta. 

It  is  to  be  noted  that  histoplasmosis  may 
be  localized  or  diffuse,  and  its  manifesta- 
tions may  be  protean  in  any  one  individual. 
It  may  be  acute  or  chronic,  and  may  affect 
any  age  group.  The  chief  clinical  findings 


are  weakness,  weight  loss,  fever,  diarrhea, 
anemia,  leukopenia,  splenomegaly  and  pro- 
gressive cachexia.  The  portals  of  entry  of 
the  fungus  are  skin,  lung,  oral  cavity  and 
alimentary  tract.  The  diagnosis  is  to  be 
made  by  keeping  this  in  mind.  When  con- 
fronted with  oral  or  anal  ulcerations  the 
physician  must  consider  histoplasmosis.  If 
the  presenting  complaints  of  a patient  are 
bizarre,  associated  with  splenomegaly 
pulmonary  changes  which  are  not  typical 
of  a common  infection,  plus  gastro-intes- 
tinal  disturbances,  the  diagnosis  of  histo- 
plasmosis should  be  entertained. 

Recourse  to  laboratory  studies  of  fluid 
smears,  blood  cultures,  tissue  biopsy  stud- 
ies and  bone  marrow  culture  may  eventuate 
in  establishing  the  diagnosis  of  Histoplasma 
capsulation.  The  yeast  is  identified  as  an 
intra-cellular  retractile  body  in  direct 
smears.  Skin  sensitivity  tests  are  also  help- 
ful in  establishing  the  identity  of  this  dis- 
ease. 

In  this  reported  case,  the  diagnosis  was 
made  by  examining  the  tissue  and  bone 
marrow  cultures  at  the  end  of  the  fourth 
week  period.  Many  times  such  cultures  are 
discarded  if  no  growth  appears  by  the  sec- 
ond week.  It  is  not  the  writer’s  intent  to 
say  that  histoplasmosis  is  a radiographic 
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diagnosis.  Radiographically,  colonic  ulcer- 
ations and  ileitis  were  demonstrated.  These 
did  not  fit  the  usual  roentgenologic  picture 
of  non-specific,  amoebic,  or  tuberculous  co- 
litis and  enteritis.  When  this  was  assayed 
with  the  pleuro-pulmonary  changes  it  be- 
came evident  that  some  other  diffuse,  in- 
fectious origin  had  to  be  sought. 

An  exhaustive  survey  was  made  of  the 
literature  in  an  attempt  to  ascertain  wheth- 
er small  or  large  bowel  changes  were  found 
by  radiographic  studies  in  the  ante-mortem 
period  in  a patient  having  histoplasmosis. 
Such  a reference  was  not  found. 

Summary 

It  is  thought  that  this  is  the  first  case 
report  in  which  radiographic  studies  by 
barium  contrast  examination  revealed  the 
presence  of  colonic  ulceration  associated 
with  ileitis  in  a case  of  diffuse  histoplas- 
mosis proven  clinically  and  pathologically. 
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In  almost  every  field  of  medicine  the  general  practitioner  will  en- 
counter problems  of  diagnostic  and  therapeutic  management.  Your 
editor  will  select  essayists  who,  from  their  own  experience,  can  briefly 
set  down  the  answers  to  some  of  these  questions  which  trouble  the 
physician. 

COMPLICATIONS  OF  INSULIN  THERAPY 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  Nashville,  Tenn. 


The  use  of  insulin  in  the  treatment  of 
diabetes  mellitus  during  the  past  thirty 
years  has  brought  to  light  a number  of  in- 
teresting complications  of  therapy  which 
should  be  recognized  by  all  physicians  using 
this  life-saving  hormone. 

Allergic  Reaction 

Local  reactions  at  the  site  of  insulin  in- 
jection, believed  to  be  allergic,  are  common 
when  protamine  zinc  insulin  is  used  but  are 
unusual  when  rapidly  acting  or  globin  in- 
sulin is  given.  The  symptoms  are  swelling, 
redness,  itching  and  tenderness,  appearing 
from  two  to  twelve  hours  after  injection 
and  subsiding  in  two  to  four  days.  Occa- 
sionally, these  reactions  are  seen  in  various 
stages  of  progression  and  regression  in  sen- 
sitive individuals.  They  do  not  indicate  a 
change  of  therapy  as  they  usually  disappear 
spontaneously  in  the  first  week  or  two  of 
treatment. 

Allergic  reactions  to  insulin  fortunately 
are  rare.  More  commonly,  sensitivity  to  the 
specific  animal  protein  is  noted  and  can  be 
corrected  by  changing  from  pork  to  beef 
insulin.  Sensitivity  to  protamine  zinc  in- 
sulin is  most  common  and  may,  as  described 
above,  disappear  spontaneously  or,  if  per- 
sistent, globin  insulin  may  be  substituted. 
(It  is  to  be  hoped  that  recrystallized  mixed 
beef  and  pork  insulin  will  be  made  availa- 
ble commercially  since  recent  work  indi- 
cates that  antigenic  impurities  are  removed 
in  this  process.) 

Sensitivity  to  insulin  protein  does  occur. 
The  diabetes  in  such  individuals,  if  obese, 
may  be  controlled  by  diet  and  weight  reduc- 
tion. However,  it  is  probable  that  every 
diabetic  will  develop  infections  or  complica- 


tions and  thus  need  insulin  at  some  time  in 
life.  Rapid  desensitization  is  most  impor- 
tant and  may  be  life-saving  in  diabetics 
with  severe  infections  or  coma.  A satisfac- 
tory method  is  the  injection  of  minute 
amounts  of  regular  insulin  beginning  with 
1/1000  of  a unit  and  doubling  the  dose 
every  10-20  minutes  until  therapeutic 
amounts  can  be  given.  If  untoward  local 
reactions  occur,  the  previous  dose  is  re- 
peated and  then  increases  are  begun  again. 
If  such  desensitization  is  necessary,  the  con- 
tinued use  of  insulin  is  imperative  to  pre- 
vent the  return  of  the  sensitive  state.  In 
the  obese  diabetic  one  injection  a week  will 
suffice,  while  in  thin  diabetics  daily  injec- 
tion are  necessary.  The  use  of  epineph- 
rine, ephedrine  and  anti-histaminics  may 
be  used  when  angioneurotic  edema,  joint 
pains  and  local  reactions  are  encountered. 

Water  Imbalance 

The  rapid  control  of  a severe  diabetic 
state  may  cause  a tremendous  increase  in 
body  weight  due  to  retention  of  water.  This 
may  be  manifest  by  weight  increases  of  as 
much  as  twenty  pounds  during  the  first 
week  of  therapy.  As  balance  is  re-estab- 
lished this  excess  weight  is  lost.  The  insu- 
lin facies,  most  frequently  seen  in  young 
females,  is  characterized  by  a filling  out  and 
rounding  of  the  face,  loss  of  wrinkles,  a 
waxy  appearance  and  loss  of  facial  expres- 
sion. This  is  also  a manifestation  of  water 
retention  and  will  disappear  spontaneously. 
Occasionally  ankle  edema  may  be  discovered 
during  this  same  period,  and  if  one  can  be 
certain  that  it  is  not  part  of  Kimmelstiel- 
Wilson’s  (intercapillary  glomerulofibrosis) 
disease  no  particular  significance  need  be 
attached  to  it.  Rarely  is  salt  restriction  and 
ammonium  chloride  necessary  to  remove  the 
edema. 
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One  of  the  most  frequent  complications 
noted  not  only  in  the  newly  treated  diabetic 
but  also  in  the  poorly  controlled  diabetic 
being  brought  under  a good  regime  is  tran- 
sient bilateral  presbyopia.  This  difficulty 
in  focusing  on  near  objects  has  been  blamed 
on  the  loss  of  elasticity  of  the  lens  and  is 
probably  the  result  of  a disturbance  in  the 
osmotic  pressure  in  the  tissues  of  the  lens 
and  the  circulating  fluids.  It  is  transitory 
and  patients  should  be  assured  that  the 
vision  will  return  to  its  former  state.  If 
work  is  impossible  due  to  the  visual  defect 
a pair  of  cheap  magnifying  glasses  obtained 
at  the  “dime  store’  will  suffice  for  the  two 
or  three  weeks  of  disturbed  vision.  In  this 
regard  it  is  wise  to  advise  all  diabetic  pa- 
tients that  glasses  should  be  fitted  only 
when  their  disease  is  under  good  control 
since  presbyopia  may  recur  with  hypergly- 
cemia and  glycosuria. 

Fat  Dystrophies 

When  insulin  is  injected  into  the  same 
area  frequently  local  painless  “insulin  tume- 
factions” appear  which  are  “rubbery”  and 
over  which  the  skin  is  adherent  to  the  sub- 
cutaneous tissues.  The  skin  and  subcuta- 
neous tissues  of  such  areas  are  peculiarly 
insensitive  to  pain  and  therefore  patients, 
especially  children,  prefer  their  injections 
in  these  localized  swellings.  Since  absorp- 
tion is  poor  and  unpredictable  from  such 
areas  this  practice  should  be  discouraged. 
These  swellings  should  be  avoided  and  fu- 
ture injections  of  insulin  be  given  so  that 
no  spot  is  used  more  frequently  than  every 
two  or  three  weeks.  An  anatomic  map  to 
mark  the  sites  for  injection  is  an  excellent 
way  to  avoid  frequent  re-injections  at  the 
same  area  and  appeals  to  children. 

One  of  the  most  distressing  effects  of  in- 
sulin therapy  is  fat  atrophy.  This  atrophy 
of  the  subcutaneous  tissues  occurs  not  un- 
commonly in  children  of  both  sexes  and  in 
young  female  adults.  There  are  concave 
depressions  in  areas  where  insulin  has  been 
injected  over  a period  of  weeks  to  years. 
The  cause  of  the  atrophy  is  unknown  but 
apparently  is  not  the  result  of  insulin  alone 
since  patients  with  diabetes  insipidus  may 
experience  the  same  type  of  atrophy  with 
pituitrin.  Various  measures  to  avoid  this 


have  been  suggested,  such  as  shifting  the 
sites  of  injection  to  less  conspicuous  parts  of 
the  body,  changing  brands  of  insulin,  re-in- 
jection of  the  atrophied  areas,  and  more  re- 
cently the  injection  of  insulin  kept  at  room 
temperature.  The  age  and  sex  factors  have 
suggested  that  androgens  may  exert  a pro- 
tective mechanism,  but  the  lack  of  subcu- 
taneous tissues  in  most  males  may  account 
for  the  sex  predilection. 

Insulin  Resistance 

Rarely  a patient  is  encountered  who  re- 
quires large  amounts  of  insulin,  200  or  more 
units  per  day,  for  control  of  his  diabetes. 
Acidosis  is  one  of  the  frequent  causes  of 
resistance  and  it  has  been  suggested  that 
infrequent  small  doses  of  insulin  during  the 
early  treatment  of  acidosis  may  predispose 
the  patient  to  insulin  resistance.  Infec- 
tions, more  commonly  acute,  and  destruc- 
tive lesions  of  the  liver  and  pancreas  have 
also  been  implicated  in  producing  insulin 
resistance.  Diseases  which  produce  hyper- 
secretion of  anterior  pituitary  and  adrenal 
cortical  hormones  may  also  affect  the  pa- 
tient’s sensitivity  to  insulin.  Many  cases, 
even  at  autopsy,  fail  to  reveal  the  cause  of 
resistance.  An  immunologic  explanation 
has  been  offered  with  the  demonstration  of 
neutralizing  antibodies  to  crystalline  insu- 
lin in  some  patients.  Recognition  of  this 
peculiar  resistance  to  insulin,  treatment  of 
any  infection,  and  the  use  of  large  amounts 
of  insulin  usually  result  in  successful  con- 
trol of  these  patients. 

Hypoglycemic  Reactions 

Hypoglycemic  reactions  occur  when  the 
blood  sugar  falls  below  normal  levels,  usu- 
ally below  60  mg.  per  100  cc.  The  funda- 
mental causes  are  either  too  much  insulin 
or  too  little  food.  However,  among  the 
many  predisposing  factors  the  most  impor- 
tant is  related  to  exercise.  Physical  exer- 
tion has  a blood-sugar-lowering  effect  and 
if  the  exertion  is  greater  than  usual  may 
produce  hypoglycemia.  Patients  should  be 
told  to  anticipate  reactions  by  ingesting 
supplementary  food  prior  to  the  extra  ex- 
ertion. Experience  teaches  the  intelligent 
patient  the  quantity  of  food  necessary  for 
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a game  of  golf  or  for  doing  Monday’s  laun- 
dry. At  the  cessation  of  pregnancy  the  in- 
sulin requirement  drops  precipitously  and 
allowance  must  be  made  for  this  in  caring 
for  the  pregnant  diabetic.  The  lowered  in- 
sulin requirement  continues  for  three  or 
four  days  and  then  returns  to  the  pre- 
pregnancy level.  Other  causes  of  hypogly- 
cemia are  faulty  distribution  of  diet,  vom- 
iting, improper  timing  of  insulin  injections, 
improved  carbohydrate  tolerance,  loss  of 
weight  and  correction  of  thyrotoxicosis. 

Insulin  dosage  should  be  decreased  if  it 
is  felt  that  the  patient  is  receiving  too  much 


insulin.  However,  reactions  due  to  this 
cause  occur  daily  whereas  occasional  reac- 
tions are  usually  due  to  an  unusual  amount 
of  exertion  or  improper  eating.  Many  of 
these  latter  reactions  can  be  avoided  by 
stressing  correct  eating  habits  and  teaching 
patients  to  anticipate  reactions  by  supple- 
mentary feedings  before  undertaking  un- 
usual exertion. 

Recognition  of  these  complications  and 
their  successful  management  will  enable  the 
physician  to  better  treat  and  control  the 
diabetic  who  needs  insulin  for  proper  con- 
trol of  his  disease. 


The  Use  of  Local  Anesthesia  in  Delivery,  Brougher, 

J.  C.,  Ann.  West.  Med.  & Surg.,  5:217,  1951. 

Although  anesthesia  is  a distinct  blessing  to 
women  in  labor,  there  are  dangers  associated  with 
every  type  of  anesthetic  used.  Local  anesthesia  is 
undoubtedly  the  safest.  The  technic  should  be  fa- 
miliar to  every  obstetrician  for  use  when  he  feels 
it  may  be  indicated.  A more  widespread  use  of 
local  block  will  reduce  both  the  maternal  and  the 
fetal  mortality  and  morbidity. 

In  an  effort  to  approach  the  irreducible  minimum 
of  maternal  deaths,  the  author  has  employed  local 
anesthesia  since  March,  1948.  This  report  covers 
a review  of  750  patients  in  whom  local  anesthesia 
was  studied.  In  22  percent  of  these,  labor  prog- 
ressed too  rapidly  or  the  patient  was  too  excited 
from  the  analgesia  to  permit  making  the  injection, 
thus  eliminating  165  patients  from  the  group. 
Thirteen  patients  were  delivered  by  cesarean  sec- 
tion, giving  an  incidence  of  1.7  percent. 

Novocain  block  is  administered  just  prior  to  de- 
livery while  the  patient  receives  nitrous  oxide.  In- 
jection of  6 to  8 cc.  of  1%  novocain  solution  is  then 
made  just  medial  and  inferior  to  the  left  ischial 
tuberosity,  with  the  novocain  deposited  in  the  re- 
gion of  the  pudendal  nerve.  On  withdrawing  the 
needle,  2 to  3 cc.  of  novocain  is  deposited  in  the 
region  of  the  perineal  branch  of  the  posterior  cu- 
taneous nerve  about  one  inch  under  the  skin.  The 
syringe  is  disconnected  from  the  needle,  filled  with 
10  cc.  of  novocain  and  injected  in  the  region  of  the 
ilioinguinal  nerve  under  the  left  pubic  ramus  with 
the  left  index  finger  held  in  the  vagina  as  a guide  to 
the  needle.  Another  injection  of  10  cc.  more  of  the 
solution  is  used  in  the  para-anal  region  to  block 
the  inferior  hemorrhoidal  nerve.  In  the  three 
locations  on  both  the  left  and  right  sides  of  the 


vagina,  not  only  is  novocain  injected  for  a nerve 
block  but  some  solution  is  deposited  as  the  needle 
is  slowly  withdrawn,  thus  performing  a paravag- 
inal infiltration. 

There  is  a noticeable  relaxation  of  the  perineum 
and  a cessation  of  the  patient’s  tendency  to  move 
with  her  pains  after  the  novocain  has  been  in- 
jected. Nitrous  oxide  can  usually  be  discontinued 
and  delivery  may  proceed  naturally.  Oxygen  is 
given  to  the  patient.  This  has  another  advantage, 
namely,  of  keeping  the  mask  on  for  further  gas 
inhalation  if  it  is  necessary  for  operative  procedure 
or  for  expression  of  the  placenta.  If  outlet  for- 
ceps, Kielland,  or  other  operative  procedures  are 
decided  upon,  the  patient  is  given  a little  nitrous 
oxide  and  oxygen.  After  the  blades  are  applied, 
the  nitrous  oxide  is  again  discontinued,  but  oxygen 
administration  proceeds.  For  the  delivery  and 
episiotoniy  repair  94%  of  the  patients  received  no 
further  inhalation  anesthesia;  10%  required  a little 
nitrous  oxide  for  expulsion  of  the  placenta. 

No  hemorrhages  of  a severe  nature  occurred  at 
the  time  of  delivery  and  the  bleeding  was  definitely 
less  than  under  general  anesthesia.  The  complica- 
tions in  this  series  consisted  of  one  hematoma  of 
the  episiotomy  with  wound  separation  and  three 
minor  hematomas  without  impairment  of  wound 
healing.  There  is  more  perineal  discoloration  from 
minor  subcutaneous  ecchymoses  than  in  the  patient 
in  whom  local  analgesia  has  not  been  used.  No 
infections  or  abscesses  have  occurred. 

Fetal  deaths  numbered  12  or  0.016  percent. 
There  were  17  stillborn  babies,  or  0.022  percent. 
No  babies  were  born  with  asphyxia  pallidum.  The 
anesthetist  classified  75%  of  the  babies  as  pink 
and  25%  as  blue.  (Abstracted  by  Milton  Smith 
Lewis,  M.D.,  Nashville,  Tenn.) 
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STAFF  CONFERENCE 


Department  of  Surgery,  University  of 
Tennessee  College  of  Medicine* 

DR.  HARWELL  WILSON : The  first  case 
for  consideration  is  interesting  because  of 
the  problems  it  presents  as  regards  diagno- 
sis and  treatment.  This  patient  on  admis- 
sion gave  evidence  of  having  a serious  vas- 
cular lesion  in  the  left  lower  extremity  and 
for  some  time  it  was  difficult  to  determine 
whether  or  not  we  would  be  able  to  save  the 
limb  of  this  patient. 

Dr.  Benton,  since  you  are  the  assistant 
resident  who  has  followed  this  patient,  I 
would  like  for  you  to  present  this  case  to 
the  group  for  discussion. 

DR.  B.  F.  BENTON:  This  36-year-old  colored 
male  truck  driver  was  admitted  to  the  hospital  on 
September  25,  1951,  with  a history  of  sharp,  sud- 
den pain  beginning  in  the  left  thigh  36  hours  be- 
fore and  soon  followed  by  coldness,  numbness,  and 
cyanosis.  There  was  no  past  history  of  any  serious 
illnesses,  including  rheumatic  fever  or  heart  dis- 
ease. However,  there  was  a history  of  occasional 
joint  pains.  In  1947,  the  patient  was  hospitalized 
for  treatment  of  an  ice  pick  stab  wound  of  the 
right  upper  chest  near  the  midline.  One  year  prior 
to  admission  the  patient  had  sustained  a stab 
wound  with  a knife  on  the  anterio-lateral  aspect  of 
the  left  buttock  and  had  been  treated  on  an  out- 
patient status.  Two  weeks  prior  to  the  onset  of 
the  present  illness  he  had  experienced  malaise  for 
three  days,  followed  by  mild  left  lower  chest  pain 
of  about  six  hours’  duration,  but  with  no  cough 
until  two  days  later  when  on  arising  he  expecto- 
rated a very  small  amount  of  blood-tinged  sputum. 

On  physical  examination  the  temperature  was 
100  F.,  pulse  104,  respiration  22  and  blood  pres- 
sure 100/70.  The  patient  was  a well  developed, 
well  nourished,  alert  colored  male  who  complained 
of  pain  in  the  left  thigh.  The  physical  examination 
was  essentially  negative  except  for  the  findings  in 
the  left  lower  extremity.  The  left  thigh  appeared 
slightly  swollen  in  its  superior  and  anterio-lateral 
aspect;  it  measured  1%  inches  larger  in  circumfer- 
ence than  the  right.  The  left  thigh  was  tender  and 
the  entire  left  lower  extremity  was  much  cooler 
than  the  right.  Diffuse  cyanosis  of  the  left  lower 
extremity  was  present  and  sensation  was  dimin- 
ished in  the  left  leg.  The  left  femoral  pulse  was 
diminished;  left  popliteal,  dorsalis  pedis,  and  pos- 
terior tibial  pulses  were  absent.  Blood  pressure  in 
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the  right  popliteal  area  was  104/70,  but  none  was 
obtainable  on  the  left  side.  Admission  laboratory 
findings  were  all  within  normal  limits  except  the 
white  blood  count  which  was  22,400.  Chest  X-ray 
showed  slight  pleural  thickening  at  the  left  base 
and  slight  elevation  of  the  left  diaphragm.  X-rays 
of  the  left  lower  extremity  were  negative. 

DR.  WILSON : Thank  you,  Dr.  Benton. 
You  have  just  given  us  a complete  history, 
but  1 would  like  to  ask  one  or  two  questions 
before  we  discuss  this  any  further.  You 
mentioned  that  this  patient’s  complaints 
were  limited  to  the  left  lower  extremity  and 
you  stated  that  he  had  pain  in  the  left 
thigh,  that  cyanosis  of  the  left  lower  ex- 
tremity was  present.  The  periphei’al  pulse 
was  said  to  be  absent  in  the  left  leg.  I 
would  like  for  you  to  clarify  for  the  group 
the  extent  of  the  pain.  Was  the  patient 
complaining  of  any  excruciating  pain  in  the 
left  leg  when  he  was  admitted  to  the  hospi- 
tal? 

DR.  BENTON : The  pain  appeared  to  be 
only  moderately  severe.  However,  the  pa- 
tient had  requested  medication  for  relief  of 
pain. 

DR.  WILSON : Tell  us  the  exact  location 
of  the  pain  and  what  radiation  of  the  pain, 
if  any,  was  present. 

DR.  BENTON : The  pain  appeared  to  be 
in  the  upper  part  of  the  left  thigh  in  its 
anterio-lateral  aspect. 

DR.  WILSON : Was  this  man  complain- 
ing of  pain  in  the  left  calf  and  foot  when 
he  was  admitted  ? 

DR.  BENTON : No,  sir,  none  whatsoever. 

DR.  WILSON : Dr.  Smythe,  I believe  you 
were  the  associate  resident  on  duty  when 
this  patient  was  admitted.  Tell  us  what  you 
considered  as  the  most  likely  diagnosis  when 
you  saw  this  patient. 

DR.  FRANK  SMYTHE,  JR.:  This  man 
obviously  had  acute  vascular  difficulties  in- 
volving the  left  leg  and  I thought  the  differ- 
ential diagnosis  lay  between  reflex  arterial 
spasm  from  trauma,  massive  thrombophle- 
bitis and  arterial  embolus. 

DR.  WILSON : Which  of  the  three  at  the 
time  of  admission  did  you  think  was  more 
likely? 

DR.  SMYTHE:  In  view  of  the  man’s 
work  and  the  progression  of  the  symptoms 
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over  a period  of  six  hours,  I thought  the 
first  one  was  more  likely. 

DR.  WILSON : Dr.  Benton,  I believe  that 
you  asked  Dr.  Hardy,  the  attending  surgeon 
in  charge  of  the  emergency  cases,  to  see  this 
man  early  in  the  morning.  Was  there  any 
significant  change  in  the  patient’s  condition 
between  the  time  of  admission  and  the  time 
you  asked  Dr.  Hardy  to  see  him? 

DR.  BENTON : Before  we  had  Dr.  Hardy 
see  this  patient  a paravertebral  sympathetic 
block  had  been  done  with  only  mild  improve- 
ment of  symptoms  and  within  a few  hours 
the  extremity  presented  the  same  picture  as 
it  had  on  admission,  namely,  it  was  cold  and 
cyanotic.  It  was  at  this  time  that  Dr.  Har- 
dy saw  the  patient. 

DR.  WILSON : Dr.  Hardy  saw  the  pa- 
tient in  the  early  morning,  and  agreed  that 
it  was  not  only  an  interesting  but  a serious 
problem  and  asked  me  to  see  him  a little 
later  in  the  morning.  Dr.  Hardy,  would 
you  give  us  the  impression  which  you  ob- 
tained from  your  initial  examination  of  this 
patient  when  you  saw  him  ? 

DR.  JAMES  I).  HARDY:  When  I first 
examined  the  patient  his  left  foot  was  cold, 
cyanotic  and  pulseless.  Although  I had 
thought  from  an  earlier  telephone  conver- 
sation that  this  represented  venous  disease 
with  arterial  spasm,  1 felt  certain  upon  ac- 
tually examining  the  patient  that  arterial 
occlusion  caused  by  embolism  was  the  most 
likely  diagnosis. 

DR.  WILSON:  When  I saw  this  patient 
with  Dr.  Hardy  and  Dr.  Benton  it  appeared 
to  me  also  that  the  patient  had  probably  had 
an  embolus  to  the  left  femoral  artery. 
Forty-five  minutes  before  I saw  the  patient, 
however,  Dr.  Benton  had  performed  a sec- 
ond paravertebral  lumber  sympathetic  block 
with  novacain  and,  although  the  peripheral 
pulse  was  absent  in  the  popliteal  region  and 
in  the  foot,  the  temperature  of  the  foot  had 
improved  and  it  appeared  that  the  circula- 
tion was  such  that  gangrene  would  not 
occur.  1 therefore  did  not  feel  that  embo- 
lectomy  was  indicated,  especially  since  the 
process  had  begun  approximately  40  hours 
before.  It  would  appear  then  that  the  diag- 
nosis of  embolus  was  easily  established  but 
this  is  not  true.  Dr.  Bushart,  I believe  that 


in  the  following  two  days  a number  of  staff 
members  who  saw  the  patient  felt  that  the 
diagnosis  of  massive  phlebitis  with  second- 
ary arterial  spasm  was  the  more  likely  one. 
Tell  us  what  this  opinion  was  based  upon. 

DR.  JAMES  IJ.  BUSHART  (Chief  Resi- 
dent) : This  opinion  was  based  chiefly  upon 
a slightly  perceptible  posterial  anterior  tib- 
ial  pulse  and  an  increasing  edema  of  the 
lower  leg.  It  was  suggested  by  the  attend- 
ing staff  that  we  elevate  the  lower  extrem- 
ity. This  was  done  and  slight  improvement 
was  noticed.  This  further  substantiates  the 
opinion  that  we  were  dealing  with  a venous 
obstruction. 

DR.  WILSON : Dr.  Dunavant,  do  you 
have  any  comments  you  would  like  to  add 
to  the  discussion  at  this  time? 

DR.  W.  D.  DUNAVANT:  After  talking 
to  Dr.  Hardy  about  this  patient,  I felt  that 
he  had  probably  had  a pseudo-embolectic 
phlebitis  or  a phlegmasia  cerulea  dolens. 

DR.  WILSON : Dr.  Tyson,  Dr.  Dunavant 
has  raised  the  question  whether  this  might 
be  phlegmasia  cerulea  dolens.  This  of 
course  is  a very  unusual  but  exceedingly 
important  type  of  thrombophlebitis,  and 
since  you  have  recently  reviewed  the  litera- 
ture on  this  problem,  I would  appreciate  it 
if  you  would  give  us  a few  remarks  regard- 
ing the  condition  and  whether  or  not  it 
seems  applicable  to  this  patient. 

DR.  WILLIAM  TYSON:  The  clinical 
manifestation  of  phlegmasia  cerulea  dolens 
very  closely  simulate  acute  arterial  embol- 
ism. The  onset  of  the  disease  is  sudden  and 
the  pain  quite  severe.  The  extremity  be- 
comes rapidly  swollen,  cold  and  cyanotic. 
In  approximately  two-thirds  of  the  cases 
peripheral  pulsations  cannot  be  felt  owing 
to  the  severe  arterial  spasm  and  edema.  Re- 
sponse to  sympathetic  injections  is  usually 
not  dramatic.  The  pathology  consists  of 
massive  thrombosis  of  the  entire  venous  sys- 
tem of  the  extremity  with  associated  arte- 
rial spasm  which  may  result  in  gangrene. 

DR.  WILSON:  Dr.  Hardy,  all  of  us,  I 
believe,  have  at  times  varied  in  our  opinion 
regarding  the  exact  type  of  vascular  lesion 
which  this  patient  experienced  but  I believe 
that  you  have  established  the  diagnosis  by 
making  an  arteriogram.  I wish  that  you 
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would  present  the  arteriogram  to  the  group 
and  give  us  your  current  interpretation  of 
the  problem.  First  tell  us  exactly  how  you 
made  the  arteriogram. 

DR.  HARDY : The  arteriogram  was  per- 
formed in  the  following  manner.  After  first 
occluding  the  left  femoral  artery  just  distal 
to  the  inguinal  ligament  with  digital  com- 
pression. we  injected  approximately  50  cc. 
of  35' , diodrast  through  the  previously  in- 
serted number  20  needle  distal  to  the  point 
of  occlusion.  The  radiologist  took  two  films 
in  rapid  succession.  Occlusion  of  the  artery 
allowed  the  diodrast  concentration  in  the 
upper  portion  of  the  femoral  artery  to  be 
dissipated  more  slowly  than  of  course  would 
be  the  case  had  compression  of  the  artery 
not  been  used. 

DR.  WILSON  : Now  demonstrate  the  film 
and  tell  us  exactly  what  it  shows. 

DR.  HARDY  : If  my  interpretation  of  the 
film  is  the  correct  one,  and  I believe  it  is, 
there  is  demonstrated  occlusion  of  the  fem- 
oral artery  at  the  level  of  the  profunda 
femoris. 

DR.  WILSON : It  appears  then  that  this 
patient  would  have  an  embolus  but  we  are 
still  unable  to  establish  a diagnosis  of  heart 
disease  which  would  make  an  embolus  more 
likely  to  occur.  Dr.  Benton,  the  members 
of  the  medical  department  have  studied  this 
patient.  Did  the  cardiologist  find  any  evi- 
dence of  heart  disease  which  would  make 
the  occurrence  of  embolus  seem  likely? 

DR.  BENTON:  No,  they  did  not  present 
any  definite  evidence  that  would  make  this 
seem  more  likely. 

DR.  WILSON : Dr.  Dunavant,  would  you 
continue  the  discussion? 

DR.  DUNAVANT:  I would  like  to  ask  a 
question.  In  view  of  the  history  of  pain  in 
the  chest  and  hemoptysis  two  weeks  ago  and 
the  fact  that  approximately  half  the  cases 
of  phlegmasia  cerulea  dolens  develop  gan- 
grene of  the  extremity,  do  you  think  that 
the  block  shown  on  the  arteriogram  rules 
out  the  fact  that  the  primary  pathology  is 
in  the  venous  system? 

DR.  WILSON:  No,  Dr.  Dunavant;  while 
I frankly  believe  that  this  patient  most  like- 
ly had  an  embolus,  I do  not  believe  that  the 
arteriogram  alone  establishes  the  diagnosis 


beyond  a question.  I also  feel  that  the  fact 
that  no  heart  disease  has  been  established 
does  not  rule  out  the  possibility  of  arterial 
embolus.  I have  had  occasion  to  remove  an 
aortic  embolus  from  an  individual  in  whom 
we  were  never  able  to  find  any  evidence  of 
heart  disease.  Tell  us,  Dr.  Hardy,  the  re- 
sults of  the  venogram  on  this  patient.  Per- 
haps this  will  give  us  light  on  Dr.  Duna- 
vant’s  question. 

DR.  LIARDY : The  only  light  which  the 
venogram  sheds  on  this  subject  is  the  fact 
that  no  occlusion  of  the  veins  visualized  is 
noted.  A venogram  which  exhibits  positive 
findings  of  occlusion  of  the  veins  visualized 
is  noteworthy.  A venogram  which  exhibits 
possible  findings  of  occlusion  or  incompe- 
tency of  valves  is  helpful,  but  one  which 
exhibits  no  positive  findings  does  not  neces- 
sarily mean  that  the  expected  pathology 
might  not  have  been  present. 

DR.  DUNAVANT : I do  not  know  of  any 
arteriograms  or  venograms  which  have  been 
done  in  patients  with  cerulea  dolens,  but  I 
should  think  that  a negative  venogram 
would  rule  it  out. 

DR.  WILSON : It  was  mentioned  earlier 
in  the  presentation  that  there  was  some 
discussion  regarding  local  treatment  of  this 
extremity.  Tell  us.  Dr.  Farringer,  what  you 
feel  is  the  proper  attitude  as  regards  the  use 
of  elevation  and  the  local  application  of  heat 
to  an  extremity  which  has  been  deprived  of 
its  arterial  blood  supply. 

DR.  J.  L.  FARRINGER:  I believe  that 
the  elevation  of  the  extremity  with  impaired 
arterial  circulation  is  contraindicated  be- 
cause it  would  throw  an  additional  obstacle 
in  way  of  the  flow  of  blood  to  the  more  distal 
parts  and,  similarly,  the  application  of  heat 
is  contraindicated  because  it  would  increase 
the  metabolism  of  the  tissues  which  are  al- 
ready suffering  from  oxygen  defect. 

DR.  WILSON : I think  your  point  is  well 
taken,  Dr.  Farringer.  As  regards  elevation 
usually  the  circulation  of  the  extremity  is 
better  when  the  foot  is  kept  two  or  three 
inches  below  the  level  of  the  heart.  Cer- 
tainly it  is  unwise  to  apply  heat  to  a part 
of  the  body  deprived  of  its  normal  arterial 
supply.  In  thrombophlebitis,  however,  all 
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of  us  agree  that  elevation  is  helpful  in  over- 
coming edema. 

This  patient  now  has  no  problem  as  re- 
gards threatened  gangrene  but  he  may 
develop  troublesome  signs  of  arterial  defi- 
ciency, such  as  intermittent  claudication, 
because  of  the  obstruction  in  the  artery. 
Dr.  Smythe,  if  in  future  weeks  this  man 
does  experience  cramping  pain  in  the  left 
calf  after  walking,  what  do  you  feel  that  we 
might  offer  this  individual  in  order  to  more 
nearly  restore  him  to  normal? 

DR.  SMYTHE:  In  view  of  his  fleeting 
improvement  with  paravertebral  blocks, 
perhaps  a left  lumbar  sympathectomy  would 
give  him  some  measure  of  lasting  relief. 

DR.  WILSON : I certainly  agree  that 

sympathectomy  should  be  seriously  consid- 
ered if  this  patient  has  intermittent  claudi- 
cation. 

Follow-Up  Observations 

DR.  WILSON : Dr.  Bushart,  the  patient 
we  considered  at  our  previous  conference 
two  weeks  ago  has,  I believe,  since  under- 
gone lumbar  sympathectomy.  Since  you  are 
the  resident  who  did  this  sympathectomy, 
I would  like  for  you  to  state  exactly  what 
significant  ganglia  were  removed  and  to 
summarize  the  changes  in  physical  findings 
which  occurred  in  the  extremity,  and  also 
in  the  patient’s  ability  to  walk  following  the 
operation  you  performed. 

DR.  BUSHART : Ambulation  was  started 
on  this  patient  and  it  was  found  that  he 
was  unable  to  walk  the  length  of  the  ward 
without  severe  pain.  A left  lumbar  sympa- 
thectomy was  done  following  this  discovery, 
removing  L-l,  L-2  and  L-3  ganglia.  Fol- 
lowing the  lumbar  sympathectomy  an  excel- 
lent response  was  noticed  in  the  patient. 
Blood  pressure  in  the  popliteals  became 
equal.  As  soon  as  the  patient  became  am- 
bulatory following  surgery,  it  was  found 
that  he  could  walk  the  length  of  the  ward 
four  times  without  pain  whereas  previously 
he  was  unable  to  walk  the  length  of  the 
ward  one  time.  Local  temperature  of  the 
affected  extremity  was  increased  over  the 
opposite  one.  All  pulses  were  improved 
with  the  exception  of  the  left  dorsalis  pedis. 

DR.  WILSON : In  summary  then  it  seems 


that  we  all  feel  at  this  time  that  this  patient 
probably  had  an  embolus  to  the  femoral 
artery  even  though  the  case  is  not  a typical 
one.  The  embolus  had  probably  been  pres- 
ent for  too  long  a period  of  time  to  make  a 
successful  embolectomy  seem  likely  how- 
ever. Because  of  the  spectacular  improve- 
ment which  resulted  from  the  blocks  per- 
formed by  Dr.  Benton  we  did  not  seriously 
consider  embolectomy.  Dr.  Bushart  has 
demonstrated  how  lumbar  sympathectomy 
may  improve  the  circulation  in  an  extremity 
in  which  a deficit  exists.  This  improvement 
probably  resulted  from  a dilation  of  some 
vessels  which  were  normal  and  also  by  re- 
lieving spasm  in  certain  other  vessels. 

DR.  WILSON : The  next  case  to  be  con- 
sidered on  rounds  is  an  interesting  one 
which  presents  the  problem  of  a patient 
with  an  obstructive  lesion  of  the  sigmoid 
colon,  and  is  also  interesting  because  the 
diagnosis  is  one  which  at  first  was  not  con- 
sidered to  be  the  most  likely  one. 

Dr.  Bushart,  will  you  present  the  case  to 
the  group? 

DR.  BUSHART:  This  57-year-old  colored  male 
presented  himself  to  the  Out-Patient  Department 
with  a history  of  chronic  illness  dating  back  18 
months  prior,  with  a chief  complaint  of  left  lower 
quadrant  pain  associated  with  constipation  and 
weight  loss. 

The  onset  was  insidious  in  character  with  only 
slight  left  lower  quadrant  pain  and  slight  consti- 
pation. Approximately  a year  ago,  the  severity 
of  these  symptoms  increased  and  he  started  losing 
weight  steadily.  Weight  loss  was  continued  and 
his  debility  was  so  marked  that  he  was  forced  to 
discontinue  work  3 months  ago.  On  admission  to 
the  Clinic,  it  was  found  that  he  had  lost  a total  of 
41  pounds.  There  was  no  history  of  rectal  bleed- 
ing. The  patient  was  admitted  to  the  hospital  and 
examination  revealed  a well  preserved  colored  male 
with  evidence  of  weight  loss  and  a questionable 
mass  in  the  left  lower  quadrant. 

Examination  of  the  colon  by  barium  enema 
showed  an  obstructing  lesion  of  the  sigmoid  colon 
in  the  mid  portion.  Sigmoidoscopic  examination 
was  done,  passing  the  sigmoidoscope  8 inches  with- 
out evidence  of  pathology.  Hematological  and 
X-ray  findings  were  within  normal  range,  and  the 
decision  was  made  to  do  an  exploratory  laparotomy. 
Our  pre-operative  diagnosis  was  carcinoma  of  the 
sigmoid  colon.  We  also  entertained  a possibility 
of  diverticulitis  of  the  sigmoid  colon. 

I)R.  WILSON : Dr.  Bushart,  the  resident, 
has  given  us  a detailed  history,  but  I am 
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going  to  ask  Dr.  Benton,  the  assistant  resi- 
dent on  this  ward,  to  summarize  briefly  the 
important  features  in  the  history  and  phys- 
ical examination. 

DR.  B.  F.  BENTON : The  points  that 
stand  out  in  this  man’s  history  and  physical 
examination  are  weight  loss,  left  lower 
quadrant  pain,  a long  history  of  constipa- 
tion, questionable  left  lower  quadrant  mass 
and  X-ray  evidence  of  an  obstructive  lesion 
in  the  sigmoid  colon. 

DR.  WILSON:  Dr.  Bushart,  was  there 
any  history  of  chills  and  fever? 

DR.  BUSHART:  Yes,  on  several  occa- 
sions this  patient  did  have  chills  and  fever. 
These  episodes  occurred  when  he  had  the 
most  acute  exacerbation  of  his  symptoms. 

DR.  WILSON : Before  we  ask  the  resident 
to  describe  the  findings  at  operation,  are 
there  any  other  questions  from  the  group 
regarding  the  pre-operative  findings  shown 
by  this  patient? 

DR.  RUSSELL  PATTERSON : You  men- 
tioned, Dr.  Bushart,  that  this  patient  had  an 
obstructive  lesion.  Does  this  mean  that  he 
had  a complete  obstruction  of  the  colon? 

DR.  WILSON : Dr.  Bushart,  will  you 

clarify  this  point  for  Dr.  Patterson? 

I)R.  BUSHART:  No,  this  patient  did  not 
have  a complete  obstruction  of  the  colon. 
He  was  passing  gas  and  having  bowel  move- 
ments. 

DR.  PATTERSON : Did  the  barium  ene- 
ma give  any  help  in  the  differential  diagno- 
sis of  the  type  of  lesion  present? 

DR.  BUSHART:  I will  read  the  X-ray 
report  for  you. 

“Examination  of  the  colon  by  barium  enema  re- 
veals obstruction  to  the  flow  of  barium  in  the  mid 
sigmoid  region.  There  is  probably  a constricting 
lesion  at  this  point,  but  since  none  of  the  barium 
could  be  expressed  through  or  beyond  the  site  of 
obstruction  and  also  since  there  is  no  evidence  of 
gaseous  or  fluid  distention  of  the  colon  proximal 
to  this  site,  a recheck  examination  is  indicated  prior 
to  final  diagnosis.” 

A second  examination  gave  no  additional 
information. 

DR.  WILSON:  Are  there  any  further 
questions  from  the  group  before  we  have 
the  operative  findings  discussed?  Dr.  Bush- 
art, give  us  the  findings  at  operation. 


DR.  BUSHART:  At  surgery,  a constrict- 
ing lesion  approximately  5 to  6 inches  from 
the  peritoneal  reflection  was  found.  This 
lesion  was  adherent  to  the  bladder,  and  the 
bladder  wall  was  thickened  and  seemed  to  be 
involved  in  the  process.  A loop  of  small 
bowel  approximately  3 feet  from  the  ileoce- 
cal junction  was  also  adherent  to  this  mass. 
Small,  firm  nodes  were  found  in  the  mesen- 
tery, but  no  other  nodes  were  found.  The 
nature  of  the  lesion  was  questionable  at  the 
time.  I requested  consultation  in  the  oper- 
ating room  with  Dr.  Hardy,  the  attending 
surgeon.  It  was  his  opinion  that  we  should 
biopsy  one  of  the  lymph  nodes,  which  was 
done.  A frozen  section  revealed  inflamma- 
tory reaction  in  the  node  with  no  evidence  of 
carcinoma.  Dr.  Hardy  felt  that  we  should 
resect  the  lesion  and  do  a primary  anasto- 
mosis at  the  time.  It  was  his  opinion  that 
the  lesion  was  inflammatory. 

DR.  WILSON : Dr.  Hardy,  will  you  con- 
tinue the  discussion? 

DR.  HARDY:  With  the  facts  which  Dr. 
Bushart  has  just  related  in  mind,  we  talked 
the  situation  over.  Since  he  had  ascer- 
tained that  there  was  no  palpable  metastasis 
in  the  liver  in  the  face  of  such  apparent 
massive  involvement  of  the  sigmoid  colon 
and  bladder,  it  seemed  less  likely  that  the 
process  was  a malignant  one.  We  decided 
that  if  it  were  malignant  one  should  con- 
sider resecting  the  wall  of  the  bladder. 
However,  since,  as  Dr.  Eldridge  Eliason 
would  say — “one  does  not  convict  a man 
without  a trial,”  we  decided  to  resect  the 
loop  of  sigmoid,  after  first  having  dissected 
it  from  the  wall  of  the  bladder  and  the  loop 
of  small  bowel.  The  pathologist  had  re- 
turned and  he  had  not  been  able  to  find 
carcinoma  in  the  lymph  node.  Thus,  we 
thought  that  in  the  absence  of  proof  of  car- 
cinoma, or  even  in  the  presence  of  proof  of 
carcinoma,  resection  of  the  sigmoid  was  the 
procedure  of  choice  in  this  case. 

DR.  WILSON : I believe  all  of  us  would 
agree  that  resection  of  the  colon  was  indi- 
cated in  this  case,  and  I believe  further 
pathologic  examination  showed  the  lesion  in 
the  colon  to  be  inflammatory,  due  mainly  to 
diverticulitis. 

Dr.  Poole,  how  much  reliance,  as  a rule. 
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do  you  think  one  can  place  upon  the  exami- 
nation of  an  enlarged  lymph  node  in  such  a 
case  to  establish  whether  or  not  we  are  deal- 
ing with  a malignant  lesion  or  with  one  of 
inflammatory  origin? 

I)R.  R.  M.  POOLE : I feel  that  this  is  an 
advisable  procedure.  The  information  ob- 
tained is  certainly  worth  while,  but  it  would 
depend  on  the  examination  of  more  than  one 
lymph  node,  and  I think  it  should  be  corre- 
lated with  the  gross  appearance  of  the  le- 
sion. We  must  remember  that  this  same 
situation  might  confront  some  of  us  at  a 
time  when  a pathologist  is  not  available  to 
make  an  immediate  microscopic  study  of 
the  node.  In  such  a case,  I think  that  the 
surgeon’s  ability  to  make  his  own  decision 
from  the  gross  appearance  of  the  lesion 
would  supersede  the  examination  of  the 
lymph  node. 

DR.  WILSON:  Certainly  there  are  times 
when  it  is  impossible  to  differentiate  grossly 
whether  a lesion  in  the  sigmoid  is  inflam- 
matory or  neoplastic  in  origin,  although  as 
a general  rule  we  do  not  have  great  diffi- 
culty in  making  a differential  diagnosis. 

Dr.  Gillespie,  do  you  have  further  com- 
ment on  this  particular  case? 

I)R.  C.  E.  GILLESPIE:  There  are  two 
questions  that  have  arisen  in  my  mind  dur- 
ing the  course  of  this  discussion.  The  first 
of  these  is,  what  influence  the  pathologic 
report  on  the  biopsy  would  have  had  on  the 
operative  procedure.  It  seems  to  me  that 


we  would  have  done  a resection  whether  or 
not  the  lesion  had  been  malignant  or  inflam- 
matory. I don’t  believe  that  we  could  have 
made  a definite  diagnosis  until  the  mass 
itself  was  removed.  The  other  question  in 
my  mind  was  relative  to  the  condition  of  the 
bowel  wall  adjacent  to  the  mass.  Was  there 
very  marked  inflammatory  reaction  in  the 
bowel  wall,  or  was  it  normal?  In  the  pres- 
ence of  a very  marked  inflammatory  reac- 
tion, one  might  be  inclined  to  do  a comple- 
mentary colostomy  after  the  anastomosis-. 
With  a normal  bowel  wall  this  would  not  be 
necessary. 

DR.  WILSON  : The  most  important  ques- 
tion at  this  time,  I suppose,  is  what  is  the 
patient’s  condition  at  the  present? 

DR.  BUSH  ART:  This  is  the  eleventh 
post-operative  day,  and  his  post-operative 
course  has  been  uneventful.  In  answer  to 
Dr.  Gillespie’s  question  concerning  the  con- 
dition of  the  bowel  above  and  below  the 
lesion,  this  was  found  to  be  grossly  normal 
and  presented  no  difficulty  in  our  doing  a 
satisfactory  anastomosis. 

DR.  WILSON:  It  will  be  interesting  to 
follow  the  future  course  of  this  patient.  It 
is  fortunate  for  the  patient  that  no  malig- 
nancy was  present.  It  must  be  remem- 
bered, however,  that  this  patient  may  have 
difficulty  later  with  other  diverticulae,  since 
these  are  usually  multiple.  The  chances  of 
a recurrence  of  this  difficulty,  though,  is 
unlikely. 
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THEREFORE  BE  IT  RESOLVED  . . . . 


By  tradition,  this 
is  the  season  when 
men  become  reso- 
lute and  resolve  to 
do  certain  things 
they  failed  to  do 
the  year  before. 
And  next  year 
many  of  the  reso- 
lutions made  now 
may  have  been 
broken.  But  it  doesn’t  hurt  to  try,  to  set 
up  some  goals,  to  fashion  a better  design 
for  living. 

Perhaps  it  would  be  well  for  the  medical 
profession  to  take  a moral  inventory  of  the 
past  and  silently  make  a few  New  Year’s 
resolutions.  These  resolutions  should  be 
made  by  us  as  individual  physicians,  as 
citizens,  and  as  medical  society  members. 
We  have  responsibilities  in  all  three  capaci- 
ties. 

As  physicians,  we  can  re-read  The  Hip- 
pocratic Oath  and  again  swear  allegiance 
to  its  high  principles.  It  is  not  easy  to  live 
up  to  this  Credo  of  the  medical  profession. 
But  the  man  who  does  will  never  need  a 
sedative  at  night  to  blunt  a pricking  con- 
science. 

One  worth-while  resolve  would  be  for  us 
to  promise  ourselves  that  we  shall  not  criti- 
cize our  fellows,  particularly  to  patients. 
Nothing  so  quickly  and  completely  destroys 
the  layman  s faith  in  the  profession  as  a 
whole.  If  we  have  justifiable  criticisms, 
they  should  be  translated  into  action  to 
discipline  or  eliminate  the  man  who  vio- 
lates the  tenets  of  his  calling. 

W e should  resolve  to  discuss  more  freely 
with  our  patients  the  charges  made  for 
services,  the  nature  of  our  services,  and 
listen  a little  longer  to  the  patient’s  wor- 
ries. And  the  discussion  of  fees  should  be 
in  advance  of  the  first  treatment,  thus 
avoiding  that  later  misunderstanding  which 
so  often  arises  in  dealing  with  health  insur- 
ance payments. 

In  this  crucial  year  in  the  nation’s  life, 
ire  must  be  more  active  as  citizens,  or  by 


Dr.  Kelly 


default  we  will  lose  some  of  the  freedoms 
which  compose  our  heritage  as  Americans. 
Therefore,  Be  It  Resolved  that  we  shall 
emerge  a bit  further  from  our  scientific 
shells  and  participate  in  public  affairs, 
vote  in  every  election,  large  or  small,  and 
speak  out  our  convictions  on  affairs  vital  to 
the  future  in  which  our  children  will  live. 

How  can  we  resolve  as  members  of  or- 
ganized medicine?  We  can  follow  the  ad- 
vice of  Sir  William  Osier,  immortal  physi- 
cian, and  regularly  attend,  participate  in, 
and  support  the  meetings  of  our  various 
societies  and  associations.  How  can  we  ex- 
pect the  public  to  recognize  our  societies 
and  their  contributions  to  medical  care  if 
we  are  indifferent  or  apathetic  about  their 
activities  and  programs? 

We  can  resolve  to  pay  more  attention  to 
the  needs  of  the  younger  men  just  entering 
organized  medicine.  The  Southern  Medical 
Association  was  organized  to  give  the  young 
physician  a chance,  a sounding  board  for 
his  medical  essays,  an  outlet  for  fraterniz- 
ing. We  could  well  take  a tip  from  the 
founding  fathers  of  this  honored  Associa- 
tion, one  of  whom  is  Dr.  Jere  L.  Crook  of 
Jackson. 

If  we  follow  these  resolutions,  1952  will 
indeed  be  a NEW  year.  Here  is  a challenge 
stated  by  Dr.  Walter  Rowe  Courtenay,  na- 
tionally known  Presbyterian  minister  of 
Nashville : 

“A  year  is  new  only  when  we  make  it  so ! 
If  we  drag  ourselves  into  it  like  wounded 
men  who  have  no  strength  to  walk,  there 
will  be  nothing  new  about  it!  If  we  enter 
it  in  despair  and  defeat,  telling  our  souls 
we  are  victims  of  fate,  it  will  receive  us  in 
a like  mood  ! But  if  we  come  to  it  saying  to 
ourselves,  to  God,  and  to  life,  ‘I  am  deter- 
mined to  enter  it  and  live  as  a child  of  God 
who  wants  a better  chance  to  be  a better, 
happier,  more  useful  companionable  per- 
son,’ you  will  hear  music  from  the  clouds 
and  find  light  in  your  darkness.” 
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POTASSIUM 

In  recent  years  more  and  more  consider- 
ation is  given  to  this  cation  in  clinical  med- 
icine. Many  papers  are  being  devoted  to 
the  study  of  the  effects  of  potassium  defi- 
ciency in  disease  and  the  management  of  its 
lack. 

It  has  been  a long  established  physiologi- 
cal principle  that  the  proper  balance  be- 
tween the  K,  Na,  Ca  and  Mg  ions  is  essential 
for  normal  neuromuscular  irritability  and 
excitability.  Just  as  sodium  is  the  main  ca- 
tion in  the  fluids  outside  the  body  cells,  so 
potassium  is  the  chief  cation  in  the  fluid 
inside  most  cells  and  especially  in  those  of 
the  muscles.  If  much  sodium  chloride  is 
lost  from  the  body,  as  in  disturbances  of 
acid-base  balance,  potassium  may  move 
from  the  cells  to  the  extracellular  fluid  to 
replace  sodium  and  in  so  doing  is  rapidly 
excreted  through  the  kidneys.  The  loss  of 
this  cation  from  cells  is  serious  and  may  be 
fatal  since  no  other  cation  can  replace  it  in 
the  cell.  Potassium  acts  in  a parasympa- 
thetic stimulation  manner  in  muscular  ac- 
tivity, being  inhibited  by  calcium.  Potas- 
sium and  calcium  are  both  essential  in  the 


physiology  of  cells  in  terms  of  permeability 
of  cell  membranes  and  thus  are  necessary 
for  most  vital  processes. 

The  average  American  diet  provides  more 
than  enough  of  potassium,  as  it  does  of  so- 
dium and  chloride,  to  keep  the  normal  per- 
son in  balance.  The  largest  quantities  are 
needed  during  times  of  rapid  growth.  Most 
of  the  excess  potassium  is  excreted  by  the 
kidneys.  The  fact  that  potassium  is  related 
to  intracellular  fluid,  being  combined  with 
hemoglobin  and  other  cellular  proteins,  as 
contrasted  to  sodium  is  shown  by  the  fact 
that  in  normal  blood  serum  sodium  is  pres- 
ent in  amounts  of  about  330  mg.  percent, 
potassium  in  about  20  mg.  percent  whereas, 
in  red  cells  there  is  practically  no  sodium 
but  the  potassium  content  is  about  420  m. 
percent. 

Potassium  may  move  in  and  out  of  cells 
when  there  is  sodium  loss  as  was  indicated 
above.  It  moves  into  cells  with  the  growth 
of  protoplasm  and  out  with  its  disintegra- 
tion. It  moves  out  into  the  plasma  with 
increased  muscular  activity,  increased  me- 
tabolism, and  from  muscle  to  liver  with  lac- 
tic acid  and  in  the  reverse  direction  under 
contrary  circumstances. 

Deficiency  of  potassium  has  now  been 
recognized  clinically  in  circumstances  of 
fluid  loss  as  in  prolonged  vomiting  or  diar- 
rhea, intestinal  fistulae  and  gastrointestinal 
decompression  in  the  presence  of  inadequate 
intake.  In  the  treatment  of  diabetic  aci- 
dosis potassium  deficiency  may  develop 
through  the  expansion  of  extracellular  fluid 
in  the  correction  of  dehydration  by  potas- 
sium-free fluid.  Furthermore,  this  cation 
leaves  the  cell  to  enter  the  serum  and  is 
deposited  in  the  liver  with  glycogen.  In 
alkalosis  due  to  pyloric  obstruction  sodium 
may  displace  potassium  in  the  cell  the  latter 
then  being  excreted  from  the  serum  by  the 
kidney.  Under  the  administration  of  ACTH 
and  cortisone,  as  well  as  other  adrenal  hor- 
mones, for  a period  of  days  potassium  loss 
occurs,  the  patient  going  into  a state  of  neg- 
ative potassium  balance. 

Hypopotassium  reflects  itself  in  electro- 
cardiographic changes.*  In  80  percent  of 

*Bellet,  S.,  et  al. : Electrocardiographic  Patterns 
in  Hypopotassemia:  Observations  on  79  Patients, 
Am.  J.  M.  Sc.,  219:542,  1950. 
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cases  these  changes  consist  of  depression  of 
the  ST  segment  and  the  inversion  of  T 
waves  and  can  be  reversed  by  the  giving  of 
potassium.  There  are  no  other  clinical  signs 
of  deficiency.  Hypopotassemia  should  be 
corrected  by  giving  2 to  3 Gm.  of  potas- 
sium chloride  daily  if  fluid  loss  or  gastro- 
intestinal decompression  continues  for  more 
than  two  or  three  days.  It  may  be  added  to 
a liter  of  intravenous  fluids. 

Potassium  intoxication  occurs  in  the  anu- 
ria of  shock  and  lower  nephron  syndrome. 
Cardiac  arrest  is  a sign  of  hyperpotassemia. 
Lavage  of  the  stomach  is  the  only  manage- 
ment in  such  instances. 

No  doubt  much  more  will  be  learned  re- 
garding the  role  of  potassium  in  clinical 
medicine  in  the  next  few  years. 

R.  H.  K. 

* 

HOSPITALIZATION  FOR  TENNESSEE 
INDIGENTS 

Sometime  in  the  early  part  of  1951  the 
chairman  of  your  Public  Service  Committee 
and  other  representatives  of  the  Tennessee 
State  Medical  Association  waited  upon  Gov- 
ernor Browning  with  a request  that  the 
state  legislature  give  consideration  to  pro- 
viding means  for  the  hospitalization  of  in- 
digent patients.  It  was  rather  late  in  the 
session  and  advisers  felt  it  not  feasible  to 
accomplish  anything  which  might  be  sound 
on  such  relatively  short  notice.  The  legisla- 
ture did.  however,  appropriate  a sum  of 
money  to  empower  a commission  to  study 
the  problem  for  presentation  to  the  1953 
General  Assembly.  The  commission  ap- 
pointed consists  of  members  of  the  Tennes- 
see State  Medical  Association  under  the 
chairmanship  of  Dr.  R.  H.  Hutcheson,  Com- 
missioner of  Health. 

The  newspapers  have  announced  that  the 
commission  met  recently  and  appointed  Dr. 
R.  C.  Berson  as  executive  director  of  the 
study. 

It  is  the  hope  that  this  study  will  provide 
the  data  upon  which  the  General  Assembly 
will  act  to  provide  much  needed  aid  in  the 
care  of  the  indigent.  In  a previous  edito- 
rial* it  was  pointed  out  that  there  has  been 

^Editorial,  “Medical  Care  for  the  Indigent,”  J. 
Tennessee  M.  A.,  43:472  (Dec).,  1950. 


a long  experience  with  profession-backed 
methods  of  state  supported  hospitalization 
for  the  indigent.  A number  of  such  plans 
have  been  initiated  since  the  first  one  in 
1915. 

The  need  for  the  use  of  diagnostic  aids 
and  or  hospitalization  is  acute.  Most  of 
this  service  can  be  provided  in  communities 
close  to  the  patient’s  home.  The  major  ad- 
vantage of  state  supported  hospitalization 
of  the  medically  indigent  is  that  waste  will 
be  the  least  where  the  taxpayer  knows  the 
recipient.  Waste  increases  directly  with  the 
distance  between  the  site  of  disbursement 
(Washington)  and  the  recipient  (rural 
area).  Indigency  can  always  be  certified 
more  honestly  in  a home  community  with 
the  knowledge  available  to  the  county  judge 
and  family  doctor.  In  the  home  area  both 
judge  and  doctor  as  taxpayers  will  have  the 
interest  of  the  public  in  mind,  and  yet  it  is 
a rare  physician  who  is  not  so  human  but 
that  he  will  use  public  money  if  it  is  needed 
for  medical  care.  Under  such  a scheme  only 
the  physician  should  be  enabled  to  recom- 
mend hospitalization.  Last  year  it  was,  and 
again  will  be  emphasized  to  the  legislature 
that  doctors’  services  will  be  free. 

The  profession  can  show  constructive 
statesmanship  by  backing  legislation  of  this 
kind  in  order  to  implement  the  third  item  of 
the  TENNESSEE  TEN.  What  better 
means  is  there  to  still  the  demand  for  gov- 
ernmental medicine,  call  it  by  whatever 
name  you  wish.  Your  editor  hopes  every 
physician  in  the  state  will  seize  any  oppor- 
tunity which  presents  itself  to  inform  indi- 
vidual legislators  of  the  importance  of  this 
proposal  which  will  appear  before  the  next 
legislative  session. 

R.  H.  K. 

* 

A HOME  FOR  THE  TENNESSEE  STATE 
MEDICAL  ASSOCIATION 

By  this  time  each  member  of  the  Tennes- 
see State  Medical  Association  has  received  a 
letter  from  Past-President  Dr.  Ralph  Mon- 
ger. He  has  felt  very  strongly  that  the 
State  Association  should  have  a permanent 
home  in  Nashville.  Acting  upon  this  belief, 
Dr.  Monger  obtained  permission  from  the 


January,  1952 


WHATS  NEW  IN  MEDICINE— PROGRAMS  AND  NEWS 


35 


Trustees  to  undertake  a campaign  to  raise 
money  for  such  a building. 

From  his  experience  in  assisting  in  the 
raising  of  money  for  the  purchase  of  a home 
for  the  Knoxville  Academy  of  Medicine,  Dr. 
Monger  believes  that  a state-wide  appeal 
will  be  successful  in  getting  together  a good- 
ly sum  of  money  for  a home  for  the  State 
Association.  (The  Knoxville  project  was 
completed  at  a time  when  its  membership 
was  at  a low  number  during  the  war,  no 
man  in  service  being  asked  to  contribute.) 

A building  of  its  own  makes  an  organiza- 
tion a much  more  tangible  thing  to  the 
members  who  take  the  opportunity  to  cross 
its  threshold.  It  offers  a repository  of  rec- 
ords and  other  memorabilia.  Finally,  it  is 
more  economical  than  the  renting  of  office 
space  year  after  year.  The  overhead  on  a 
building  for  the  Association  could  be  car- 
ried by  rentals  of  offices  to  allied  profes- 
sional groups. 

Your  Editor  is  sure  that  all  of  us  wish 
Dr.  Monger  the  best  of  luck  in  the  big  chore 
he  has  taken  on  singlehandedly.  This  takes 
courage  and  it  is  hoped  that  the  membership 
will  back  him  with  what  he  asks  for, — 
money. 

R.  H.  K. 

* 

Honor  Roll 

Building  Fund  Contributors 

The  folloiving  members  have  sent  their 
checks  for  the  Building  Fund.  Contribu- 
tions now  total  more  than  $1,000  (Dec.  31 ). 

Kyle  C.  Copenhaver,  M.D.,  Knoxville 
William  Milton  Adams,  M.D.,  Memphis 
J.  L.  Bryan,  M.D.,  Nashville 
Nathaniel  J.  Chew,  Bristol 
H.  B.  Everett,  M.D.,  Memphis 
Frank  A.  Faulkner,  M.D.,  Knoxville 
John  E.  Kesterson,  M.D.,  Knoxville 
Henry  T.  Kirby-Smith,  M.D.,  Sewanee 
Rudolph  A.  Light,  M.D.,  Nashville 
H.  L.  Mon  roe,  M.D.,  Erwin 
Herschel  Penn,  M.D.,  Knoxville 
Jarrell  Penn,  M.D.,  Knoxville 
Frank  W.  Stevens,  M.D.,  Nashville 
Hugh  Swingle,  M.D.,  Johnson  City 
Robert  T.  Terry,  M.D.,  Nashville 
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Clinical  Effects  of  Cortisone  Administered  Orally 
to  Patients  with  Rheumatoid  Arthritis,  Ward,  L. 
E.,  Slocumb,  C.  II.,  Polley,  H.  F.,  and  Lowman, 
E.  W.,  Proc.  Staff  Meet.,  Mayo  Clinic,  26:361, 
1951. 

Oral  use  of  cortisone  was  begun  as  a long-term 
experimental  treatment  of  rheumatoid  arthritis. 
By  this  means  99  of  100  cases  of  rheumatoid  ar- 
thritis obtained  relief.  Only  slightly  more  corti- 
sone was  needed  orally  than  parenterally  to  obtain 
relief.  Effects  were  noted  to  be  more  prompt  by 
oral  administration  than  by  injection.  The  daily 
dose  needed  to  be  given  in  3 or  4 parts  during  the 
day  because  of  the  short  effect  of  orally  given  cor- 
tisone. The  side  effects  were  the  same  as  with 
injected  cortisone  and  occurred  in  54  cases,  consist- 
ing in  the  main  of  mental  stimulation,  rounding  of 
the  face,  alterations  of  electrolytes,  etc.  Initial 
daily  suppressive  doses  varied  from  37.5  to  200  mg. 
Maintained  doses  ranged  from  25  to  100  mg. 

Since  these  patients  represent  a long-term  inves- 
tigative study,  in  only  11  patients  was  cortisone 
discontinued.  Relapses  of  the  arthritis  occurred  in 
10-60  hours  after  withdrawal  of  the  hormone  in  9. 
Two  maintained  remissions  now  of  2 and  10  months 
respectively. 

* 

Development  of  Treponemal  Immobilizing  Anti- 
bodies in  Mice  Following  Injection  of  Killed  Tre- 
ponema Pallidum,  McLeod,  Charlotte,  and  Mag- 
nuson,  II.  J.,  J.  Ven.  Dis.  Inform.,  32:274,  1951. 

The  only  specific  laboratory  method  for  testing 
whether  a person  has  ever  suffered  a syphilitic 
infection  is  the  demonstration  of  treponemal  im- 
mobilizing antibodies  in  his  serum.  In  an  extension 
of  this  study  an  attempt  to  immunize  rabbits  was 
unsuccessful.  The  authors  have  found  that  white 
mice,  though  showing  only  asymptomatic  infection, 
following  inoculation  with  T.  pallidum,  will  develop 
immobilizing  antibodies.  Inocula  were  derived  from 
testicles  of  rabbits  inoculated  with  T.  pallidum  of 
the  Nichols  strain.  Normal  mouse  serum  contains 
no  immobilizing  antibodies.  The  inoculation  with 
8 million  treponemas  did  not  stimulate  antibody 
formation  in  3 months.  However,  12  million  liv- 
ing, mapharsen-killed  or  heat-killed  treponemas 
stimulated  such  antibodies  in  less  than  2 weeks. 


Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Consolidated  Medical  Assembly  of 
West  Tennessee  held  its  regular  monthly 
dinner  session  at  the  New  Southern  Hotel 
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on  Tuesday,  December  4.  The  scientific 
program  consisted  of  a paper  on  “Lym- 
phatics of  the  Stomach”  by  Dr.  John  G. 
Riddle  of  Jackson.  The  following  officers 
were  elected:  President,  Dr.  Julian  K. 

Welch,  Jr.,  of  Brownsville,  a Vice-President 
of  the  Tennessee  State  Medical  Association ; 
First  Vice-President,  Dr.  John  Powers  of 
Jackson;  Second  Vice-President,  Dr.  John 
Jackson  of  Dyer;  and  Third  Vice-President, 
Dr.  John  T.  Keeton  of  Clifton.  Dr.  S.  M. 
Herron  of  Jackson  was  re-elected  Secretary- 
Treasurer,  and  Dr.  Leland  Johnston  of 
Jackson,  Assistant  Secretary-Treasurer. 
Forty-five  members  attended  the  meeting. 

4c 

Knoxville  Academy  of  Medicine 

The  Academy  held  its  regular  meeting  at 
8:00  P.M.  at  the  Academy  Building  on  De- 
cember 4.  Dr.  John  Dougherty  of  Knox- 
ville discussed  “Problems  Encountered  in 
Genito-Urinarv  Tuberculosis.” 

The  Knoxville  Academy  held  its  regu- 
lar bimonthly  meeting  on  December  18  at 
the  Academy  Building.  The  speaker  was 
Dr.  W.  W.  Wilkerson,  Jr.,  of  Nashville. 
Dr.  Wilkerson  related  details  of  the  opera- 
tion of  the  Hearing  and  Speech  Center  in 
Nashville.  Following  Dr.  Wilkerson’s  ad- 
dress the  Knoxville  Academy  endorsed  the 
establishment  of  a similar  center  for  the 
correction  of  speech  and  hearing  defects  for 
East  Tennessee  children.  However,  no  con- 
crete plans  for  the  actual  operation  of  this 
center  were  undertaken  at  this  meeting. 

4c 

Robertson  County  Medical  Society 

The  Society  held  its  regular  meeting  on 
December  11  at  the  Springfield  Hospital 
with  a large  majority  of  the  members  pres- 
ent. Officers  elected  for  the  year  1952 
were:  John  S.  Hawkins,  President;  Willie 
P.  Stone,  Vice-President;  and  Dr.  John  S. 
Freeman  was  re-elected  Secretary-Treasur- 
er. The  scientific  program  was  an  illus- 
trated lecture  on  “Clinical  Jaundice”  by  Dr. 
Harrison  Shull  of  Nashville. 

4c 

Sullivan-Johnson  County  Medical  Society 

The  Society  elected  its  1952  officers  at  its 
regular  December  meeting.  Dr.  Hyatt 


Brown  of  Kingsport  was  elected  President; 
Dr.  George  McCall  of  Bristol,  Vice-Presi- 
dent; and  Dr.  Charles  Harkrader,  Jr.,  of 
Bristol,  Secretary-Treasurer. 

4c 

Hamblen  County  Medical  Society 

The  Society,  composed  of  physicians  in 
Hamblen  and  Jefferson  Counties,  held  its 
annual  election  at  its  December  meeting. 
Dr.  Sam  Sullenberger  of  Dandridge  was 
chosen  President.  Dr.  Sullenberger  suc- 
ceeds Dr.  F.  F.  Painter,  who  was  presented 
a Fifty-Year  Service  Pin  from  the  Tennes- 
see State  Medical  Association  in  recognition 
of  his  fifty  years  of  service  in  Hamblen 
County. 

4c 

Memphis  and  Shelby  County  Society 

Officers  for  1952  were  installed  at  the 
Society’s  regular  meeting  on  December  18. 
Dr.  Henry  Gotten  is  the  new  President; 
Dr.  D.  H.  James,  Vice-President;  Dr.  Battle 
Malone  II,  Treasurer;  and  Dr.  Malcolm 
Aste,  Secretary.  Dr.  Gotten  succeeds  Dr. 
William  Stinson.  The  President-Elect  of 
the  Society  is  Dr.  E.  G.  Campbell,  Chief  of 
Staff  at  St.  Joseph’s  Hospital.  Dr.  Camp- 
bell holds  membership  in  a large  number  of 
medical  organizations. 

4c 

Roane  County  Society 

Dr.  Barton  McSwain  of  Nashville  ad- 
dressed the  Society  at  its  regular  Novem- 
ber meeting  on  the  subject  of  “Surgical 
Diseases  of  the  Spleen.”  The  meeting  was 
held  in  the  Doctors’  Lounge  at  the  Oak 
Ridge  Hospital.  Invitations  had  been  ex- 
tended to  all  physicians  in  the  area. 

The  Medical  Auxiliary  met  the  same 
night  at  the  home  of  Mesdames  E.  M.  and 
P.  M.  Dings.  1952  officers  were  scheduled 
for  election  at  the  meeting. 

4c 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  held  its  regular  election  on 
December  13.  Dr.  Fred  E.  Marsh  was  elect- 
ed President,  succeeding  Dr.  James  L.  Ham- 
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ilton.  Dr.  William  G.  Stephenson  was 
named  President-Elect  and  Dr.  Robert  G. 
Demos  was  re-elected  Secretary-Treasurer. 

* 

Monroe,  McMinn  and  Loudon  County 
Societies 

A joint  dinner  meeting  of  the  three  So- 
cieties was  held  recently  at  the  home  of  Dr. 
and  Mrs.  R.  C.  Kimbrough  of  Madisonville. 
The  scientific  program  was  given  by  Dr. 
Frank  Rogers  and  Dr.  A.  W.  Diddle  of 
Knoxville  who  spoke  on  “Diagnosis  and 
Treatment  of  Cancer  of  the  Cervix.”  The 
Knoxville  physicians  illustrated  their  talks 
with  lantern  slides. 

* 

Bradley  County  Medical  Society 

Members  of  the  Society  were  entertained 
at  a dinner  party  recently  at  the  home  of 
Dr.  Dwight  N.  Arnold.  Dr.  Paul  Golley, 
Chattanooga  and  Hamilton  County  Health 
Officer,  was  the  guest  speaker. 

* 

Tri-County  Medical  Society 

The  Tri-County  Society  held  its  annual 
election  meeting  at  the  Johnson  City  Coun- 
try Club  last  month.  Dr.  J.  R.  Bowman  of 
Johnson  City  was  elected  President.  Dr. 
Earl  Peterson  of  Erwin  was  elected  Presi- 
dent-Elect; Dr.  H.  P.  Williams  of  Eliza- 
bethton,  Vice-President;  Dr.  John  Wilson, 
Johnson  City,  Secretary;  and  Dr.  T.  P.  Mc- 
Kee, Johnson  City,  Treasurer.  Dr.  Lee  K. 
Gibson  of  Johnson  City  and  Dr.  H.  L.  Mon- 
roe of  Erwin  were  elected  Delegates  to  the 
Tennessee  State  Medical  Association.  Dr. 
E.  L.  Caudill,  Jr.,  of  Elizabethton  is  the 
outgoing  President. 

* 

Nashville  Academy  of  Medicine 

The  annual  election  of  officers  was  held 
on  December  11.  Dr.  Willard  0.  Tirrill  is 
President-Elect  for  1952.  Dr.  William  Ken- 
non,  Jr.,  was  re-elected  as  Secretary-Treas- 
urer. Doctors  W.  O.  Vaughn  and  R.  H. 
Kampmeier  were  elected  to  replace  Doctors 
W.  W.  Wilkerson,  Jr.,  and  C.  C.  Trabue,  who 


have  completed  three  years  of  service  on  the 
Board  of  Directors. 

* 

Putnam  County  Medical  Society 

Officers  elected  for  1952  are:  Dr.  J.  T. 
DeBerry,  President ; Dr.  K.  L.  Haile,  Vice- 
President ; Dr.  T.  Shipley,  Secretary-Treas- 
urer; Dr.  W.  A.  Hensley  as  delegate  and 
Dr.  W.  A.  Howard  as  alternate. 


NATIONAL  NEWS 


The  U.  S.  Budget  Bureau  believes  the 
time  has  come  to  limit  expansion  of  basic 
federal  health  programs  to  those  contribut- 
ing directly  to  national  defense ; it  feels  a 
“ complete  and  systematic”  review  of  all 
federal  grants  for  promoting  health  is  now 
in  order,  with  a view  toward  economy  and 
efficiency  and  elimination  of  possible  fed- 
eral interference  in  state  operations. 

Elmer  Staats,  assistant  director  of  the 
Bureau,  who  outlined  the  government  posi- 
tion to  State  and  Territorial  Health  Offi- 
cers, placed  current  federal  spending  on  all 
health  and  hospital  programs,  including  the 
military  and  for  veterans,  at  $1.75  billion 
annually.  This  is  greater  than  that  spent 
by  all  state  and  local  governments.  He  list- 
ed these  facts  to  show  extent  of  federal 
health  activities:  (1)  more  than  25  million 
persons,  including  18.5  million  veterans,  3.5 
million  officers  and  enlisted  men  and  2 mil- 
lion federal  civilian  employees  eligible  for 
medical  services  and  hospital  care,  (2)  over 
500  hospitals  with  220,000-bed  capacity  un- 
der Federal  operation  or  nearly  20  percent 
of  all  hospital  beds  in  the  U.  S.,  (3)  10  grant 
programs  costing  $233  million  concerned 
directly  with  health. 

On  the  question  of  re-examining  grant 
programs,  Mr.  Staats  said  they  might  be 
more  effective  and  economical  if  existing 
piecemeal  programs  were  consolidated  into 
broader  programs  and  if  grants  could  be 
more  definitely  related  to  fiscal  resources 
of  the  states  as  well  as  to  the  states’  needs 
for  services.  Further,  he  believes  federal 
administrators  of  programs  should  be  given 
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enough  authority  to  make  sure  that  national 
interests  are  protected  “but  not  so  much 
authority  that  coercion  is  substituted  for 
cooperation. 


University  of  Tennessee  College  of 
Medicine 

Four  new  members  have  been  added  to 
the  staff  of  the  Division  of  Anatomy.  They 
are  R.  L.  Bacon,  Ph.D.,  S.  A.  Cohn,  Ph.D., 
L.  S.  Cunningham,  M.D.,  and  J.  S.  Davis, 
Ph.D. 

* 

Vanderbilt  University  School  of  Medicine 

In  honor  of  the  late  Dr.  G.  C.  Savage,  out- 
standing ophthalmologist  of  Nashville,  a 
lectureship  sponsored  by  the  Senior  Class 
has  been  established.  The  first  lecture  was 
given  on  November  16  by  Dr.  Harold  F. 
Falls,  professor  of  ophthalmology  of  the 
University  of  Michigan,  Ann  Arbor.  His 
subject  was  “Hereditary  Syndrome  of  the 
Head  and  Neck.” 

The  Vanderbilt  Medical  Society  met  on 
Friday,  January  4,  1952.  The  program  was 
devoted  to  a review  of  the  life  and  works  of 
Dr.  Edgar  Jones,  with  the  following  pro- 
gram : 

Edgar  Jones : Biographical  Review  by  Dr. 
Hugh  J.  Morgan. 

Edgar  Jones:  Bibliographical  Review  by 
Dr.  R.  H.  Kampmeier. 

“A  Study  of  Relapse  of  Patients  with  Per- 
nicious Anemia,”  by  Dr.  Edgar  Jones,  Dr. 
Margaret  P.  Martin  and  Dr.  William  J. 
Darby. 

Case  Report:  Minimal  Dose  of  Vitamin 
Bi=  in  Treatment  of  Pernicious  Anemia,  by 
Dr.  Edgar  Jones,  Dr.  Sam  Clark,  Jr.,  and 
Dr.  Harold  Sandstead. 

* 

Newell  Hospital 

The  Chattanooga  papers  have  carried  the 
story  of  the  modernization  and  expansion  of 
the  Newell  Hospital  by  an  expenditure  of 
$150,000.  A new  fire-proof,  air-conditioned 


wing  will  be  built.  This  will  house  emer- 
gency and  operating  rooms. 

* 

Dr.  Berson  Named  Executive  Director  of 
Hospital  Care  Commission 

Dr.  Robert  C.  Berson,  a native  of  Browns- 
ville, Tennessee,  and  a graduate  of  Vander- 
bilt University  School  of  Medicine  in  1937, 
was  named  Executive  Director  of  the  State 
Hospital  Indigency  Care  Commission  at  a 
recent  meeting  of  the  Commission  in  Nash- 
ville. After  training  as  a house  officer  at 
Vanderbilt  University  Hospital,  Dr.  Berson 
served  with  the  Vanderbilt  University  Unit 
from  1942-46.  Subsequently  he  was  assist- 
ant dean  at  the  University  of  Illinois  Medi- 
cal School.  In  the  last  two  years  he  has 
been  engaged  in  a nation-wide  survey  of 
medical  education  under  the  auspices  of  the 
AMA  and  Association  of  American  Medical 
Colleges. 

The  Commission,  of  which  Dr.  R.  H. 
Hutcheson  is  Chairman,  is  a fact-finding 
group  created  by  the  1951  General  Assem- 
bly to  study  the  practicability  of  establish- 
ing a program  of  hospital  care  for  the  med- 
ically indigent  in  Tennessee. 

The  Commission  is  scheduled  to  report  its 
findings  and  to  make  recommendations  to 
the  governor  by  October,  1952.  If  the  plan 
for  the  hospital  care  of  Tennessee  indigents 
is  approved  by  the  governor,  the  report  and 
recommendations  will  be  submitted  to  the 
1953  General  Assembly  for  action. 

Physicians  in  Tennessee,  through  their 
Public  Service  Committee  of  the  Tennessee 
State  Medical  Association,  have  pledged 
their  service  without  charge  to  all  patients 
who  would  be  eligible  for  admittance  to  hos- 
pitals under  the  proposed  program. 

* 

Tennessee  Department  of  Public  Health* 
Report  on  Tumor  Clinics 

The  third  year  of  participation  of  tumor  clinics 
in  Tennessee  in  the  study  of  cancer  patients  con- 
ducted by  the  Tennessee  Department  of  Public 
Health  has  been  completed.  Five  clinics  partici- 


*This  is  an  abstract  of  the  report.  A number  of 
tables  are  not  included.  No  doubt  complete  reports 
are  available  from  the  Department  of  Public 
Health. 
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TABLE  I 

Number  and  Percentage  of  Cases  of  Malignant  Neoplasms,  by  Color  and  Sex,  Tumor  Clinics,  Tennessee, 

1947,  1948,  and  1949* 


Total 

White 

Male 

White 

Female 

Colored 

Male 

Colored 

Female 

Year 

Num 

Per- 

Num- 

Per- 

Num 

Per- 

Num- 

Per- 

Num- 

Per- 

ber 

cent 

ber 

cent 

ber 

cent 

ber 

cent 

ber 

cent 

1947 

497 

100.1 

129 

26.0 

188 

37.8 

44 

8.9 

136 

27.4 

1948 

749 

100.0 

244 

32.6 

225 

30.0 

74 

9.9 

206 

27.5 

1949 

1230 

99.9 

372 

30.2 

485 

39.4 

83 

6.7 

290 

23.6 

*Five  clinics  are  included  for  1947  and  1948. 


pated  for  the  first  2 years  and  six  clinics  are  in- 
cluded in  the  year  1949.  The  annual  reports  of  the 
six  clinics  have  been  combined  in  this  summary 
report  which  gives  data  regarding  new  admissions 
during  the  third  year  of  study. 

Only  cases  of  malignant  neoplasms  are  included 
in  this  report  for  1949.  The  fact  that  six  clinics 
are  in  the  study  in  1949  while  five  clinics  were 
included  previously  should  be  remembered  through- 
out this  report.  Although  the  new  clinic  is  respon- 
sible for  208  of  the  total  number  of  admissions 
there  was  a substantial  increase  in  the  five  clinics 
included  in  the  1947  and  1948  reports. 

As  the  number  of  patients  admitted  to  the  parti- 
ipating  clinics  has  increased,  an  increase  in  the 
number  of  admissions  was  noted  for  each  of  the 
groups,  white  males,  white  females,  colored  males 
and  colored  females  (Table  I).  The  percentage  of 
females  has  exceeded  that  of  males  for  every  year 
of  the  study. 

Data  regarding  malignant  neoplasms  according 
to  site  for  1947,  1948,  and  1949  are  given  in  Table 
II.  An  increase  in  admissions  has  occurred  each 
year  for  cancers  of  the  groups  of  sites  included. 
For  some  of  the  groups  the  increases  were  gi'eat; 
for  example  only  9 of  the  newly  diagnosed  cases  in 
1947  were  of  the  respiratory  system  while  54  of  the 
cases  in  1949  were  diagnosed  as  being  in  that  group. 


Six  clinics  are  included  for  1949. 

The  numbers  and  percentages  of  cases  of  malig- 
nant neoplasms  according  to  site  and  extent  are 
given  in  Table  III.  When  the  extents  of  the  lesions 
are  studied  it  is  found  that  of  the  malignant  neo- 
plasms 277  (22.5%)  were  localized,  383  (31.1%) 
had  extension  to  the  nodes  and/or  regional  metas- 
tasis, and  209  (17.0%)  were  considered  as  having 
remote  metastasis  at  the  time  of  admission.  More 
than  one-fourth  (29.3%)  were  unclassified  by  ex- 
tent. During  the  previous  year  the  extent  was  not 
given  for  26.2%  of  the  cases.  Thus,  it  is  evident 
that  this  information  is  not  being  completed  on  all 
records.  The  neoplasms  with  unclassified  extent 
varied  from  none  in  one  clinic  to  86.1%  of  the  ad- 
missions in  another  clinic. 

There  were  wide  variations  in  the  extents  of 
the  lesions  according  to  site.  For  example,  only 
10.9%  of  the  cases  of  malignant  neoplasms  of  diges- 
tive organs  were  localized  while  43.5%  of  the  skin 
lesions  and  24.1%  of  those  of  respiratory  system 
were  localized  in  extent.  Nearly  three-fourths  of 
the  cancers  of  female  breast  had  either  regional 
involvement  or  remote  metastasis  at  the  time  of 
admission.  The  extent  was  unclassified  for  nearly 
one-half  (42.3%)  of  the  skin  neoplasms.  The  per- 
centages for  the  unclassified  lesions  varied  from 
none  for  lymphosarcoma  to  50.0%  for  the  brain, 
etc.  If  the  extents  were  given  for  all  of  the  lesions, 


TABLE  II 

Number  and  Percentage  of  Cases  of  Malignant  Neoplasms  According  to  Site,  Tumor  Clinics,  Tennessee, 

1947,  1948,  and  1949* 


1947 

1948 

19^9 

Site 

Number  Percent 

Number 

Percent 

Number 

Percent 

Total 

497 

100.0 

749 

99.9 

1230 

100.1 

Buccal  cavity 

31 

6.2 

72 

9.6 

102 

8.3 

Digestive  organs 

30 

6.0 

77 

10.3 

92 

7.5 

Respiratory  system 

9 

1.8 

16 

2.1 

54 

4.4 

Female  genital  organs 

135 

27.2 

157 

21.0 

336 

27.3 

Female  breast 

70 

14.1 

90 

12.0 

143 

11.6 

Male  genital  organs 

19 

3.8 

38 

5.1 

44 

3.6 

Urinary  system 

13 

2.6 

13 

1.7 

23 

1.9 

Skin 

136 

27.4 

201 

26.8 

317 

25.8 

Others 

54 

10.9 

85 

11.3 

119 

9.7 

Five  clinics  are  included 

for  1947  and 

1948. 

Six  clinics  are  included  for 

1949. 
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TABLE  III 

Number  and  Percentage  of  Cases  of  Malignant  Neoplasms  According  to  Site,  by  Extent,  Six  Tumor 

Clinics,  Tennessee,  1949 


Total 

Localized 

Regional 

involvement 

Remote 

Metastasis 

Not 

Classified 

Site 

Num- 

ber 

Per- 

cent 

Num- 

ber 

Per- 

cent 

Num- 

ber 

Per- 

cent 

Num- 

ber 

Per- 

cent 

Num- 

ber 

Per- 

cent 

Total 

1230 

99.9 

277 

22.5 

383 

31.1 

209 

17.0 

361 

29.3 

Buccal  cavity 

102 

100.0 

18 

17.6 

34 

33.3 

17 

16.7 

33 

32.4 

Digestive  organs 

92 

100.0 

10 

10.9 

31 

33.7 

28 

30.4 

23 

25.0 

Respiratory  system 

54 

100.0 

13 

24.1 

12 

22.2 

16 

29.6 

13 

24.1 

Female  genital  organs 

336 

100.0 

58 

17.3 

125 

37.2 

71 

21.1 

82 

24.4 

Female  breast 

143 

100.0 

16 

11.2 

83 

58.0 

20 

14.0 

24 

16.8 

Male  genital  organs 

44 

99.9 

3 

6.8 

17 

38.6 

14 

31.8 

10 

22.7 

Urinary  system 

23 

100.0 

4 

17.4 

8 

34.8 

7 

30.4 

4 

17.4 

Skin 

317 

100.0 

138 

43.5 

38 

12.0 

7 

2.2 

134 

42.3 

Brain  and  other  parts 
of  nervous  system 

3 

100.0 

1 

12.5 

2 

25.0 

i 

12.5 

4 

50.0 

Bone 

10 

100.0 

1 

10.0 

4 

40.0 

2 

20.0 

3 

30.0 

Lymphosarcoma 

100.0 

2 

22.2 

2 

22.2 

5 

55.6 

— 

— 

Hodgkin’s  disease 

9 

99.9 

— 

— 

2 

22.2 

3 

33.3 

4 

44.4 

Leukemia 

17 

100.1 

i 

5.9 

2 

11.8 

7 

41.2 

7 

41.2 

Others 

66 

100.0 

12 

18.2 

23 

34.8 

ii 

16.7 

20 

30.3 

it  is  probable  that  the  distribution  by  extent  would 
be  quite  different  from  that  shown  in  Table  III. 

Information  regarding  the  interval  from  onset  of 
symptoms  to  date  of  admission  according  to  the 
extent  of  the  lesion  was  analyzed  for  the  1949 
admissions  to  the  six  clinics.  For  342  (27.8%)  of 
the  cases  the  date  of  onset  of  symptoms  was  given 
as  being  less  than  six  months  prior  to  admission. 
One  hundred  eighty-three  others  stated  the  onset 
to  have  been  between  six  months  and  one  year  prior 
to  admission.  Thus,  525  or  42.7%,  were  aware  of 
symptoms  less  than  one  year  before  the  first  visit 
to  the  tumor  clinic  was  made.  Four  hundred  sev- 


enty-seven (38.8%)  were  aware  of  symptoms  one 
year  or  more  before  the  first  visit.* 

Of  the  342  who  had  symptoms  for  less  than  six 
months  only  72  (21.1%)  had  localized  lesions,  134 
(39.2%)  had  extension  to  the  nodes  and/or  regional 
metastasis  and  72  had  remote  metastasis.  Slightly 
more  than  one-third  (36.2%)  of  those  whose  onsets 
were  stated  as  being  five  or  more  years  prior  to 
admission  were  localized  lesions  while  only  6.7% 
had  remote  metastasis.  These  data  suggest  that  the 


*The  date  of  onset  was  unknown  for  228  or  18.5% 
of  the  cases. 


TABLE  IV 

Number  and  Percentage  of  Cases  of  Malignant  Neoplasms  According  to  Interval  from  Onset  of  Symptoms 
to  Date  of  Admission,  Six  Tumor  Clinics,  Tennessee,  1947,  1948,  and  1949* 


Interval 

1947 

1948 

1949 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Total 

497 

99.8 

749 

99.8 

1230 

99.9 

Under  1 month 

34 

6.8 

29 

3.9 

55 

4.5 

1-5  months 

140 

28.2 

200 

26.7 

287 

23.3 

6-11  months 

67 

13.5 

126 

16.8 

183 

14.9 

1 year 

72 

14.5 

111 

14.8 

186 

15.1 

2 years 

40 

8.0 

57 

7.6 

95 

7.7 

3 years 

22 

4.4 

34 

4.5 

53 

4.3 

4 years 

12 

2.4 

19 

2.5 

38 

3.1 

5-9  years 

37 

7.4 

55 

7.3 

54 

4.4 

10  years  and  over 

35 

7.0 

34 

4.5 

51 

4.1 

Unknown 

38 

7.6 

84 

11.2 

228 

18.5 

Five  clinics  are 

included 

for  1947  and  1948.  Six  clinics  are  included  for  1949. 
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onsets  as  stated  are  questionable.  Efforts  should 
be  made  to  secure  the  time  that  the  symptoms  of 
the  present  condition  appeared. 

Although  the  number  of  admissions  increased  in 
1949,  the  percentage  of  the  cases  diagnosed  within 
six  months  after  onset  of  symptoms  did  not  increase 
(Table  IV).  The  percentage  with  onset  of  symp- 
toms unknown  has  increased  each  year.  In  1949, 
the  number  with  the  interval  unknown  was  large. 
If  this  number  had  been  smaller,  some  of  the  other 
percentages  might  have  been  changed  substantially. 

Of  the  857  cases  of  white  patients,  59  or  6.9% 
were  of  persons  under  35  years  of  age,  while  9.9% 
of  the  cases  of  colored  patients  were  in  that  age 
group.  There  were  111  or  13.0%  of  the  cases  of 
white  persons  and  82  or  22.0%  of  the  colored  per- 
sons in  the  age  group,  35-44  years.  The  percent- 
ages were  much  higher  in  the  older  age  groups  for 
the  white  persons  than  for  the  colored.  One  hun- 
dred fifty-two  ( 17.7  % ) of  the  cases  of  white  pa- 
tients and  only  4.3%  of  the  cases  of  colored  pa- 
tients were  of  persons  75  years  of  age  or  over. 

Data  regarding  treatment  received  by  the  pa- 
tients in  the  clinics  are  given  by  clinic  in  tables 
in  the  report.  The  data  are  for  treatment  received 
after  admission  to  the  clinics  and  do  not  include 
any  treatment  received  prior  to  admission.  When 
no  record  of  treatment  could  be  found  it  was  as- 
sumed that  no  treatment  was  given.  Thus,  it  is 
possible  that  for  clinics  where  the  records  were  not 
complete  the  figures  presented  here  may  not  repre- 
sent all  the  actual  treatment  given  patients. 

Variations  were  noted  in  the  types  of  treatment 
given  in  the  clinics.  Over  one-fourth  (28.4%)  of 
the  1230  cases  of  malignant  neoplasms  received 
X-ray  only  and  approximately  one-fifth  (21.1%) 
received  surgery  only.  Clinic  A used  X-ray  alone 
for  51.8%  of  the  patients.  Clinic  E used  surgery 
alone  for  over  one-third  (34.2%)  of  its  admissions 
and  Clinic  F used  X-ray  alone  for  33.7%  of  its 
patients. 

X-ray  only  was  used  for  40.4%  and  surgery  only 
for  32.5%  of  the  cases  with  skin  lesions.  Over 
three-fourths  (81.2%)  of  the  cases  of  skin  neo- 
plasms in  Clinic  A were  treated  with  X-ray  alone. 
Clinics  E and  F also  used  X-ray  more  frequently 
on  skin  lesions  while  Clinics  B and  D used  surgery 
on  a larger  percentage  of  their  cases.  A slightly 
larger  percentage  (24.2%)  of  the  cases  with  non- 
skin neoplasms  received  X-ray  only  than  received 
surgery  only  (17.2%).  In  the  report  for  1948  the 
reverse  was  true  with  a larger  percentage  of  non- 
skin neoplasms  being  treated  with  surgery  only 
than  with  X-ray  only. 

Two  hundred  forty  (26.3%)  of  the  cases  recorded 
as  either  having  received  no  treatment  or  it  was 
unknown  as  to  whether  treatment  was  received. 
They  were  used  in  this  report  as  having  received  no 
treatment. 


Dr.  T.  R.  Ray,  Shelbyville,  Past-President 
of  the  Tennessee  State  Medical  Association, 
was  elected  Chief  of  Staff  of  the  new  Bed- 
ford County  Hospital.  Dr.  Alfred  Farrar 
was  named  Vice-President  and  Dr.  James  N. 
Burch  was  named  Secretary  at  a recent  staff 
meeting. 

Dr.  John  Saffold  got  a “pain  in  the  neck’’ 
in  attending  the  Kentucky-Tennessee  game. 
Dr.  Saffold  bumped  his  head  in  a parking 
garage  and  X-rays  later  revealed  that  a 
cervical  vertebra  was  broken. 

Dr.  Fred  Terry  of  Cookeville  was  elected 
President  of  the  Medical  Staff  of  the  Cooke- 
ville General  Hospital  at  a recent  meeting. 
Dr.  Thurman  Shipley  was  named  Vice-Pres- 
ident and  Dr.  .1.  T.  DeBerry  Secretary- 
Treasurer. 

Dr.  W.  L.  Rucks,  Memphis,  has  been  ap- 
pointed Chairman  of  an  Advisory  Commit- 
tee to  organize  a medical  staff  for  the  Le 
Bonheur  Children’s  Hospital.  Dr.  Tom 
Mitchell  is  the  hospital’s  chief  of  staff. 

Dr.  John  Burkhart  of  Knoxville  addressed 
the  Knoxville  Jaycettes  on  the  subject  of 
“Heart  Diseases”  at  a recent  meeting. 

Dr.  Foster  Hampton,  Jr.,  addressed  a re- 
cent meeting  of  the  Chattanooga  Business 
Women’s  Club  on  “The  Social  Aspects  of 
Medical  Progress.”  He  spoke  in  the  inter- 
est of  the  blood  program  of  the  Chattanooga 
Heart  Association. 

The  International  College  of  Surgeons 
paid  a moving  tribute  to  its  recently  de- 
ceased President,  Dr.  Herbert  Acuff  of 
Knoxville.  The  tribute  was  paid  at  a for- 
mal memorial  service  recently  held  in  Chi- 
cago by  the  U.  S.  Chapter  of  the  College. 
The  ceremony  was  attended  by  more  than 
300  surgeons  throughout  the  United  States 
and  represented  several  foreign  countries. 

Dr.  Jack  Adams  of  Chattanooga  addressed 
the  Chattanooga  Society  of  Medical  Tech- 
nologists at  a recent  meeting.  He  spoke  on 
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the  organization  of  the  American  Society  of 
Clinical  Pathologists. 

Dr.  Augustus  McCravey  of  Chattanooga, 
adviser  to  the  Tri-State  Chapter  of  the 
National  Paraplegic  Foundation,  gave  a ra- 
dio address  over  WAGC  on  “Abilities  and 
Disabilities  of  the  Paraplegic.”  The  broad- 
cast was  sponsored  by  the  Chattanooga- 
Hamilton  County  Health  Council. 

Dr.  M.  A.  Carnes  of  Maryville  addressed 
the  Maryville  Rotary  Club  recently  on  “The 
Value  of  the  Clinical  Lecture  to  Medical 
Science.”  Dr.  Carnes  pointed  out  that  the 
clinical  lecture  has  been  one  of  the  most 
important  aspects  of  medical  education 
since  the  date  of  the  first  medical  lecture 
in  the  United  States  on  December  3,  1776. 


Dr.  James  Hughes  of  Memphis  was  elected 
President  of  the  Memphis  and  Shelby  Coun- 
ty Pediatric  Society  at  a recent  meeting. 

Dr.  John  B.  Youmans,  Nashville,  was 
elected  vice-president  of  the  American 
Clinical  and  Climatological  Association  at 
its  meeting  November  5.  at  Skytop,  Penn- 
sylvania. Doctors  Albert  Weinstein  and 
Harrison  Shull  also  of  Nashville  were  elect- 
ed to  membership. 
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Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Adequate 
office  space  is  available,  together  with  hospital  fa- 
cilities and  the  full  cooperation  of  a group  of  four 
doctors,  and  considerable  practice  is  assured  from 
the  beginning. 


Location  Wanted 

A young  physician  desires  to  enter  general  prac- 
tice in  Tennessee.  He  is  37,  married,  has  two 
children.  He  graduated  with  honors  from  UT 
Medical  School  in  1945.  Completed  13-month  intern- 
ship at  John  Gaston  Hospital,  then  entered  the 
Public  Health  Service  and  received  a postgraduate 
course  and  clinical  training  in  diseases  of  the 
chest.  Served  as  Director  of  Tuberculosis  Control 


Division  of  Public  Health  Department  from  1940  to 
1950.  He  is  presently  employed  as  full-time  physi- 
cian with  a State  Public  Health  Department.  He 
has  a Tennessee  license  and  would  be  available  on 
thirty  days’  notice. 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself : 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  YA  Hospital,  Kerrville,  Tex- 
as, 1949-51.  Now  located  at  VA  Hospital,  Butler, 
Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


Surgical  Residents  Wanted 

The  Newell  Hospital,  Inc.,  Chattanooga  2,  Ten- 
nessee, has  immediate  opening  for  surgical  resi- 
dents. The  hospital  is  an  accredited  50-bed  general 
hospital  with  a large  private  clinic  practice.  The 
resident  salary  is  $400  per  month  with  mainte- 
nance. The  Newell  Hospital  has  recently  become 
approved  for  one-year  residency  training  by  the 
Council  on  Hospitals  of  the  American  Medical 
Association.  Residents  can  obtain  approval  from 
the  American  Board  of  Surgery  and  the  American 
College  of  Surgeons  on  a preceptorship  basis.  The 
address  inquiry  to  Dr.  Edward  T.  Newell,  Jr., 
c/o  The  Newell  Hospital.  The  present  residency 
is  open  until  July  1,  1952,  at  which  time  three 
additional  appointments  will  be  available. 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
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of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 


PW-5 


★ 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


The  following  communication  has  been  received 
by  this  office : 

“This  letter  is  in  behalf  of  our  community’s  need 
for  a good  general  medical  doctor.  We  have  no 
doctor  at  all  in  our  area,  which  comprises  a 
radius  of  3 miles,  and  a growing  population. 

“We  are  situated  9 miles  N.W.  of  Atlanta,  Ga., 
in  Cobb  County,  where  Lockheed  Aircraft  is  be- 
ginning the  construction  of  the  world’s  fastest 
jet  bombers.  There  is  a steadily  growing  need  for 
a doctor. 

“Our  offer  is  office  space,  rent-free  for  one  year, 
with  other  possible  offers  by  our  Civic  Club.  I 
will  be  glad  to  furnish  more  definite  information 
to  anyone  interested.” 

PW-7 

Information  on  physicians  and  locations  availa- 
ble from  the  Executive  Secretary,  Tennessee  State 
Medical  Association,  50U  Doctors  Building,  Nash- 
ville. 


Rheumatic  Fever  and  Rheumatic  Heart  Disease:  A 
Twenty  Year  Report  on  1,000  Patients  Followed 
Since  Childhood,  Bland.  E.  F.,  & Jones,  T.  D., 
Circulation,  4:836,  1951. 

This  paper  deals  with  an  interim  report  after  20 
years  of  1,000  patients  followed  since  childhood. 
The  authors  stress  three  main  objectives  of  their 
study:  (1)  to  define  the  course  of  rheumatic  fever, 
(2)  to  elucidate  the  evolution  of  rheumatic  heart 
disease  during  its  formative  years,  and  (3)  to 
appraise  certain  features  of  the  disease  bearing 
on  prognosis. 

The  average  age  of  onset  for  the  group  was  8 
years,  and  those  beyond  20  years  were  excluded. 
Almost  a third  have  died  in  the  past  two  decades, 
the  chief  cause  of  death  early  in  their  disease  being 
a greatly  enlarged  heart  or  congestive  failure. 
Pericarditis,  subcutaneous  nodules,  and  acute  ar- 


thritis occupied  intermediate  positions,  and  in  rath- 
er sharp  contrast,  chorea  was  characteristically 
associated  with  a benign  form  of  the  disease. 

Twenty  years  of  observation  on  the  evolution  of 
rheumatic  heart  disease  provided  the  authors  an 
excellent  opportunity  to  study  certain  of  the  less 
well  known  features  of  this  disease  during  its  form- 
ative years.  Of  special  interest  has  been  the 
gradual  disappearance  of  all  signs  of  heart  disease 
in  a considerable  number  and,  in  a comparable 
group,  the  insidious  appearance  of  mitral  stenosis 
after  15-20  years  of  good  health  without  interven- 
ing signs  of  infection  or  heart  disease. 

The  signs  of  so-called  pure  mitral  stenosis  ulti- 
mately appear  in  a considerable  number.  It  repre- 
sents a gradual  evolution  of  the  signs  of  mitral 
valve  injury.  The  time  element  is  variable  in  that 
some  acquire  a high  degree  of  stenosis  in  five  years, 
whereas  others  fail  to  do  so  in  50  years.  It  is 
important  to  re-emphasize  the  fact  that  the  pure 
form  of  mitral  stenosis  by  auscultation  need  not 
always  represent  a high  degree  of  actual  narrowing 
of  the  orifice,  and  relatively  slight  degrees  accom- 
panied by  little  or  no  cardiac  enlargement  may  be 
well  borne  for  years  without  serious  disability  or 
apparent  progression.  Therefore,  the  suggestion 
recently  advanced  that  early  valvulotomy  under 
these  circumstances  might  present  the  later  devel- 
opment of  higher  degrees  of  obstruction  and  there- 
by protect  the  lungs  seems  too  drastic,  and  for  the 
present,  the  risk  of  surgery  had  best  be  reserved 
for  those  in  actual  need  of  relief. 

In  conclusion,  the  authors  emphasize  that  in  the 
future  new  and  already  promising  measures  for  the 
prevention  and  arrest  of  rheumatic  fever  and  rheu- 
matic heart  disease  may  render  the  data  reported 
obsolete  but  useful,  nevertheless,  as  the  record  of  a 
past  and  pitiful  era  in  the  evolution  of  this  devas- 
tating disease.  (Abstracted  for  the  Middle  Tennes- 
see Heart  Association  by  Crawford  W.  Adams, 
M.D.,  Nashville,  Tenn.) 

* 

Clinical  Variations  of  the  Diabetic  Syndrome  in  a 

Tropical  Country  (Ceylon),  DeZoysa,  V.  P., 

Arch.  Int.  Med.,  88,  1951. 

It  is  well  known  that  several  factors  may  play  a 
role  in  modifying  diabetes  mellitus.  The  purpose 
of  this  paper  the  authors  state  is  to  indicate  that 
in  a tropical  country  such  as  Ceylon  the  variations 
from  what  is  expected  of  diabetics  in  countries  of 
the  Western  Hemisphere  temperate  climates  is  due 
largely  to  the  dietary  habits  of  the  people.  These 
were  studied  by  making  a diabetes  survey  of  a 
selected  locality  in  Ceylon  and  of  course  the  diets 
of  diabetic  and  non-diabetic  persons  were  studied. 
A table  showed  that:  (1)  a diet  composed  of  a very 
large  proportion  of  carbohydrate  is  consumed  by 
the  local  population;  (2)  the  carbohydrate  contrib- 
uted 60  to  70%  of  the  calories  in  the  case  of  the 
Ceylonese,  as  compared  with  43  to  46%  in  the 
case  of  the  British  people;  (3)  the  percentage 
of  calories  derived  from  fat  in  the  Ceylonese 
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diet  is  very  much  smaller  than  that  in  the 
western  diet. 

It  has  been  shown  that  a high-carbohydrate,  low- 
fat  diet  increases  the  dextrose  tolerance  and  the 
sensitivity  to  insulin  in  the  healthy  person  and  in 
the  diabetic.  One  would,  therefore,  expect  the  oc- 
currence of  a mild  type  of  the  disease  among  a 
people  who  partake  of  a high-carbohydrate  diet  and 
such  a condition  did  prevail  in  Ceylon. 

Diabetes  was  detected  in  111  persons  during  the 
survey.  Severity  was  listed  as  follows: — very 
mild,  54%;  mild,  410;  moderate,  360;  severe, 
1.4%. 

In  the  follow-up  study  of  180  patients  it  was 
found  that  only  three  had  mild  ketosis,  occurring 
in  all  during  infective  processes  (two  during  the 
course  of  pyelitis  and  one  during  an  attack  of 
influenza). 

None  of  these  patients  had  been  in  coma  in  spite 
of  omission  of  insulin  for  variable  periods,  extend- 
ing in  some  instances  to  six  weeks  or  failure  to 
conform  to  a strict  dietary  regime. 

The  authors  stress  that  the  rarity  of  these  condi- 
tions is  due  to  dietetic  differences. 

Only  5%  of  the  180  diabetics  showed  some  degree 
of  peripheral  vascular  occlusive  disease  as  com- 
pared with  high  incidence  obtained  in  western  coun- 
tries. Although  the  causative  factors  of  arterio- 
sclerosis are  not  known  there  is  evidence  to  suggest 
that  metabolic  disturbance  resulting  in  hypercholes- 
terolemia may  bring  about  this  condition.  It  has 
already  been  shown  that  the  diet  of  the  Ceylonese 
people  is  very  low  in  fat  content. 

Analysis  of  weight  of  patients  attending  the 
diabetic  clinic  and  of  the  111  diabetics  revealed 
that  only  20%  were  overweight,  68%  being  under- 
weight. This  is  in  marked  contrast  with  Dr.  Joslin 
and  coworkers’  statement  that  80%  of  his  adult 
diabetics  are  overweight  at  the  time  they  come  in 
for  treatment. 

It  is  possible  that  in  the  tropics  undernutrition 
among  some,  and  the  low  intake  of  fat  generally, 
produce  the  underweight  diabetic,  and  in  the  west- 
ern countries  overnutrition  is  responsible  for  the 
high  incidence  of  overweight  persons.  (Abstracted 
for  the  Tennessee  Diabetic  Association  by  W.  C. 
Crowder,  M.D.,  Maryville,  Tenn.) 

+ 

Treatment  of  Essential  and  Malignant  Hyperten- 
sion, Page,  I.  H„  J.A.M.A.,  147:1311,  1951. 

The  ever-present  problems  in  the  treatment  of 
essential  and  malignant  hypertension  must  wait  for 
a more  conclusive  solution  upon  a fuller  knowledge 
of  etiology.  There  still  remains  an  unresolved  con- 
troversy, which  we  may  call  the  renal  theory  versus 
the  neurohumoral  theory;  but  the  distance  between 
the  adherents  of  each  is  steadily  growing  narrower. 
Meanwhile,  because  of  the  interrelationships  among 
the  various  etiologic  factors,  the  clinician  has  a 
difficult  time  in  appraising  the  hypertensive  pa- 
tient, and  clinical  judgment  continues  to  be  needed 
for  final  evaluation. 


It  is  currently  the  practice  to  treat  hypertension 
of  different  causes  with  the  same  remedy  and  this 
is  unlikely  to  change  until  something  specific  evolves 
from  research.  A brief  but  inclusive  review  of 
current  treatment  has  recently  been  published 
which  will  be  of  value  to  the  clinician  who  must 
choose  between  many  therapeutic  courses  open  to 
him.  The  problems  discussed  deal  with  diet,  sur- 
gery and  drugs. 

In  the  matter  of  diet,  there  seems  to  be  only  one 
area  of  general  agreement:  when  hypertensive  pa- 
tients ai-e  overweight,  the  total  caloric  intake  should 
be  reduced.  Other  than  that,  the  problems  of  diet 
are  contentious  and  the  merit  of  any  regimen  must 
be  ultimately  determined  by  the  response  of  the 
individual  patient.  The  advantages  of  the  low- 
salt  diets  with  the  use  of  cationic-exchange  resins 
and  their  inherent  dangers,  such  as  potassium  defi- 
ciency, are  well  known  in  connection  with  the  treat- 
ment of  other  cardiovascular  diseases.  The  rice 
diet  is  a relatively  low-calory,  low-sodium,  low- 
cholesterol  and  low-nitrogen  diet  which  for  some 
individuals  is  about  the  only  way  of  obtaining  a 
practical  low-salt  diet,  although,  as  in  the  case  of 
any  radical  changes  in  diet,  there  is  the  possibility 
that  deficiencies,  especially  of  liver  function,  may 
appear  over  a long  period  of  dietary  restriction. 

The  role  of  blood  cholesterol  levels  in  hyperten- 
sion is  still  undetermined.  Some  evidence  suggests 
that  blood  cholesterol  is  responsive  only  to  diets 
which  are  virtually  free  of  fat  and  cholesterol,  but 
this  involves  drastic  dietary  restriction  with  its 
attendant  danger  of  deficiencies. 

The  judicious  use  of  surgery  in  the  treatment  of 
hypertension  depends  on  finding  some  reliable  and 
objective  method  for  the  selection  of  patients.  It 
is  generally  agreed  that  Smithwick’s  lumbodorsal 
ganglioneetomy  is  the  best  and  most  practical  type 
of  operation.  Complete  sympathectomy,  total  and 
subtotal  adrenalectomy  are  still  experimental. 

In  the  matter  of  drugs  to  be  used  in  the  treat- 
ment of  hypertension  the  clinician  can  choose  from 
a large  and  expanding  group  of  remedies.  Of  the 
blocking  agents,  the  penta-  and  hexamethonium 
salts  have  been  found  to  be  most  useful,  being  rela- 
tively easy  to  handle  either  given  subcutaneously 
or  by  mouth.  Their  therapeutic  usefulness  may  be 
improved  by  combining  them  with  other  hypotensive 
agents  such  as  1-hydraxinophthalazine,  nitro-prus- 
side  or  low-salt  diets,  but  such  combinations  should 
be  made  with  caution. 

Again  we  are  reminded  of  the  necessity  of  care- 
ful appraisal  of  the  individual  problem  through 
observation  of  the  patient’s  responses.  Reports  of 
current  clinical  research  in  this  field  are  in  striking 
conflict.  More  time  is  needed  before  an  accurate 
evaluation  is  possible. 

The  problem  of  the  treatment  of  malignant  hy- 
pertension is  intensified  by  the  speed  with  which 
the  disease  runs  its  course.  The  time  during  which 
it  progresses  from  a reversible  to  a terminal  stage 
may  be  a few  months,  or  even  weeks.  If  the  dis- 
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ease  has  not  progressed  too  far,  three  choices  are 
open  for  treatment:  a drastic  low-sodium  diet, 
lumbodorsal  sympathectomy  (at  present  limited  in 
malignant  hypertension  to  young  patients  very 
early  in  the  disease),  and  pyrogen  therapy.  Pyro- 
gen treatment  is  given  six  days  a week  and  is 
usually  prolonged  for  three  to  four  months.  A 
soluble  bacterial  pyrogen  (pyromen-tBaxterl)  is 
given  as  an  infusion  in  200  cc.  of  saline  in  suffi- 
cient amounts  to  raise  the  temperature  daily  to  101 
or  102  F.  This  treatment,  while  harsh,  is  consid- 
ered by  some  to  be  preferable  to  either  sympathec- 
tomy or  radical  dietary  management. 

There  is  reason  to  hope  that  essential  and  malig- 
nant hypertension  will  some  day  be  curable.  Mean- 
while, successful  management  of  these  diseases  is 
possible  “only  by  the  use  of  every  reasonable  weap- 
on, diagnostic  and  therapeutic.”  (Abstracted  for 
the  Middle  Tennessee  Heart  Association  by  Samuel 
S.  Riven,  M.D.,  Nashville.) 


Spatial  Vector  Electrocardiography:  Clinical 
Electrocardiographic  Interpretation,  by 
Robert  P.  Grant,  M.D.,  and  E.  Harvey 
Estes,  Jr.,  M.D..  Philadelphia:  The  Blak- 
iston  Co.,  1951.  149  pages,  41  figures. 

Price  $4.50. 

The  physicist  describes  the  magnitude 
and  direction  of  a force  as  a vector.  The 
electrical  position  of  the  heart  has  always 
had  to  be  considered  in  the  theoretical  as- 
pects of  electrocardiography  in  terms  of 
vectors  since  the  several  leads  provide  a 
method  of  measuring  vectors, — electrical 
forces  of  the  heart. 

Much  of  the  material  in  this  book  was 
first  published  privately  for  the  teaching  of 
medical  students  at  Emory  University  Med- 
ical School.  Since  this  type  of  presentation 
seemed  less  confusing  than  the  usual  inter- 
pretation of  electrocardiograms  in  empiri- 
cal “patterns”  the  authors  have  published 
the  present  book. 

This  small  volume  is  concerned  only  with 
the  QRS  and  T deflections.  These  represent 
constantly  changing  forces  originating  in 
the  heart  and  their  impingement  upon  the 
axis  of  a given  lead.  By  many  diagrams  the 
authors  present  these  forces  or  vectors  in 
attempting  to  utilize  this  method  of  electro- 
cardiographic interpretation  in  three  di- 
mensional terms  rather  than  as  memorized 
“patterns”  as  in  the  past.  For  anyone  fa- 


miliar with  electrocardiographic  interpre- 
tation this  will  be  an  interesting  reference 
book. 

R.  H.  K. 

-k 

Biological  Antagonism:  The  Theory  of  Bio- 
logical Relativity,  by  Gustav  J.  Martin, 
Sc.D.  Philadelphia:  The  Blakiston  Co., 
1951.  516  pages,  64  figures.  $8.50. 

Physiologic  and  biochemical  processes  in 
the  living  organisms  are  naturally  the  result 
of  enzymatic  reactions.  Enzyme  activity  is 
relatively  specific  for  any  one  enzyme.  The 
inhibition  of  enzymatic  activity  may  occur 
by  displacement  through  metabolite  ana- 
logues. Biological  antagonists  may  be  ei- 
ther natural  or  synthetic.  Pharmacological 
agents  then  are  enzyme  inhibitors  or  cer- 
tainly act  in  altering  enzymatic  mecha- 
nisms. And  understanding  of  chemothera- 
peutic agents  is  based  on  this  principle. 

The  thesis  of  this  book  is  that  the  devel- 
opment of  therapeutic  agents  must  be  based 
on  an  understanding  of  enzyme  activity  so 
that  it  may  be  inhibited. 

Many  examples  of  enzyme  activity  are 
discussed.  Some  of  these  are  utilized  daily 
by  the  physician.  Thus  the  inhibition  of 
enzyme  systems  in  the  autonomic  nervous 
system  is  accomplished  by  drugs  like  pro- 
stigmine,  atropine,  epeniphrine,  ephedrine, 
caffeine  and  amphetamine.  The  antihista- 
minics  are  antagonists  of  histamine  on  this 
basis.  The  sulfonamides  inhibit  the 
“growth  factor”  in  bacteria  to  accomplish 
their  therapeutic  effects.  The  whole  com- 
plement of  vitamins  and  drugs  to  be  effec- 
tive in  the  living  tissue  involve  enzyme  and 
anti-enzyme  effects. 

It  is  interesting  for  the  reader  to  look  at 
the  agents  in  his  armamentarium  from  this 
viewpoint.  However,  the  understanding  of 
this  book  requires  a fundamental  knowledge 
of  biochemistry  with  which  only  the  rela- 
tively recent  medical  graduate  is  equipped. 

R.  H.  K. 


Dr.  Howard  A.  Farrar  of  Manchester  has 
arranged  to  hold  office  hours  in  Tracy  City 
for  weekly  visits  to  that  community. 


46 


announcements 


January,  1952 


Dr.  James  M.  Millen,  who  has  practiced 
medicine  in  Lawrenceburg  for  the  last  three 
years,  has  established  his  office  in  Bards- 
town,  Kentucky. 

Dr.  William  B.  Holden  has  established  an 
office  for  the  private  practice  of  medicine  in 
Oak  Ridge.  Dr.  Holden  was  previously 
connected  with  K-25  and  the  Oak  Ridge 
National  Laboratory. 

Dr.  J.  R.  Ilolifield  has  moved  his  office 
from  the  Smythe’s  Clinic  to  a newly  remod- 
eled suite  of  offices  in  the  Markham  Building 
in  Tiptonville. 

Dr.  Robert  F.  Thomas,  Pittman  Center, 
Sevier  County,  has  a new  associate,  Dr. 
Edward  Carter  Perkins,  a former  medical 
missionary  to  China. 

Dr.  Minyard  D.  Ingram,  Jr.,  has  opened 
his  office  for  the  practice  of  radiology  in 
Nashville. 

The  Jackson  Clinic  of  Jackson,  Tennes- 
see, announces  the  association  of  Dr.  John 
G.  Riddler  in  the  practice  of  surgery. 

Dr.  Thomas  B.  Zerfoss,  Jr.,  has  opened  an 
office  for  the  practice  of  pediatrics  in  Nash- 
ville. 

Dr.  John  J.  Killeffer  announces  the  open- 
ing of  his  office  in  Chattanooga  for  the  prac- 
tice of  orthopedic  surgery. 


Notice  has  been  received  that  the  office  of  the 
American  Board  of  Obstetrics  and  Gynecology  has 

been  moved.  The  new  address  is:  Dr.  R.  L. 
Faulkner,  Secretary-Treasurer,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 

* 

Fourth  Annual  Neuropsychiatric  Meeting 

This  will  be  held  at  the  Veterans  Administration 
Hospital,  North  Little  Rock,  Arkansas,  on  Febru- 
ary 28  and  29,  1952.  Guest  lecturers  include  the 
following:  Dr.  Leo  H.  Bartemeier,  President,  Amer- 
ican Psychiatric  Association,  Detroit;  Dr.  Daniel 
Blain,  Medical  Director,  American  Psychiatric  As- 
sociation, Washington;  Vice-Admiral  Joel  T.  Boone, 
Chief  Medical  Director,  Veterans  Administration; 
Dr.  Paul  C.  Bucy,  Neurosurgeon,  Chicago;  Dr.  D. 
Ewen  Cameron,  President-Elect,  American  Psychi- 
atric Association,  Montreal,  Canada;  Miss  Hester 
B.  Crutcher,  Director  of  Social  Woi'k,  New  York 
State  Department  of  Mental  Hygiene,  Albany;  Dr. 

E.  H.  Cushing,  Assistant  Chief  Medical  Director, 
Veterans  Administration,  Washington;  Dr.  Edwin 

F.  Gildea,  Head  of  the  Department  of  Neuropsy- 
chiatry, Washington  University  School  of  Medicine, 
St.  Louis;  Dr.  O.  Hobart  Mowrer,  Research  Pro- 
fessor of  Psychology,  University  of  Illinois,  Ur- 
bana;  Dr.  Philip  Thorek,  Surgeon,  Chicago;  Dr. 
Harvey  J.  Tompkins,  Chief,  Psychiatry  and  Neu- 
rology Division,  Veterans  Administration,  Wash- 
ington; and  Miss  Mary  Jane  Ward,  Evanston,  Illi- 
nois, author  of  Snake  Pit.  Vice-Admiral  Boone 
will  be  the  speaker  at  the  dinner  meeting  Thursday 
evening,  February  28.  There  will  be  approxi- 
mately ten  clinical  demonstrations  and  thirty  tech- 
nical exhibits  having  to  do  with  the  hospital  itself. 
There  will  be  no  charge  for  registration  and  at- 
tendance of  all  interested  professional  personnel 
will  be  welcomed.  Further  information  may  be  ob- 
tained by  writing  to  Dr.  Edwin  S.  Chappell,  Direc- 
tor of  Professional  Education,  Veterans  Adminis- 
tration Hospital,  North  Little  Rock,  Arkansas. 
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The  infant  mortality  rate  in  those  delivered  by  cesarean  section  is 
greater  than  those  delivered  by  the  normal  route.  It  is  therefore 
important  that  the  management  in  section  cases  be  the  best  possible 
to  reduce  the  difference  in  mortality. 

IMPROVING  INFANT  SALVAGE  WITH  CESAREAN  SECTION 


SAMUEL  S.  LAMBETH,  M.D.,  Maryville,  Tenn. 

Progress  has  been  made  in  the  reduction 
of  maternal  deaths  after  cesarean  section. 
This  has  naturally  stimulated  tremendous 
interest  in  the  operation  as  the  best  method 
of  handling  many  obstetric  complications. 
This  interest  is  shared  alike  by  physicians 
and  laymen. 

Unfortunately,  statistics  show  clearly 
that  the  infant  does  not  fare  as  well  as  the 
mother  after  the  operation,  the  downward 
trend  in  mortality  being  much  less  sharp 
for  the  baby  than  for  the  mother.  It  is 
unfortunate  that  the  average  layman  fre- 
quently believes  cesarean  delivery  is  safer 
for  the  baby.  On  some  occasions  physi- 
cians, too,  show  ignorance  on  this  point. 
This  may  create  a contradictory  situation 
for  the  physician.  It  must  be  recognized 
that  a certain  number  of  cesarean  opera- 
tions will  be  done  because  the  procedure 
offers  a safe  way  for  the  mother  to  be 
relieved  of  an  obstetric  difficulty.  Physi- 
cians must  be  educated  about  the  indica- 
tions and  contraindications  for  the  opera- 
tion, particularly  about  conditions  in  which 
cesarean  section  is  much  more  dangerous 
for  the  baby  than  vaginal  delivery. 

At  the  same  time  physicians  have  a real 
challenge  to  make  cesarean  delivery  less 
hazardous  for  the  baby.  The  purpose  of 
this  presentation  is  to  show  how  this  chal- 
lenge is  being  met  in  Blount  Memorial  Hos- 
pital, a general  hospital  of  125  beds  in 
Maryville,  and  to  offer  suggestions  for  fur- 
ther improvement  in  our  infant  salvage. 

Table  1 incorporates  data  which  were 
presented  in  a report1  to  the  staff  of  Blount 
Memorial  Hospital  in  1949.  The  infant 


Table  I 

Infant  Mortality— August  l,  1947,  to  April 


1,  1949 

Total  deliveries  1,934 

Total  stillbirths  and  neonatal  deaths  62 

Total  infant  mortality  3.2% 

Total  cesarean  sections  97 

Cesarean  stillbirths  and  neonatal  deaths  9 

Cesarean  infant  mortality  9.3% 

Total  vaginal  deliveries  1,837 

Stillbirths  and  neonatal  deaths  with  vaginal 

delivery  53 

Vaginal  delivery  infant  mortality  2.9% 


mortality  figure  of  9.3  percent  was  uncor- 
rected. Although  it  was  high,  it  compared 
very  well  with  current  figures  from  other 
institutions,  such  as  Chicago  Lying-In 
(9.2%) 2 and  Rochester  (N.  Y.)  General 
Hospital  (7. 9%). 3 All  figures  in  this  report 
included  stillbirths  and  those  dying  within 


the  first  ten  days  of  life. 

Table  2 

Infant  Mortality — April  1,  1949,  to  April  1, 
1951 

Total  deliveries  2,366 

Total  stillbirths  and  neonatal  deaths  70 

Total  infant  mortality  3.0% 

Total  cesarean  sections  120 

Cesarean  stillbirths  and  neonatal  deaths  6 

Cesarean  infant  mortality  5.0% 

Total  vaginal  deliveries  2,246 

Vaginal  delivery  stillbirths  and  neonatal 

deaths  64 

Vaginal  delivery  infant  mortality  2.9% 


Table  2 presents  the  infant  mortality 
statistics  in  this  hospital  for  the  following 
two  years.  These  infant  mortality  figures 
likewise  are  uncorrected.  The  reduction  of 
the  death  rate  from  9.3  percent  to  5.0  per- 
cent is  reassuring.  It  is  more  significant 
when  one  learns  that  the  incidence  of  cesa- 
rean sections  remained  the  same  (5%) 
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Table  3 

Analysis  of  Cesarean  Stillbirths  and 
Neonatal  Deaths — August  1,  1947, 
to  April  1,  1949 

Cause  of 
Death 


Approxi- 

According 

Indication 

Anes- 

mate Size 

to  Available 

for  Section 

thetic 

of  Infant 

Data 

1. 

Abruptio 

GOE* 

Non-viable 
( Est.  G 

Prematurity 

mos.) 

2 

Abruptio 

Cyclo* 

Term 

Abruptio 

Stillbirth 

3. 

Toxemia 

Spinal 

Term 

Toxemia 

Rh  problem 

Rh  problem 
Stillbirth 

4. 

Transverse 

Spinal 

3 lbs.  15  oz. 

?Atelectasis 

Lie 

Neonatal 

5. 

Dispropor- 

Cyclo 

5 lbs.  10  oz. 

?Atelectasis 

tion 

Neonatal 

6. 

Tuberculosis 

Spinal 

3 lbs.  13  oz. 

?Atelectasis 

Neonatal 

7. 

Repeat 

Spinal 

5 lbs.  2 oz. 

?Atelectasis 

Neonatal 

8. 

Repeat 

Cyclo 

4 lbs.  8 oz. 

?Atelectasis 

Pentothal 

Neonatal 

9. 

Abruptio 

Spinal 

Near  Term  Jaundice 

Anemia 
Rh  problem 
Neonatal 


*GOE=gas-oxygen-ether ; cyclo=cyclopropane. 


Table  4 

Analysis  of  Cesarean  Stillbirths  and 
Neonatal  Deaths— April  1,  1949,  to 
April  1,  1951 


Indication  Anes- 
for  Section  thetic 

1.  Previous  Cyclo 
Difficult 
Vaginal 
Delivery 

2.  Dispropor-  Spinal 
tion 


3.  Transverse  Spinal 
Lie 

4.  Abruptio  Cyclo 


5.  Repeat  Cyclo 

6.  Abruptio  Cyclo 


Cause  of 
Death 

Approxi-  According  to 
mate  Size  Available 

of  Infant  Data 
6 lbs.  6 oz.  ?Congenital 

thymus  (lived 
72  hours) 


3 lbs.  15  oz.  Cerebral 


hemorrhage 
(lived  4 
hours) 

3 plus  lbs. 

?Atelectasis 
(lived  26 
hours) 

2 lbs.  est. 

Severe  prema- 
turity (Est.  6 
mos.  preg.) 
Stillbirth 

No  wt. 

Anencephaly 

Stillbirth 

No  wt. 

Abruptio 

Prepartum 

death 

throughout  the  period  of  the  study.  A 
comparison  of  Tables  1 and  2 shows  that  the 
infant  mortality  after  vaginal  delivery  re- 
mained unchanged,  which  also  makes  the 
cesarean  infant  salvage  figures  more  im- 
pressive. 

Tables  3 and  4 analyze  the  infant  deaths 
in  several  respects.  It  may  be  significant 
that  none  of  these  mothers  had  hard  labor 
before  operation.  Bloxsom1  has  commented 
repeatedly  on  the  importance  of  labor  in 
the  conditioning  of  the  infant  to  promptly 
initiate  his  respirations.  The  indication  for 
section  will  naturally  affect  the  infant  re- 
sult. If  cesarean  section  is  performed  often 
for  severe  toxemia  or  premature  placental 
separation,  the  infant  loss  will  be  higher. 
One  of  the  best  ways  to  reduce  the  infant 
loss  is  to  have  a good  indication  for  the 
operation.  The  rest  of  the  analysis  includes 
factors  which  are  considered  important  in 
infant  salvage.  The  number  of  premature 
infants  is  significant.  The  cause  of  death 
cannot  be  definite  because  no  autopsies  were 
performed.  The  clinical  diagnosis  of  pos- 
sible atelectasis  was  made  when  the  infant 
developed  cyanosis,  rapid  respirations  and 
pulse,  and  physical  signs  of  lung  disease. 
Possibly,  for  some  of  these,  the  diagnosis 
should  be  the  shock  syndrome  which  Lan- 
dau5 has  described  in  infants  delivered  by 
cesarean  section.  A comparison  of  Tables 
3 and  4 shows  that  the  frequency  of  this 
syndrome  has  been  reduced  sharply  in  the 
last  two  years. 


Table  5 

How  to  Improve  Infant  Salvage  with 
Cesarean  Section 

1.  Use  regional  anesthesia  for  the  operation. 

2.  Permit  trial  of  labor  before  operation  whenever 
possible. 

3.  Secure  a physician  to  care  for  infant  in  operat- 
ing room. 

4.  Clear  infant  airway  and  aspirate  stomach  con- 
tents. 

5.  Give  infant  continuous  oxygen  and  incubator 
care  for  24  hours. 

Table  5 presents  suggestions  for  improv- 
ing infant  salvage  after  cesarean  section. 
We  believe  that  closer  attention  to  these 
five  points  in  the  last  two  years  has  im- 
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proved  our  results.  The  use  of  regional 
anesthesia  has  been  urged  by  Dieckmann.0 
General  anesthesia  probably  puts  an  added 
strain  on  the  infant. 

Permitting  a trial  of  labor  before  oper- 
ating whenever  possible  will  reduce  the 
number  of  premature  infants  delivered  by 
abdominal  section.  Dieckmann0  stated  that 
prematurity  was  a factor  in  57  percent  of 
the  infant  deaths  in  his  series.  We  believe 
labor  is  most  important  in  preparation  of 
the  infant  to  start  breathing  promptly. 
Huber8  has  also  recently  commented  on  the 
seriousness  of  section  for  the  premature 
infant. 

A physician  in  the  operating  room  solely 
for  the  care  of  the  baby  may  seem  a luxury 
which  could  be  dispensed  with  in  these 
times  of  personnel  shortages.  We  want  to 
stress  that  by  such  precautions  the  results 
in  a smaller  general  hospital  will  equal 
those  in  an  institution  with  a large  resident 
staff. 

Attention  to  the  infant’s  airway  consists 
chiefly  of  aspiration  of  the  mucus  from  the 
pharynx,  and  sometimes  the  insertion  of  a 
tracheal  catheter.  Aspiration  of  the  stom- 
ach contents  has  become  routine  since  it 
was  advocated  by  Gillis,7  White,  and  Pfef- 
fer,  in  1949.  This  procedure  may  be  quite 
important  in  the  reduction  of  the  frequency 
of  pulmonary  complications  in  our  infants. 
(Compare  Tables  3 and  4.) 

The  administration  of  oxygen  and  main- 
tenance of  body  warmth  are  accepted  pro- 
cedures for  the  care  of  the  newborn.  In 
this  connection,  the  idea  of  Bloxsom1  to 
administer  the  oxygen  under  a system  of 
cycling  pressure  may  be  very  helpful  in 
further  reducing  the  loss  of  asphyxiated 
infants.  We  have  not  had  the  opportunity 
to  utilize  this  method  in  our  hospital. 


Another  procedure  which  is  used  more 
often  in  our  operating  room  is  draining  the 
placental  blood  into  the  infant.  Landau5 
and  Dieckmann17  have  commented  on  its 
importance  in  prevention  of  shock-like  syn- 
drome after  cesarean  delivery.  The  in- 
creased use  of  this  technic  may  be  a factor 
in  reducing  our  neonatal  deaths  (compare 
Tables  3 and  4). 

Summary 

1.  An  analysis  of  the  infant  deaths  after 
cesarean  section  in  Blount  Memorial  Hos- 
pital has  been  presented. 

2.  Our  statistics  show  that  a reduction  in 
these  deaths  has  been  made. 

3.  Factors  involved  in  these  deaths  and 
suggestions  for  further  improvement  in 
infant  salvage  after  cesarean  section  have 
been  discussed. 
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From  a General  Practice  Clinic  comes  timely  advice  on  the  subject 
of  adequate  examination  of  the  woman  post-partum.  This  is  an 
important  facet  of  preventive  medicine. 

POST-PARTUM  EXAMINATION* 

PAUL  WILLIAMSON,  M.D.,  Memphis,  Term. 


BQSTQjy 


The  post-partum  examination  is  a fre- 
quently neglected  part  of  obstetrics  as  prac- 
ticed by  the  general  physician.  There  is 
much  to  be  learned  and,  as  a prevention 
against  future  trouble,  the  post-partum 
check  can  be  valuable.  Most  doctors  see 
casually  the  women  they  deliver,  some  time 
after  delivery.  Many  of  the  better  practi- 
tioners do  a reasonably  good  examination  at 
six  weeks.  However,  few  busy  physicians 
take  the  necessary  time  to  examine  thor- 
oughly the  post-partum  woman. 

There  are  not  a few  diseases  made  worse 
by  pregnancy  and  delivery.  For  example, 
a significant  number  of  women  who  were 
hypertensive  during  pregnancy  will  be 
found  to  have  an  essential  hypertension 
upon  subsequent  examination.  The  preg- 
nancy is  obviously  not  the  cause,  but  it  is 
undoubtedly  a potentiating  factor. 

Obstetrical  complications  that  are  amen- 
able to  discovery  or  treatment  at  this  time 
are  easily  passed  over  unless  a good  history 
and  examination  is  done.  In  our  clinic  we 
find  it  advisable  to  examine  at  two  weeks 
and  six  weeks.  This  first  examination  is 
truly  a casual  check  for  the  more  common 
and  dangerous  complications  of  the  puer- 
peral period.  The  six  week  check  up  is  a 
thorough  history  and  physical  examination 
with  indicated  tests  done  without  delay. 

History 

The  puerperal  woman  should  be  asked 
about  her  feeling  of  general  well-being,  her 
appetite,  the  presence  of  fatigue  and  wheth- 
er or  not  she  gets  adequate  restful  sleep. 
With  progress  of  modern  obstetrics  the 
average  woman  six  weeks  after  delivery 
should  feel  well  and  should  have  no  mani- 
festations related  to  delivery.  It  is  of 
course  to  be  expected  that  the  care  of  a 
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young  baby  will  be  demanding  in  Time,  and 
that  the  woman  will  suffer  a degree  of 
fatigue  from  this. 

One  should  ask  about  the  presence  of 
headache  and  whether  there  are  any 
changes  in  vision.  Either  symptom  may  be 
related  to  the  presence  of  hypertension  but 
is  found  in  other  common  diseases  also. 
Their  presence  or  absence  should  be  noted 
on  the  chart.  Cardiac  and  pulmonary  dis- 
ease is  relatively  infrequent  as  compared 
with  statistics  of  past  years.  However,  the 
patient  should  be  asked  about  cough,  pain 
in  the  chest  and  shortness  of  breath. 

It  is  well  to  inquire  carefully  into  the 
condition  of  the  breasts.  Whether  there  is 
pain  on  nursing  and  whether  the  breasts 
are  filled  and  hard  and  tender.  Inquiry 
should  be  made  about  soreness  in  any  par- 
ticular part  of  the  breast  or  pain  in  the 
axilla.  Many  women  wear  improper  bras- 
sieres during  the  puerperal  period  and 
many  try  to  use  old  brassieres  in  which  the 
cups  are  of  insufficient  size  to  hold  the 
enlarged  breast. 

In  discussing  the  abdomen  two  minor 
points  are  of  importance.  They  are  the 
presence  of  constipation  and  whether  or 
not  the  abdominal  muscles  feel  “flabby.” 
If  these  signs  are  present,  it  is  usually  an 
indication  that  the  woman  has  failed  to 
follow  her  instructions  for  post-partum  ex- 
ercises. She  should  be  warned  that  very 
little  more  time  exists  in  which  to  bring  her 
figure  back  to  normal  and  her  cooperation 
should  be  insisted  on.  One  should  ask  also 
about  abdominal  pain  and  gastric  distress. 

In  discussing  the  pelvis  one  should  in- 
quire about  pelvic  pain  and,  if  it  is  present, 
whether  it  is  the  cramping  pain  of  retained 
secundines  or  the  steady  pain  of  an  infec- 
tion. Also,  if  pain  is  present,  whether  it  is 
relieved  by  sitting  or  lying  down.  The  sore 
episiotomy  is  characterized  by  pain  on  pres- 
sure as  when  sitting  on  a hard  chair. 
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In  the  presence  of  relaxed  uterine  support 
the  patient  will  have  a feeling  of  weight  in 
the  pelvis  while  standing,  and  with  severe 
descensus  the  cervix  may  present  at  the 
vaginal  opening.  A check  should  be  about 
discharge,  its  color  and  whether  or  not  the 
odor  is  offensive. 

The  patient  should  be  questioned  about 
pains  in  the  legs  and  if  present,  the  charac- 
ter of  the  pain,  as  well  as  about  edema  and 
the  presence  of  varicose  veins. 

Examination 

The  examination  may  be  the  typical  rou- 
tine physical  examination  abbreviated  in 
some  parts.  The  obstetrical  chart  should 
contain  a record  of  blood  pressure,  temper- 
ature, pulse  and  respiration.  The  ocular 
fundi  should  be  examined  and  any  deviation 
from  the  normal  noted.  Size  of  the  heart 
and  quality  of  heart  sounds  should  be  noted 
and,  particularly  if  infection  is  suspected, 
the  presence  or  absence  of  dullness  or  rales 
in  the  lungs.  Nipples  should  be  inspected 
for  fissures  and  the  quadrants  of  each  breast 
palpated  individually. 

Presence  of  striae  on  the  abdominal  wall 
should  be  noted  and  the  rectus  muscles  ex- 
amined for  diastasis.  The  ureters  should 
be  checked  for  tenderness  by  making  firm 
pressure  about  two  inches  lateral  to  the 
umbilicus  and  rolling  the  uterer  against  the 
spine.  In  examining  the  pelvis,  the  condi- 
tion of  the  episiotomy,  if  one  has  been  done, 
should  be  noted  carefully.  At  six  weeks 
there  should  be  little,  if  any,  tenderness  of 
the  episiotomy  wound  and  firm  pressure 
made  along  the  internal  limb  of  the  incision 
should  reveal  no  gaps  in  the  repair  of  mus- 
cles. The  presence  of  cystocele  and  recto- 
cele  should  be  checked  for  and,  if  present, 
the  degree  of  relaxation  should  be  noted. 

The  cervix  should  be  firm  and  well  con- 
tracted at  six  w'eeks.  Many  women  show  a 
degree  of  cervicitis  but  in  most  instances 
this  will  heal  spontaneously. 

There  should  be  little  if  any  pain  on  mo- 
tion of  the  uterus.  The  parametrial  area 
should  show  no  bogginess  and  tenderness 
should  be  absent.  The  corpus  of  the  uterus 
remains  slightly  enlarged  at  six  weeks  in 
about  50  percent  of  women.  This  is  not  to 
be  taken  as  subinvolution  of  the  uterus.  At 


six  weeks  there  will  be  normally  some  re- 
laxation of  uterine  supports  with  a minor 
degree  of  descensus.  The  relative  amount 
of  descent  of  the  uterus  should  be  noted  on 
the  chart. 

The  tubes  are  rarely  palpable  and  the 
ovaries  are  usually  normal  with  one  possible 
exception.  The  corpus  luteum  may  remain 
palpable  as  an  enlarged  rounded  body  which 
gives  the  clinical  feel  of  an  ovarian  cyst. 
It  is  most  important  that  these  not  be  con- 
sidered ovarian  cysts  until  checked  further. 

There  is  too  much  tendency  to  “slide 
over”  this  pelvic  examination  which  should 
be  thorough,  extensive  and  complete. 

The  legs  should  be  inspected  for  signs  of 
venous  thrombosis  and  the  general  posture 
of  the  woman  should  be  evaluated  carefully. 
The  evaluation  of  carriage  and  posture  is 
most  important  and  should  not  be  neglected. 

Discussion 

In  our  clinic  we  have  seen  many  women 
whom  we  refer  to  as  “obstetrical  cripples.” 
These  are  women  in  their  forties  and  fifties 
who  have  had  chronic  pelvic  disorders  since 
childbirth.  We  have  not  had  the  facilities 
to  make  accurate  scientific  study  of  these 
women  but  have  gained  some  distinct  clin- 
ical impressions. 

We  feel  that  the  trouble  which  these  pa- 
tients have  is  not  due  to  poor  obstetrics  but 
rather  to  poor  post-partum  care,  many  times 
on  the  part  of  the  woman  herself.  The  com- 
mon lesion  we  have  found  is  a chronic  para- 
metritis with  soft,  boggy,  parametrial  tis- 
sues and  chronic  mild  pelvic  pain  and 
resulting  relatively  constant  minor  discom- 
fort. We  believe  this  is  due  to  invasion  of 
these  tissues  by  bacteria  of  low  pathogenic- 
ity in  the  puerperal  period.  While  our  pa- 
tients have  been  followed  only  a very  few 
years  we  believe  that  intensive  treatment  of 
these  lesions  when  discovered  at  the  six 
week  examination  will  do  much  to  relieve 
these  women  in  future  years. 

Further  Studies 

At  the  six  week  checkup  the  patient 
should  have  an  urinalysis  and  a determi- 
nation of  hemoglobin  although  a complete 
blood  count  is  preferable.  If  there  is  sus- 
picion of  pelvic  infection,  a smear  and  cul- 
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ture  of  the  urine  discharge  should  be  made. 
In  those  women  who  have  hypertension  dur- 
ing pregnancy,  a cold  pressor  test  should  be 
performed  routinely.  We  are  not  prepared 
to  evaluate  this  procedure  but  use  it  as  a 
possible  index  to  those  who  will  develop 
essential  hypertension  at  a later  date. 

Treatment 

No  attempt  will  be  made  in  this  brief 
paragraph  to  go  into  details  of  treatment. 
Rather,  there  follows  a summary  of  the 
simple  treatment  of  some  common  disorders 
of  the  puerperal  period. 

Pelvic  infection  responds  well  to  exhibi- 
tion of  the  antibiotics  and  to  the  local  appli- 
cation of  heat,  preferably  in  the  form  of 
diathermy.  The  cervicitis  may  be  treated 


by  one  of  the  suppositories  designed  to  cor- 
rect vaginal  pH.  Vinegar  douches  will  do 
the  same  thing.  We  do  not  recommend 
cautery  of  the  average  cervical  lesion  until 
three  to  four  months  post-partum. 

Lacerations  of  the  cervix,  neglected  peri- 
neal lacerations  and  various  relaxations  of 
supporting  structures  are  surgical  lesions. 
Many  post-partum  retroversions  may  be 
avoided  by  the  insertion  of  a well  fitted 
pessary  at  the  six  week  examination.  One 
should  remember,  however,  that  there  is 
much  controversy  about  the  use  of  a pes- 
sary. Although  many  fine  obstetricians 
recommend  this  procedure,  it  is  well  to 
watch  for  the  future  evaluation  of  this  pro- 
cedure in  current  literature. 


Committee  on  Fractures  and  Other  Traumas, 
American  College  of  Surgeons,  The  Care  of  Hand 
Injuries:  Requirements  of  Early  Definitive 
Treatment. 

First  aid  of  hand  wounds  is  relatively  simple 
since  it  consists  solely  of  protection  for  the  injured 
member.  This  should  consist  of  protection  against 
infection,  added  injury,  future  disability  and  de- 
formity. Such  an  end  may  best  be  accomplished 
by  a sterile,  immobilizing,  protective  dressing  ap- 
plied with  the  part  in  the  position  of  function. 

In  general,  the  requirements  for  early  definitive 
care  are  led  by  a proper  evaluation  of  the  nature 
and  extent  of  the  injury.  This  should  answer 
questions  as  to  the  causative  agent  of  the  original 
injury,  the  character  of  the  first  treatment  given, 
extent  of  infection  or  contamination,  and  the  struc- 
tural damage  present.  The  structures  involved 
may  be  determined  by  function  tests  for  muscle, 
tendon  or  nerve  damage,  and  by  X-ray  for  foreign 
bodies,  fractures  or  joint  injuries. 

Treatment  should  only  be  undertaken  by  someone 
familiar  with  the  anatomy  and  physiology  of  the 
hand,  and  by  such  a person  only  with  adequate 
lighting,  instruments,  anaesthesia  and  assistance. 
A bloodless  field  for  surgery  of  the  hand  should  be 
established  by  the  use  of  a pneumatic  tourniquet 


or  blood  pressure  cuff.  After  this  preparation, 
careful  cleansing  of  the  wound  and  its  adjacent 
areas  with  soap  and  water  is  essential.  Meticulous 
inspection  of  the  wound  and  adequate  exposure  of 
the  damaged  parts  should  be  carried  out  together 
with  a removal  of  all  devitalized  tissue  sparing 
those  areas  of  skin,  bone,  tendon  and  nerve  which 
might  be  viable.  Hemostasis,  reapproximation  of 
the  divided  nerves  with  fine  interrupted  perineural 
silk  sutures,  repair  of  soft  tissue  damage  in  clean, 
or  cleansed  wounds  (never  in  the  presence  of  estab- 
lished infection),  and  reduction  of  fractures  or  dis- 
locations may  then  be  attempted.  After  this  is 
done  the  hand  should  be  immobilized  in  the  position 
of  function  to  such  an  extent  as  may  be  required 
for  healing.  Antitoxin  and  antibiotics  should  be 
used  as  indicated. 

The  after  treatment  of  hand  injuries  is  of  con- 
siderable importance.  This  should  include  eleva- 
tion and  rest  of  the  hand,  postponing  dressings 
except  in  the  presence  of  suppuration,  and  early 
restoration  of  skin  coverage  by  grafts.  Early 
active  motion  to  the  greatest  extent  that  will  not 
interfere  with  healings  is  essential  and  this  should 
begin  with  the  unaffected  parts  and  include  the 
involved  parts  as  soon  as  possible.  (Abstracted  by 
Benjamin  F.  Byrd,  Jr.,  Nashville,  Tenn.) 
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The  author  describes  his  experiences  with  the  newer  artificial  eye 
implants. 

INTEGRAL  IMPLANT  FOLLOWING  ENUCLEATION* 

JOHN  MONTGOMERY,  M.D.,  Knoxville,  Tenn. 


In  the  fall  of  1946,  at  the  meeting  of  the 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, we  first  saw  moving  pictures  of 
movable  implants  following  enucleation. 
Their  cosmetic  appearance  was  excellent 
and  there  was  repeated  spontaneous  ap- 
plause from  the  audience.  The  movements 
of  the  prosthesis  were  very  good,  being  su- 
perior to  the  older  type  of  buried  implant. 
The  pictures  gave  Ruedemann’s  technique 
and  results  in  his  combined  implant  and 
acrylic  eye,  the  posterior  portion  being  of 
tantalum  gauze,  the  anterior  segment  of 
acrylic.  This  implant  was  not  used  widely. 

Soon  afterwards,  Cutler  designed  the  ball 
and  ring  implant,  in  which  the  muscles  and 
Tenon’s  capsule  were  sutured  to  a ring. 
The  anterior  surface  of  the  implant  pre- 
sented an  opening  in  which  a pin  fixed  to 
the  prosthesis  could  be  inserted.  This  al- 
lowed the  technician  to  place  the  peg  in  any 
position  on  the  posterior  surface  of  the  pros- 
thesis and  would  automatically  correct  poor 
positioning  of  the  implant.  It  was  in  1948 
that  the  American  Optical  Company  issued 
their  so-called  “Stone-Jardon”  implant. 
There  was  a band  of  tantalum  gauze  an- 
terior to  the  equator  of  the  implant  and  the 
muscles  and  Tenon’s  capsule  were  attached 
to  this.  In  the  beginning,  5-0  tantalum  wire 
was  used  to  secure  the  tendons ; later,  a 
metal  prong  was  substituted  for  attachment 
of  the  tendons.  The  original  Stone-Jardon 
implant  was  available  in  sizes  of  15  and 
19  millimeters.  The  present  implants  are 
available  in  one  size  only,  18  x 17.5  milli- 
meters, which  appears  to  be  satisfactory 
for  all  cases  except  in  the  very  young. 

Other  implants  with  which  we  are  not 
familiar  include  the  Allen  buried  implant, 
in  which  the  opposing  recti  muscles  are 
passed  through  tunnels  and  are  sutured  on 
its  anterior  surface. 


*Read  before  the  Tennessee  Academy  of  Ophthal- 
mology and  Otolaryngology,  Nashville,  Tenn.,  April 
9,  1951. 


During  the  years  of  1946  to  1948,  we 
continued  to  hope  that  integral  implants 
could  be  made  available  for  patients  in 
medium  circumstances.  Few  of  our  pa- 
tients were  able  to  go  to  one  of  the  larger 
centers  for  the  fitting  of  the  prostheses.  It 
was  not  until  early  in  1949  that  the  local 
branch  office  of  the  American  Optical  Com- 
pany made  available  to  us  the  integrated 
implant  that  we  are  now  using  in  the  ma- 
jority of  our  enucleations.  We  have  always 
felt  that  young  people  dreaded  enucleations 
because  of  the  resulting  poor  cosmetic  ap- 
pearance. The  ectropion  and  sagging  of 
the  lower  eyelid  were  especially  noticeable 
and  the  contour  of  the  upper  eyelid  was 
rarely  good.  The  fitting  of  the  shell  has 
now  become  more  or  less  a simple  proced- 
ure. The  shell  is  supported  by  a peg  in- 
serted into  the  implant,  and  the  contour  of 
the  upper  eyelid  is  much  better.  Patients 
are  grateful  for  the  movement  and  the  im- 
provement in  the  general  appearance  of  the 
socket.  (The  over-all  increase  in  costs  is 
only  twenty-five  dollars.  The  optical  com- 
pany charges  the  patient  fifty  dollars  for 
the  combined  implant  and  shell  prosthesis.) 

Our  first  case  was  done  in  May,  1949,  the 
diagnosis  being  phthisis  bulbi  with  recur- 
rent inflammation.  The  patient  was  ex- 
tremely shy.  He  had  read  an  article  in  one 
of  the  magazines  describing  the  integral 
implant  and  inquired  concerning  it.  In 
this,  our  first  case,  there  was  poor  position- 
ing of  the  implant,  it  was  in  a diverging 
position.  However,  the  technician  was  able 
to  attach  the  peg  in  such  a manner  that  all 
divergence  was  corrected.  The  result  was 
far  beyond  our  expectations,  and  the  pa- 
tient was  overjoyed. 

Since  that  time,  we  have  suggested  this 
procedure  in  most  of  our  cases  with  the 
exception  of  the  very  young  and  the  very 
old.  To  date,  we  have  used  the  integrated 
implant  in  twenty  cases,  the  youngest  being 
four  and  one-half  years  of  age  and  the 
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oldest  sixty-six  years  of  age.  Thex’e  were 
eight  (40',  ) in  the  four  to  ten  age  group, 
one  (5',  ) in  the  ten  to  twenty  age  group, 
six  (30%)  in  the  twenty  to  forty  age  group, 
and  five  (25'  ; ) in  the  forty  to  seventy  age 
group.  To  date  we  have  had  no  extrusions. 
In  four,  we  had  considerable  increase  of 
secretion  over  what  we  would  expect  when 
using  the  buried  implant.  These  have  been 
controlled  in  all  cases  with  our  routine  sock- 
et care.  The  following  typed  instructions 
are  given  to  each  patient: 

(1)  Never  remove  the  prosthesis. 

(2)  At  bedtime,  place  one-fourth  inch  of  peni- 
cillin ointment  inside  the  lower  eyelid. 

(3)  Each  morning,  after  washing  the  hands 
thoroughly,  lie  down  and  irrigate  the  eye,  without 
removing  the  artificial  eye,  with  salt  solution  (one 
teaspoon  of  salt  to  one  quart  of  water  that  has 
been  boiled  for  20  minutes  and  allowed  to  cool.) 
Use  a rubber  ear  syringe  and  separate  the  eyelids 
with  the  forefinger  and  thumb.  Place  the  tip  of 
the  irrigator  at  the  inner  angle  of  the  eye  and 
attempt  to  irrigate  beneath  the  shell.  Following 
the  irrigation,  instill  two  or  three  dropperfuls  of 
1 : 3000  zepharin  solution. 

(4)  Keep  clean  tissue  on  hand  at  all  times  for 
cleansing  the  eye  margins.  (Do  not  use  handker- 
chief.) 

(5)  Do  not  immerse  the  head  when  swimming. 

There  are  other  precautionary  measures 
that  could  be  added  to  this  routine ; how- 
ever, we  felt  it  should  be  kept  as  simple  as 
possible.  We  do  instruct  our  patients  to 
return  to  the  office  immediately  on  noticing 
any  increase  in  secretion  or  pain. 

In  this  group,  we  have  found  only  one 
patient  to  be  allergic  to  penicillin.  We  sub- 
stituted sulfacetamide  ointment,  10  percent, 
and  he  had  no  further  trouble.  In  six  cases, 
granulation  tissue  was  noted.  In  three 
cases,  it  was  necessary  to  exercise  the  gran- 
ulation tissue.  In  the  remaining  cases,  local 
applications  of  a mild  silver  solution,  in 
addition  to  the  routine  eye  care,  relieved  the 
condition.  We  have  had  practically  no  diffi- 
culty with  discharge  nor  granulation  tissue 
since  instructing  our  patients  never  to  re- 
move prostheses. 

There  has  been  some  mesh  exposure  in 
approximately  50  percent  of  our  cases.  In 
two  of  these  cases  the  exposure  of  the  mesh 
is  rather  pronounced  to  the  point  that  in 
one  case  the  insertion  of  the  inferior  rectus 


muscle  is  exposed.  An  attempt  was  made 
to  resuture  the  conjunctiva  to  the  neck  of 
the  implant ; however,  retraction  again  oc- 
curred, and  we  felt  it  best  not  to  interfere 
further.  The  remaining  cases  that  showed 
mesh  exposure  were  very  slight  and  we  felt 
no  attempt  should  be  made  to  correct  them. 

Approximately  50  percent  of  the  twenty 
cases  were  done  under  local  anesthesia.  The 
operative  technique  is  not  difficult.  It  con- 
sists mainly  in  performing  an  enucleation  in 
the  usual  manner  with  as  little  trauma  to 
muscles,  retro-orbital  tissue  and  Tenon’s 
capsule  as  possible.  A silk  suture  is  placed 
in  the  four  recti  muscles,  and  they  are  sev- 
ered as  close  to  the  globe  as  possible.  All 
bleeding  is  controlled  to  reduce  the  possi- 
bility of  post-operative  hemorrhage.  Var- 
ious means  are  used  to  place  the  muscle  on 
the  implant.  We  first  used  tantalum  wire 
sutures,  we  next  used  metal  clips,  and  now 
we  are  using  4-0  and  5-0  silk,  and,  in  a few 
cases,  5-0  dermalon.  We  have  found  it  is 
not  necessary  to  take  extreme  care  in  plac- 
ing the  muscles  so  many  millimeters  from 
the  neck  of  the  limbus.  We  suture  the 
muscles  1 to  2 millimeters  anterior  to  the 
equator  of  the  implant.  Any  poor  position- 
ing of  the  implant  is  corrected  by  proper 
placing  of  the  peg  onto  the  posterior  surface 
of  the  shell.  We  make  sure  the  implant  is 
placed  well  into  Tenon’s  capsule.  A purse- 
string suture  is  placed  in  Tenon’s  capsule, 
and  another  is  placed  in  the  conjunctiva, 
both  drawn  snugly  around  the  neck  of  the 
implant.  Penicillin  ointment  is  instilled, 
and  a peg  conformer  is  placed  in  the  socket. 
Both  eyes  are  bandaged  for  four  days  with 
a firm  pressure  bandage. 

In  the  pictures  we  are  about  to  show  you, 
the  first  three  cases  present  the  old  type 
buried  implant  and  serve  as  comparison  to 
the  integral  implants.  We  do  not  have  pic- 
tures of  our  last  eight  patients.  We  are 
now  using  the  new  A.  O.  monoplex  inte- 
grated implant.  This  implant  is  more  sim- 
ply made,  without  grooves,  without  metal 
prongs  and  without  the  lateral  flange.  It 
is  giving  better  results  than  some  of  its 
predecessors,  with  less  recession,  granula- 
tion tissue,  etc. 

No  attempt  has  been  made  to  use  the 
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integral  implant  as  a delayed  implant  in 
Tenon’s  capsule.  We  have  been  tempted  on 
a few  occasions,  but  we  have  resisted  the 
temptation  thus  far. 

In  summary,  we  expect  to  continue  the 
use  of  the  integral  implant  so  long  as  we 


have  the  results  we  are  about  to  show  you. 
The  appearance  of  the  eye  is  very  important 
in  both  business  and  social  life.  We  believe 
in  integral  implants,  for  they  give  our  pa- 
tients far  better  movement  and  appearance. 
Finally,  we  would  like  to  say  that  our  re- 


Table  I 


Granulation 

Exposure 

Patient 

Age 

Date  Opr. 

Diagnosis 

Tissue 

of  Mesh 

P.O. 

36 

10-22-47 

Chronic  iridocyclitis 
(severe,  right  eye) 
Secondary  glaucoma 
(right  eye) 

P.L.A. 

60 

11-12-49 

Melanoma  of  choroid 
(left  eye) 

W.J.B. 

2 y2 

3-15-50 

Glioma  of  retina 
(right  eye) 

R.H. 

23 

5-25-49 

Phthisis  bulbi 
(right  eye) 

++ 

+ 

A.R. 

43 

6-4-49 

Laceration  of  cornea, 

(extensive,  with  prolapse  of  lens  and 
uveal  tissue,  left  eye) 

+ 

N.L. 

4 y2 

7-6-49 

Intra-ocular  hemorrhage,  retinal 
detachment  (left  eye). 
Toxoplasmosis? 

++ 

+ 

R.L.H. 

7 

7-28-49 

Laceration  of  cornea,  ciliary  body 
(right  eye,  extensive  with  prolapse  of 
uveal  tissue) 

+ 

M.R. 

17 

8-31-49 

Phthisis  bulbi 
(right  eye) 

++ 

E.S. 

61 

9-14-49 

Retinal  detachment  (right) 
Chronic  iridocyclitis  (right) 

+ 

A.P.T. 

9 

12-10-49 

Panophthalmitis 
(right  eye) 

+ 

P.J. 

" 9 

1-5-50 

Laceration  of  cornea,  and  sclera 
(right  eye,  with  prolapse  or  ciliary  body 
and  hyphemia) 

+ 

???? 

43 

1-18-50 

Panophthalmitis,  secondary 
(left  eye) 

M.P. 

5 

5-27-50 

Laceration,  cornea  (left,  complete  with 
collapse  of  globe) 

+ 

C.M. 

24 

2-15-50 

Buphthalmos,  congenital 
(left  eye) 

+ 

C.M. 

24 

5-3-50 

Buphthalmos,  congenital 
(right  eye) 

H.H.S. 

5 

12-23-49 

Intra-ocular  foreign  body 
(right  eye) 

C.D. 

38 

6-28-50 

Laceration,  cornea  (right,  with  prolapse 
of  lens  and  uveal  tissue) 

G.L.G. 

7 

8-9-50 

Chronic  iridocyclitis 

(right  eye,  with  sympathetic  ophthalmia, 
left  eye) 

L.D.W. 

414 

8-30-50 

Panophthalmitis 
(right  eye) 

M.M. 

66 

9-6-50 

Glaucoma  (absolute,  right  eye) 

R.F.B. 

49 

10-14-50 

Melanosarcoma  (right  eye) 

J.D. 

32 

1-10-51 

Glaucoma  (absolute,  left  eye)  ; Ectasia, 
cornea;  Staphyloma,  sclera;  Corneal 
scarring) 

W.E.C. 

34 

2-25-51 

Laceration,  cornea  (left  eye,  with 
prolapse,  lens,  vitreous  and  uveal  tissue) 
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suits  would  have  been  better  had  we  never 
used  the  tantalum  wire  sutures  and  the 
metal  prongs. 
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The  Surgically  Removed  Ovary,  Hall,  J.,  M.D.,  Am. 

J.  Obst.  & Gynec.,  62:1307,  1951. 

Since  the  ovary  is  an  endocrine  gland,  its  pres- 
ence is  necessary  for  the  maintenance  of  the  normal 
function  of  the  body,  not  only  for  normal  reproduc- 
tion but  also  to  maintain  the  normal  balance  of  the 
entire  female  economy.  Its  removal,  therefore, 
should  be  done  only  when  it  has  ceased  functioning 
or  its  retention  would  be  detrimental  to  the  health 
of  the  individual.  It  is  undoubtedly  true  that  the 
normal  ovary  is  removed  during  many  abdominal 
operations  without  enough  consideration  of  the 
disturbance  oophorectomy  may  produce.  It  is  prob- 
able that  the  ovary  functions  as  an  organ  of  inter- 
nal secretion  long  after  oogenesis  has  ceased.  The 
study  of  665  cases  in  which  the  ovaries  were  sur- 
gically removed  has  revealed  the  following  facts 
and  permitted  certain  opinions  to  be  formulated: 
Although  the  presence  of  follicular  cysts  is  usually 
not  considered  significant,  in  this  series  45.1%  were 
associated  with  hypermenorrhea  and  64.6%  with 
myomas  of  the  uterus.  The  benign  serous  and 
pseudomucinous  cysts  occurred  about  equally  in  all 
age  groups.  The  malignant  form  of  the  pseudo- 


mucinous cyst  affects  an  older  age  group  than  the 
serous  type.  The  large  majority  of  patients  hav- 
ing benign  cystic  teratomas  were  between  the  ages 
of  21  and  40  years.  Two-thirds  of  the  patients 
having  fibromas  of  the  ovary  were  over  45  years 
of  age.  The  removal  of  any  ovary  from  a patient 
under  30  years  of  age  should  be  done  only  after  a 
qualified  observer  has  declared  that  the  ovary  is 
abnormal  or  associated  disturbances  require  oopho- 
I'ectomy.  It  is  urged  that  normal  ovaries  should 
not  be  removed  from  women  under  45  years  of  age 
at  the  time  of  hysterectomy  for  benign  lesions. 
There  is  no  increased  incidence  of  ovarian  cysts 
subsequent  to  hysterectomy.  The  advantages  ex- 
perienced from  retaining  a normal  ovary  in  the 
women  under  45  years  of  age  far  outweigh  the  slim 
possibility  of  the  development  of  a primary  ovarian 
malignant  tumor.  No  instance  of  a primary 
ovarian  malignant  tumor  occurred  in  a retained 
ovary  in  71  cases  studied.  All  women  in  whom 
ovaries  have  been  retained  during  a hysterectomy 
should  have  pelvic  examinations  every  six  months 
even  though  the  development  of  pathologic  disturb- 
ances in  such  ovaries  is  rare.  (Abstracted  by 
Hamilton  V.  Gayden,  M.D.,  Nashville,  Tenn.) 


What’s  New 

Clinical  and  Laboratory  Observations  in  Autoim- 
mune Hemolytic  Disease,  Young,  L.  E.,  Miller, 
G.,  and  Christian,  R.  M.,  Ann.  Int.  Med.,  35:507, 
1951. 

The  term  “acquired  hemolytic  anemia”  has  been 
used  to  include  those  cases  of  anemia  due  to  hemo- 
lytic processes.  The  authors  consider  here  the 
cases  of  this  group  in  which  “patients  have  devel- 
oped antibodies  reacting  with  their  own  red  cells.” 
The  origin  of  such  antibodies  is  unknown  but  ap- 
pear in  instances  of  leukemia,  the  lymphomas,  car- 
cinoma, sarcoidosis,  tuberculosis  and  disseminated 
lupus.  The  hemolytic  anemia  may  be  the  first 
manifestation  of  disease. 


The  antibodies  attached  to  the  red  cells  can  be 
shown  by  mixing  washed  red  cells  with  antiglobu- 
lin rabbit  serum  (from  rabbits  immunized  with 
normal  human  gamma  globulin).  The  auto-anti- 
bodies can  react  to  cells  of  all  types.  This  is  shown 
by  the  fact  that  normal  cells,  transfused  into 
patients  of  this  group,  show  spherocytosis,  in- 
creased fragility  and  are  destroyed.  The  contrary 
is  true  of  normal  cells  transfused  into  patients 
having  hereditary  spherocytosis. 

Splenectomy  has  helped  some  of  these  cases. 
ACTH  and  cortisone  has  been  reported  to  be  helpful 
in  maintaining  remissions  in  some  of  these  patients. 
Cross-matching  for  transfusions  is  difficult  since 
the  auto-antibodies  may  cause  agglutination. 
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This  is  a review  of  wounds — wounds  associated  with  fractures — with 
particular  emphasis  on  emergency  care. 


COMPOUND  FRACTURES 

HUGH  SMITH,  M.D.,  and  FRANCIS  V.  COSTELLO,  M.D.*  Memphis,  Tenn. 


Safety  programs  undoubtedly  help,  but 
corn  pickers  and  gin  saws  and  automobiles 
continue  to  take  their  toll  in  relentlessly 
increasing  numbers.  Injuries  reminiscent 
of  war  surgery  are  all  too  common.  The 
less  dramatic  compound  fractures  if  im- 
properly handled  can  assume  catastrophic 
proportions.  Even  though  the  reader  does 
not  treat  compound  fractures  or  major 
wounds,  the  smaller  wounds  must  be  treated 
properly  and  the  principles  of  treatment  are 
pretty  much  the  same  for  all  degrees  of 
trauma. 

Assuming  that  the  injury  is  of  major 
proportions,  priority  dictates  general  and 
local  treatment  to  save  life,  and  subsequent- 
ly the  limb.  The  time-tested  five  S’s  cover 
this  situation : shock,  splint,  surgery,  serum 
and  sulfa  or  antibiotics. 

Shock.  Even  the  most  resolute  individual 
may  develop  a fear  of  impending  doom  when 
he  beholds  his  bone  protruding  through  the 
skin,  and  sees  and  smells  a fair  quantity  of 
his  own  blood.  The  over-zealous  people  (or 
doctors)  who  with  a misplaced  sense  of  ur- 
gency move  these  patients  without  listening 
to  their  cries  or  pain  contribute  quickly  to 
a cycle  that  produces  or  exaggerates  a state 
of  shock,  viz.,  circulatory  collapse.  Here 
are  the  steps  in  immediate  treatment. 

1.  Intravenous  morphine.  To  allay  fears  and 
lessen  pain  promptly,  and  substitute  a mild  state 
of  euphoria  in  preparation  for  the  things  yet  to  be 
done,  administer  intravenous  morphine  as  follows: 
dissolve  morphine,  grs.  (or  comparable  narcot- 
ics) in  5 cc.  of  water.  Using  a small  caliber  needle, 
inject  this  solution  drop  by  drop,  I.V.  (3  to  5 
minutes)  until  the  patient  is  relieved  and  relaxed. 
Side  effects  are  no  contra-indication  to  intravenous 
administration.  Merely  proceed  more  slowly.  Per- 
haps one-quarter  or  one-half  the  dose  will  be 
enough  to  accomplish  rapidly  the  desired  effect, 
particularly  in  elderly  people.  This  is  a simple  and 
easy  method  of  obtaining  prompt  response  with 

*From  the  Campbell  Foundation,  Memphis,  Ten- 
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accurate  dosage.  Atropine  may  later  be  given  in 
a similar  manner  immediately  prior  to  operation. 

2.  Stop-gap  treatment.  For  a severe  state  of 
shock  induced  by  hemorrhage,  “there  is  nothing 
like  blood  to  replace  blood.”  This  form  of  treat- 
ment, however,  is  not  always  immediately  avail- 
able. In  the  interim,  to  maintain  circulatory  vol- 
ume and  sustain  life,  administer  plasma  or  saline 
and  10%  glucose,  intravenously.  Blood  loss  means 
not  only  reduced  volume  but  reduced  red  blood  cells 
and  hemoglobin.  While  the  injection  of  innocuous 
solutions  into  the  circulatory  system  increases  fluid 
volume  and  thereby  a desirable  temporary  effect, 
it  does  not  provide  for  replacement  of  the  cellular 
and  chemical  elements  so  essential  for  maintenance 
of  vital  organs, — thus  the  emphasis  on  blood  trans- 
fusions in  adequate  volume  as  soon  as  possible. 

3.  Hemostasis  and,  dressings.  Do  not  attempt 
any  definitive  treatment  (manipulation,  surgery, 
or  clean-up)  of  the  local  wounds  at  the  scene  of 
the  accident  or  as  an  office  maneuver.  (Other  fal- 
lacies: dusting  the  wound  with  sulfa  powder;  ap- 
plying tincture  type  of  antiseptics  to  a raw  wound.) 
Preferably  cut  away  clothing  and  cover  the  wound 
with  copious  dressings.  Keep  these  in  place  with 
an  elastic  bandage.  A compression  bandage  of  this 
type  will,  in  most  instances,  provide  adequate  hemo- 
stasis. Do  not  apply  the  bandage  so  tightly  that 
it  obstructs  the  venous  circulation.  Occasionally 
a severed  vessel  may  be  conveniently  situated  for 
the  application  of  a hemostat.  Rarely  bleeding  will 
require  a tourniquet.  (The  application  of  a blood 
pressure  apparatus  to  your  own  arm  with  tourni- 
quet pressure  [400  mm.  of  mercury]  for  30  minutes 
will  be  rather  convincing  evidence  against  the  gen- 
eral use  of  a touriquet.)  A patient  can  stand  the 
pain  of  an  avascular  extremity  for  only  a limited 
time.  The  injudicious  use  of  a tourniquet  invites 
paralysis  or  even  worse,  gangrene,  with  prolonged 
use.  When  the  tourniquet  is  finally  removed  hem- 
orrhage is  likely  to  be  profuse.  Consequently, 
frequent  removal  and  reapplication  of  the  tourni- 
quet is  not  desirable. 

4.  Splinting  and  position.  Immobilization  is 
mandatory  prior  to  transportation.  For  some  un- 
explained reason,  splints  seem  to  have  become 
unfashionable,  or  are  we  lazy?  “Splint  ’em  where 
they  lie”  is  a sound  dictum  because:  continual 
jockeying  or  overlapping  of  the  bones  causes  pain, 
muscle  spasm,  soft  tissue  damage,  hemorrhage,  and 
shock,  or  the  sharp  ends  of  the  bones  may  even 
cut  important  structures.  Practically  any  fracture 
of  the  lower  extremities  can  be  securely  immobil- 


58 


COM PO U N D FRACTU RES — Smith -Costello 


February,  1952 


ized  by  a Thomas  splint  with  a foot  piece.  This 
underrated  piece  of  apparatus  is  an  essential  but 
simple  piece  of  equipment.  Improvised  splints  and 
bandages  are  adequate  for  the  forearm;  a Velpeau 
dressing  splints  the  upper  arm. 

After  splintage,  elevate  the  foot  of  the  stretcher 
or  bed — an  effective  but  neglected  means  of  get- 
ting more  blood  to  the  vital  areas.  Contra-indica- 
tions: chest  or  head  injuries. 

5.  Heat — antibiotic  therapy — oxygen  therapy. 
Heat  should  not  be  applied  to  dilate  further  a 
limpid  peripheral  circulation,  but  to  the  body,  sim- 
ply to  protect  the  patient  from  getting  chilled. 
Antibiotic  therapy  should  be  instituted  promptly— 
aqueous  penicillin,  intramuscularly.  Oxygen  ther- 
apy,  preferably  by  nasal  tube,  helps  air  hunger  and 
cyanosis  but  otherwise  is  not  necessary. 

These  measures  should  be  carried  out  with  this 
objective  in  mind, — rapid  resuscitation  to  a point 
permitting  definite  treatment  of  the  injured  ex- 
tremity at  the  earliest  possible  time.  Blood  pres- 
sure and  pulse  recorded  at  regular  intervals  are  the 
best  indicators  of  things  to  come,  good  or  bad. 
Surgery  ordinarily  is  not  advisable  until  the  blood 
pressure  remains  steady  at  100  mm.  or  above. 

Surgery.  Despite  the  emergency,  do  not 
rush  into  surgery  before  an  accurate  ap- 
praisal of  injuries.  Multiple  injuries  from 
an  automobile  accident  seem  to  be  the  rule 
rather  than  the  exception.  Too  often  the 
drama  or  tragedy  of  a mangled  leg  leads 
one  away  from  other  serious  injuries  that 
lurk  beneath  the  surface: — a fractured  pel- 
vis with  a ruptured  bladder;  a ruptured 
viscus;  a punctured  lung;  or  perhaps  addi- 
tional fractures  or  dislocations  in  the  same 
extremity.  A thorough  examination  with 
adequate  use  of  the  X-ray  is  in  order.  These 
should  be  obtained  with  a minimum  of  mov- 
ing and  maneuver.  A little  rough  handling- 
can  re-establish  shock  and  further  delay 
surgery.  Repetitive  inspections  of  the 
wound  by  the  intern,  then  the  resident  and 
finally  a staff  surgeon  or  so  is  unnecessary 
and  harmful.  Further,  a really  accurate 
appraisal  of  wound  damage  is  not  possible 
until  its  depths  have  been  cleaned  and  ex- 
posed. Before  anesthesia  an  accurate  check 
for  any  functional  impairment  of  nerves, 
tendons  and  blood  vessels  should  be  made. 

Other  than  simple  wounds  of  the  skin  and 
subcutaneous  tissues,  surgery  should  be 
carried  out  under  general  anesthesia.  The 
job  at  hand  is  frequently  a longer  and  hard- 
er procedure  than  originally  anticipated. 
One  should  prepare  for  the  worst,  viz., 


having  an  adequate  quantity  of  blood,  plen- 
ty of  help  and  the  equipment  available  for 
any  surgical  contingency.  Major  injuries 
are  usually  sufficiently  impressive  to  insure 
proper  preparation. 

Appraisal  of  Wounds.  Each  region  of  the 
body  has  certain  special  considerations,  but 
there  are  general  principles  which  apply  to 
the  analysis  of  all  wounds  wherever  they 
occur.  An  appraisal  as  to  severity  and  the 
length  of  time  from  injury  to  definitive 
treatment,  will  influence  the  following  con- 
siderations : the  necessity  or  the  extent  of 
surgery ; the  feasibility  of  extensive  recon- 
struction procedures;  the  advisability  of  in- 
serting foreign  material  for  internal  fixa- 
tion of  a fracture,  such  as  plates  or  screws, 
or  medullary  rods ; and,  finally  a decision  as 
to  closure  or  drainage. 

Severity  of  the  wound  is  based  on  the 
extent,  the  damage  and  devitalization  of  tis- 
sues and  the  amount  of  foreign  material. 
The  extent  of  the  wound  is  not  gauged  by 
the  length  of  the  superficial  laceration. 
This  is  really  not  important.  The  depth 
of  the  wound  and  the  structures  that  are 
cut  are  the  principal  considerations.  In 
general,  structures  have  healing  capacity 
and  resistant  qualities  in  proportion  to  their 
blood  supply.  Thus  the  deeper  injuries, 
which  involve  muscles,  tendons  and  bones 
are  far  more  severe  than  those  of  superficial 
tissue.  The  severity  of  the  wound  increases 
by  geometrical  rather  than  arithmetical  pro- 
portion in  the  presence  of  extensive  necrosis 
and  foreign  material.  Necrotic  tissue  sets 
up  an  optimum  condition  for  the  growth  of 
bacteria.  Since  blood  supply  has  been  cut 
off,  antibiotics  can  only  form  a peripheral 
ring  of  protection  about  an  infected  necrotic 
area.  Foreign  material  further  complicates 
the  situation.  “The  pabulum  of  infection  is 
a brew  made  up  of  necrotic  tissue,  blood  clot 
and  foreign  material.” 

The  time  factor  is  most  important.  A 
wound  unattended  but  contaminated  even- 
tually becomes  infected.  An  infected  field 
is  not  an  appropriate  area  for  extensive 
surgery  and  reconstruction  procedures.  In 
fact,  it  only  aggravates  an  already  serious 
situation.  In  general  the  following  time 
intervals  are  arbitrarily  recognized : under 
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12  hours,  contamination ; over  12  hours,  in- 
fection. This  is  a rule  of  thumb,  which 
must  be  varied  considerably  according  to 
the  situation  which  exists.  For  example,  a 
cut  from  a knife  or  a piece  of  glass  or  even 
a bullet  wound,  although  neglected,  may 
never  be  infected.  Perhaps  even  24  hours 
after  the  injury  it  may  be  possible  to  carry 
out  extensive  surgery  in  such  a field.  On 
the  other  hand,  some  wounds  may  be  con- 
sidered infected  the  instant  they  occur.  For 
example,  a shotgun  or  a mangling  wound  of 
the  thigh. 

Using  these  criteria,  wounds  should  be 
classified  as  Type  I,  II,  and  III: 

Type  I.  This  wound  is  pretty  clean  with  no 
devitalization  or  foreign  material.  Extensive  re- 
constructive procedures  permissible  with  excellent 
chance  of  healing  per  primam. 

Type  II.  An  extensive  wound  with  some  foreign 
material  and  necrosis  which  superficially  looks 
pretty  bad.  We  may  perhaps  after  surgery  be  able 
to  clean  it  up  to  the  point  that  extensive  recon- 
structive surgery  may  be  feasible  and  practical  and 
finally  even  permit  a closure  of  the  wound. 

Type  III.  These  are  the  bad  ones  presenting 
extensive  necrosis  and  much  foreign  material  that 
cannot  be  eliminated.  Anatomy  itself  imposes  cer- 
tain restrictions  on  the  extent  of  debridement. 
This  wound  is  not  a propitious  field  for  extensive 
surgery.  It  must  be  considered  infected  from  the 
beginning,  and  suitable  only  for  excisional  surgery 
and  drainage. 

Local  preparations. 

1.  Wrap  out  the  limb  with  an  elastic  bandage 
and  apply  a pneumatic  tourniquet.  This,  of  course, 
is  not  feasible  if  the  wound  is  too  close  to  the  hip 
or  the  shoulder. 

2.  Place  sterile  dressing  over  the  wound  and 
gently  scrub  with  Phisaderm  or  soap  and  water  in 
ever  widening  circles  beginning  at  the  periphery 
of  the  wound.  Vigorous  scouring  with  stiff  brushes 
is  not  necessary.  Work  all  dirt  away  from  the 
wound. 

3.  Shave  the  same  way.  The  important  thing 
with  both  scrubbing  and  shaving  is  to  do  it  exten- 
sively— -keep  the  field  ample,  so  that  later  the  inci- 
sion may  be  extended  in  either  direction. 

4.  Cleanse  the  skin  with  ether  and  paint  with 
merthiolate  or  idoline  and  alcohol  (not  necessary 
if  Phisaderm  is  being  used). 

5.  Drape  the  field  as  for  sterile  surgery,  pro- 
viding for  easy  maneuver  of  the  injured  extremity. 

Treatment  of  the  wound. 

1.  Irrigate  the  wound  with  copious  amounts  of 
saline,  massaging  the  dirty  tissues  with  your  finger 
as  you  continue  to  irrigate.  This  loosens  debris 


and  helps  float  it  to  the  surface.  Do  not  use 
caustic  antiseptics  in  open  wounds;  this  causes 
more  tissue  necrosis  and  seals  off  crypts  of  organ- 
isms and  debris,  encouraging  infection. 

2.  Debridement.  Extend  the  wound  for  adequate 
exposure  of  its  depth,  including  both  fragments  of 
the  fracture.  In  excising  skin  edges,  be  frugal ; 
you  may  want  to  close  the  wound.  Excise  all  devit- 
alized fat,  muscle  and  fascia  that  is  necrotic  or  can- 
not be  adequately  cleaned.  This  is  best  done  by 
block  excision  with  a pair  of  scissors.  Large  quan- 
tities of  muscle  can  be  spared,  so  be  generous.  Ex- 
cise back  to  healthy  bleeding  tissue.  Major  arteries 
and  nerves  must,  of  course,  be  spared  in  this  ex- 
cisional process.  Resistance  of  bone  to  infection  is 
low,  so  be  meticulous  in  cleaning  the  ends  of  the 
bones,  as  well  as  the  wound.  If  bone  ends  cannot 
be  cleaned  satisfactorily,  nip  off  or  scrape  off  the 
dirty  portions  but  preserve  loose  fragments  if 
attached  to  soft  tissue. 

3.  Irrigate  the  wound  again.  If  you  feel  that  by 
this  procedure  you  have  created  a relatively  clean 
surgical  field  (Type  I),  you  may  proceed  with  su- 
ture of  tendons  or  nerves,  or  apply  metallic  inter- 
nal fixation  to  the  fracture.  This  is  a major  deci- 
sion that  requires  surgical  judgment.  There  is  a 
saying,  “surgical  judgment  is  based  on  sad  expe- 
rience, and  sad  experience  breeds  good  surgical 
judgment.”  If  in  doubt,  or  if  you  cannot  get  the 
wound  properly  cleaned  up,  leave  it  open  and  line 
the  sides  with  thin  vaseline  gauze  strips  so  that 
there  will  be  a free  and  easy  exit  for  the  exudates 
that  will  form. 

4.  Remove  the  tourniquet  and  clamp  and  tie  the 
bleeders.  Hemostasis  must  be  complete,  particu- 
larly if  closure  is  anticipated.  Remember  that 
catgut  is  foreign  material,  so  do  not  be  too  generous 
with  it  in  ligating  bleeders. 

5.  If  internal  fixation  is  not  indicated,  align  the 
bone  and  apply  an  appropriate  form  of  immobili- 
zation, skeletal  traction  or  casts.  If  the  latter, 
cut  adequate  windows  in  the  casts  to  provide  for 
subsequent  observation  of  the  wound  and  dressings. 

Postoperative  Care.  In  addition  to  the 
usual  supportive  measures,  relative  to  diet, 
fluids,  relief  of  pain,  and  perhaps  additional 
blood  transfusions,  administer  1,500  units 
of  mixed  antitetanus  serum  after  skin  test- 
ing the  patient  for  sensitivity.  In  major 
and  severe  wounds,  repeat  this  procedure 
within  a week.  If  the  patient  has  previous- 
ly been  immunized,  a booster  dose  of  toxoid 
may  be  sufficient.  Antitetanus  serum  or 
toxoid  rarely  fails  to  provide  adequate  cov- 
erage but  antigas  gangrene  serum  probably 
provides  little  or  no  protection ; it  merely 
delays  the  onset  of  the  gas  gangrene.  (For 
medicolegal  reasons  give  it  anyway.)  Be 
generous  in  your  administration  of  antibi- 
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otics,  using  penicillin  and  perhaps  one  of 
the  other  antibiotics  boldly  and  consistently, 
thereby  providing  adequate  coverage  for  a 
mixed  bacterial  flora. 

Local  Care.  Bivalve  the  cast,  to  allow 
for  swelling  and  elevate  the  injured  extrem- 
ity. Request  observations  of  the  exposed 
parts  for  any  indication  of  circulatory  em- 
barrassment. Inspect  the  wound  frequently 
during  the  first  two  or  three  days,  watching 
especially  for  evidence  of  gas  gangrene  as 
well  as  ordinary  pyogenic  infection.  Usual- 
ly after  a week,  subsequent  treatment  cen- 
ters around  the  treatment  of  the  fracture 
as  if  it  had  been  a closed  one  rather  than  a 
compound  fracture.  If  infection  occurs,  the 
ensuing  course  is  likely  to  be  a long  and 
arduous  one. 

In  Summary:  The  salient  features  of  the 


management  of  major  wounds  can  be  sim- 
ply stated.  The  emergency  treatment  of 
shock  or  impending  shock  is  paramount  and 
should  prevail.  The  five  senses  and  the 
sphygmomanometer  should  alert  one  to  in- 
cipient dangers.  The  efficacy  of  morphine, 
whole  blood  and  blood  substitutes,  antibi- 
otics, adequate  splintage,  gentle  handling 
and  safe  transport  are  not  minor  details. 
A tourniquet  is  oftentime  a deadly  instru- 
ment ; use  it  as  a last  resort.  Definitive 
treatment  of  the  injured  extremity  can  be 
carried  out  only  when  the  patient’s  general 
condition  permits.  An  accurate  appraisal 
of  trauma  in  general,  and  wound  damage 
in  particular  is  a facility  that  must  be  ac- 
quired to  save  life  and  restore  a functional 
limb. 


Malignant  Tumors  Involving  the  Vulva,  Collins, 
C.  G.,  M.D.,  Collins,  J.  Il„  M.D.,  Nelson,  E.  W., 
M.D.,  Smith,  R.  C„  M.D.,  and  MacCallum,  E.  A., 
M.D.,  Am.  J.  Obst.  & Gynec.,  62:1198,  1951. 

The  authors  arrived  at  the  following  conclu- 
sions: Venereal  granulomatous  lesions  seem  to  be 
a predisposing  factor  in  the  development  of  vulvar 
malignancy.  If  hypertrophied  or  hyperplastic 
areas  persist  in  the  vulva  following  cure  or  arrest 
of  a granulomatous  venereal  lesion,  a radical  vul- 
vectomy should  be  performed.  Microscopic  sec- 
tions from  many  areas  of  the  resected  vulva  should 
be  carefully  studied  for  the  presence  of  malignancy. 
Symptomatic,  atrophic  or  nonvenereal  hypertrophic 
lesions  of  the  vulva  should  be  biopsied.  If  symp- 
toms persist  despite  definite  medical  regimen,  then 
total  vulvectomy  should  be  performed  and  the  whole 
vulva  submitted  to  the  pathologist  for  multiple 
microscopic  study.  Lesions  proved  to  be  intra- 
epithelial by  study  of  multiple  sections  from  an 


extirpated  vulva  may  not  require  radical  pelvic 
gland  dissection.  When  a vulvar  malignancy  has 
been  proved  to  be  invasive  by  microscopic  examina- 
tion, radical  vulvectomy  and  radical  pelvic  gland 
dissection  are  indicated.  The  gland  dissection 
should  extend  from  the  lower  portion  of  the  abdom- 
inal aorta  and  inferior  vena  cava  to  Hunter’s 
canal.  The  aortic,  caval,  common  iliac,  external 
iliac,  hypogastric,  obturator,  Cloquet’s,  superficial 
and  deep  inguinal  glands  are  the  object  of  the 
surgical  attack.  If  the  lesion  involves  the  bladder 
and/or  rectum,  an  anterior,  posterior  or  total  evis- 
cerectomy  should  be  added  to  the  surgical  proce- 
dure. The  advent  of  antibiotics,  blood  transfusion 
and  modern  anesthesia  has  allowed  for  a more 
extensive  surgical  attack  upon  malignancies  of  the 
vulva.  Patient  and  doctor  delays  are  still  factors 
in  defeating  what  otherwise  might  be  a I’elatively 
high  cure  rate  in  vulvar  malignancy.  (Abstracted 
by  Hamilton  V.  Gayden,  M.D.,  Nashville,  Tenn.) 
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STAFF  CONFERENCE 


Departments  of  Obstetrics  and 
Gynecology  and  Psychiatry,  Vanderbilt 
University  School  of  Medicine* 

DR.  EDWIN  L.  WILLIAMS:  Mrs.  C.  A.  D.,  a 
27-year-old  gravida  two,  para  two,  abortus  zero, 
was  seen  on  August  30,  1951,  with  the  chief  com- 
plaint of  menstrual  pain.  Her  history  included  a 
prolonged  period  of  menstrual  cramping  pain  with 
no  intermenstrual  pain  since  menarche  at  age  of 
12.  Her  pain  had  been  characterized  by  premen- 
strual tension  associated  with  abdominal  disten- 
tion, nausea,  vomiting  and  at  times  diarrhea  pre- 
ceding the  onset  of  flow  by  two  or  three  days.  With 
the  onset  of  flow  she  noted  severe  abdominal  cramp- 
ing pain  associated  with  backache,  which  as  a rule 
confined  her  to  bed  during  the  first  or  second  day 
of  her  period.  She  had  used  many  types  of  patent 
medicines  and  many  types  of  pain  relieving  drugs 
in  order  to  relieve  the  pain,  but  to  no  avail.  The 
pregnancy  history  included  two  gestations  four 
and  two  years  ago,  and  her  pregnancies  were  un- 
complicated. She  had  anticipated  that  her  men- 
strual pain  would  be  relieved  following  her  deliv- 
eries but  this  did  not  occur.  Since  the  birth  of  her 
last  child  two  years  ago  she  had  noted  considerable 
muco-purulent  vaginal  discharge.  Other  than  the 
pain  she  had  experienced  in  association  with  her 
menstrual  periods  she  had  been  in  relatively  good 
health.  She  has  had  no  major  diseases,  has  never 
been  confined  to  bed  for  as  much  as  two  weeks 
during  her  entire  life  for  any  type  of  illness,  and 
she  has  had  no  operations. 

Routine  laboratory  studies  of  the  blood  and 
urine  gave  results  within  normal  limits.  General 
physical  examination  disclosed  no  abnormality,  and 
examination  of  the  pelvis  revealed  no  enlargement 
of  any  of  the  pelvic  organs.  The  uterus  was  an- 
terior in  position,  not  enlarged  and  freely  movable. 
There  were  no  adnexal  masses  or  tenderness  and 
there  was  no  mass  detectable  by  rectal  examina- 
tion. Speculum  examination  of  the  cervix  revealed 
a chronic  cervicitis  with  some  muco-purulent  dis- 
charge. This  was  confirmed  by  a Papanicolaou 
smear.  It  was  then  felt  that  this  patient  had 
primary  or  essential  dysmenorrhea. 

Therapeutically,  she  was  instructed  with 
regard  to  the  menstrual  phenomenon  and  a 
brief  discussion  was  carried  out  with  her 
concerning  the  physiology  of  menstruation 
in  terms  which  she  could  easily  understand. 
She  was  advised  of  the  fact  that  her  pelvis 

*From  the  Department  of  Obstetrics  and  Gyne- 
cology and  the  Department  of  Psychiatry,  Vander- 
bilt University  School  of  Medicine,  and  Vanderbilt 
University  Hospital,  Nashville,  Tenn. 


was  normal,  that  there  was  no  inflammatory 
process  of  significance  in  her  pelvis,  that 
she  had  no  tumors,  and  that  she  had  well 
developed,  normal,  mature  genitalia.  She 
was  advised  that  relief  from  pain  could  be 
obtained  by  following  a program  designed 
for  the  relief  of  menstrual  cramps,  and  that 
this  program  should  be  carried  out  with 
each  period,  also  that  it  would  be  advisable 
to  initiate  the  program  to  relieve  pain  prior 
to  the  onset  of  How.  She  was  instructed  in 
three  principles  concerning  the  relief  of  her 
pain.  The  first  involved  exercises,  flexion 
and  backstretching  exercises  which  were  to 
be  begun  five  days  prior  to  the  onset  of  flow. 
The  exercise  suggested  was  one  which  con- 
sisted of  placing  a deck  of  cards  on  a shelf 
as  high  as  she  could  reach  and  having  her 
take  one  card  at  a time,  alternating  the 
hands  that  she  used  to  reach  the  cards, 
holding  her  knees  as  straight  as  possible, 
bending  over  and  placing  the  card  by  the 
opposite  foot.  By  using  the  entire  deck  of 
cards  it  made  her  bend  50  times.  She  was 
to  use  the  exercise  morning  and  night, 
making  the  daily  exercise  100  times.  She 
was  also  advised  to  restrict  her  salt  intake 
during  the  time  five  days  prior  to  the  onset 
of  flow  and  was  given  a sodium-poor  diet. 
She  was  advised  to  increase  her  activities 
at  the  time  of  the  onset  of  the  period  rather 
than  to  decrease  her  activities  which  she 
had  formerly  practiced.  She  was  advised 
to  increase  the  amount  of  exercises,  if  pos- 
sible, to  three  times  a day  at  the  time  of 
onset  of  the  flow.  In  association  with  the 
exercises  and  the  salt-poor  diet  she  was 
given  a prescription  for  a smooth  muscle 
antispasmodic,  Pavatrine.  Four  grains  of 
Pavatrine  were  taken  three  times  a day, 
beginning  five  days  before  the  onset  of 
flow.  She  was  instructed  to  call  and  report 
her  progress,  if  any,  at  the  time  of  her  next 
period.  No  treatment  of  the  chronically 
infected  cervix  was  carried  out  at  the  ini- 
tial visit.  That  was  deferred  until  a later 
date. 

The  next  contact  we  had  with  the  patient 
was  during  the  next  menstrual  period,  at 
which  time  she  reported  very  little  pain 
during  her  period  and  that  as  long  as  her 
“road  work”  was  done,  as  she  termed  her 
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exercises,  she  felt  relieved.  Until  the  pres- 
ent time  she  has  had  four  periods  since  the 
initial  examination  and  instruction  in  the 
office,  and  since  that  time  has  been  rela- 
tively comfortable.  She  has  not  been  in  bed 
during  the  periods  and  has  been  able  to 
carry  out  her  household  duties  during  men- 
struation as  at  other  times. 

DR.  JOHN  C.  BURCH:  This  is  a very 
interesting  case  that  Dr.  Williams  has  given 
us.  Dr.  Orr  will  continue  the  discussion. 

DR.  WILLIAM  F.  ORR:  Dr.  Williams 
and  I went  to  see  this  patient  at  her  home. 
To  understand  her  better  it  might  be  well  to 
describe  a little  of  her  and  her  home,  which 
I think  tells  a good  deal  about  her.  She 
lives  in  a modest  house  in  a pleasant  section 
of  town,  a well  kept  little  house.  When 
walking  into  the  living  room  one  is  struck 
by  two  objects  which  are  seen  there — two 
enormous  imitation  ebony  lamps  carved  in 
the  shape  of  Ethiopian  servants  bowing  be- 
fore you — any  bordello  would  be  proud  to 
have  them.  This  was  entirely  out  of  keep- 
ing with  the  rest  of  this  modest  house. 

She  was  a rather  pretty,  petite  girl,  cer- 
tainly not  beautiful,  active  and  attractive. 
She  sat  down  and  started  telling  her  life 
story  immediately  with  no  embarrassment 
and  without  hesitation.  It  is  interesting 
that  this  girl  whose  house  is  so  ornamented 
was  a peasant  girl  from  Lorraine.  She  was 
born  to  a peasant  family  and  grew  up  in  a 
small  village.  She  was  the  seventh,  I be- 
lieve, of  12  children ; she  had  older  sisters 
and  older  brothers,  as  well  as  younger  sis- 
ters and  brothers.  Her  father  she  described 
as  a person  who  was  cruel  and  she  didn’t 
care  much  for  him.  He  had  been  previously 
married  and  had  seven  or  eight  children  by 
this  marriage.  He  was  not  a person  of 
great  substance.  Her  mother’s  family  were 
the  people  whom  she  admired.  They  had  a 
farm  out  from  town  with  goats  and  sheep 
on  it.  Her  chief  pleasure  as  a child  was 
going  out  to  this  farm  and  working  there. 
Though  there  was  this  large  number  of  chil- 
dren, it  was  surprising  to  find  out  that  she 
had  no  preparation  for  menstruation,  nei- 
ther from  her  mother  or  older  sisters. 
When  menarche  occurred  at  age  12,  by  odd 
coincidence  on  Easter  Day,  she  was  totally 


unprepared  for  it.  She  began  cramping  in 
church,  had  to  come  home,  went  to  bed,  and 
still  nothing  was  explained,  other  than  an 
older  sister  instructed  her  in  wearing  a 
menstrual  pad.  Her  mother  never  explained 
any  of  the  facts  to  her. 

The  children  were  so  separated  from  the 
parents  that  they  were  never  allowed  to  go 
into  the  parents’  room  at  all.  She  tells  of 
an  episode  some  two  or  three  years  later, 
at  which  time  her  mother  had  a miscar- 
riage. She  had  never  been  in  her  mother’s 
room  before  while  her  mother  was  in  it. 
She  came  in  to  find  her  mother  lying  in  a 
“pool  of  blood,”  and  after  she  assisted  her 
mother  to  the  bed  she  was  told  to  leave  the 
room  and  shut  the  door,  and  she  was  not 
allowed  to  re-enter.  She  remembers  that 
after  this  a little  casket  was  taken  out  of 
the  house;  though  she  was  14  years  old  at 
the  time,  she  was  not  informed  of  what 
occurred,  and  it  was  only  in  retrospect  that 
she  understood.  She  went  to  the  parochial 
schools,  apparently  did  well  and  later  was 
sent  to  a convent.  During  the  time  she  was 
at  the  convent  her  menstrual  periods  con- 
tinued to  be  extremely  painful.  At  each 
period  she  would  stay  in  the  dormitory  by 
herself.  No  one  would  speak  to  her  of  the 
problem.  No  one  would  give  her  any  ad- 
vice. No  doctor  was  allowed  to  be  called. 
There  was  one  maid  who  would  come  up 
occasionally  and  bring  her  a cup  of  hot  tea. 
This  was  the  only  attention  she  received.  Is 
it  any  wonder  that  she  felt  menstruation 
was  shameful? 

During  the  menstrual  difficulties  she 
went  through  the  convent,  learned  to  type 
and  to  take  shorthand,  and  at  the  time  the 
war  broke  out  her  family  was  displaced,  as 
they  lived  with  the  “Maginot  line  in  their 
back  yard.”  She  returned  later  to  the 
town  and  began  work  for  the  French  gov- 
ernment. Through  machinations  on  her 
part  she  was  transferred  to  this  country — 
her  great  goal  and  aim,  and  after  arriving 
she  was  married.  It  is  apparent  that  she 
has  things  which  she  has  never  had  and 
never  known  before  in  her  life,  and  is  im- 
mensely pleased  with  America  and  delighted 
with  everything  about  it.  I think  this  last 
factor  is  important  because  of  the  marked 
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difference  to  her  former  life.  The  affluence 
she  now  has  is  something  which  is  entirely 
new  to  her  and  I think  important  to  the 
treatment  of  this  patient. 

She  was  given  a Rorschach  test,  which 
was  interrupted  “blindly” — that  is,  on  the 
test  alone  without  knowledge  of  the  pa- 
tient’s symptoms.  It  shows  a restricted 
young  woman,  a person  who  is  quite  inflex- 
ible with  few  resources  for  dealing  with 
problems.  Yet,  at  the  same  time  she  has 
a very  strong  and  very  well  knit  together 
personality  structure.  There  is  no  evidence 
of  serious  mental  illness.  She  has  fewr  ways 
of  handling  her  inner  feelings,  no  method  of 
discharging  her  tensions  really,  as  shown 
by  the  Rorschach  test.  On  card  6 with  the 
phallic  top,  she  says,  “O  yi  yi,  another  of 
these  queer  things!”  On  every  card  there 
is  at  least  one  response  which  has  pelvic 
bones  or  the  pelvis  in  it.  Another  one  that 
she  sees  is  a terrifying  green  monster. 
These  are  the  things  which  her  fantasies 
run  to. 

In  talking  with  her  I asked  her  why  did 
she  feel  that  she  was  so  much  better — what 
had  it  been  that  had  caused  her  marked 
improvement?  She  said  without  hesitation, 
“It’s  the  exercises.”  I said,  “Do  you  feel 
that  there  could  be  any  other  aspect  to  this 
but  the  exercises?”  She  said,  “No,  it’s  the 
exercises.  I like  to  dance  and  when  I know 
it  is  time  for  my  menstrual  period  I not  only 
start  doing  the  exercises,  but  I dance  all 
around  the  room  and  that  is  what  has  helped 
me  get  well.” 

DR.  BURCH : Thank  you,  Dr.  Orr.  I 
think  you  have  given  us  a marvelous  insight 
into  this  problem  that  most  of  us  need  to 
know  more  about.  Dr.  Williams,  will  you 
continue  the  clinical  discussion? 

DR.  EDWIN  L.  WILLIAMS:  Dysmenor- 
rhea is  conveniently  divided  into  two  parts, 
so-called  secondary  dysmenorrhea  or  ac- 
quired dysmenorrhea  which  constitutes  the 
minority  of  difficulties  which  arise  in  asso- 
ciation with  menstruation,  and  the  more 
common  type  of  dysmenorrhea  or  cramping 
with  periods  which  is  called  primary  or 
essential  dysmenorrhea.  This  provides  the 
majority  of  complaints  with  regard  to  men- 
strual pain.  These  two  types  of  dysmenor- 


rhea usually  can  be  suspected,  at  least,  and 
differentiated  on  the  basis  of  the  history. 
In  acquired  or  secondary  dysmenorrhea  the 
history  is  usually  that  of  a woman  who  has 
menstruated  with  relatively  little  difficulty 
for  a period  of  time  and  has  gradually  start- 
ed having  pain  in  association  with  the  pe- 
riods. The  pain  in  acquired  dysmenorrhea 
is  frequently  pain  which  increases  as  the 
flow  and  the  period  proceed,  being  much 
worse  toward  the  end  of  the  period  than  it 
is  at  the  onset.  It  is  also  dysmenorrhea 
which  increases  gradually  as  the  periods 
occur,  being  worse  this  month,  for  example, 
than  it  was  three  or  four  months  ago.  It  is 
frequently  associated  with  some  pain  be- 
tween periods,  and  on  careful  investigation 
of  the  pelvis  in  acquired  dysmenorrhea  one 
will  find  a disease  of  the  pelvis  which  may 
account  for  the  pain.  Endometriosis  is  one 
of  the  chief  offenders  and  causes  menstrual 
pain  which  is  of  the  acquired  type.  Pelvic 
inflammatory  disease  also  produces  acquired 
dysmenorrhea ; submucous  myomas  and  oth- 
er tumors  in  the  pelvis  will  at  times  produce 
pain.  These  cases  represent  the  minority 
of  individuals,  however,  who  have  cramping 
with  their  periods.  The  more  common  type 
of  dysmenorrhea  is  the  simple  cramping 
pain  with  the  periods  which  has  been  pres- 
ent since  the  onset  of  menstruation,  which 
is  usually  approximately  the  same  type  of 
syndrome  that  exists  throughout  menstrual 
life.  It  is  often  associated  with  premen- 
strual tension  which  may  be  manifest  by 
abdominal  distention,  headaches,  diarrhea, 
nervousness  prior  to  the  onset  of  the  period, 
irritability,  inability  to  sleep,  inability  to 
tolerate  noises  and  a distinct  feeling  of 
swelling,  which  at  times  is  most  noticeable 
in  the  breast  with  pain  of  the  nipples.  At 
the  time  of  the  onset  of  the  period  in  pri- 
mary dysmenorrhea  there  is  usually  lower 
abdominal  cramping  pain  which  is  labor- 
like, being  referred  to  the  back  as  labor 
pains  are  referred  to  the  back,  with  a lower 
abdominal  ache.  This  type  of  dysmenor- 
rhea, the  type  which  this  patient  in  question 
today  demonstrated,  is  best  relieved  by 
approaching  it  from  a physiologic  basis. 
The  abdominal  distention  and  swelling  is 
not  an  emotional  tension  or  an  imagined 
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tension,  but  actually  is  a tension  which  fre- 
quently is  due  to  fluid  retention.  This  pa- 
tient stated  that  she  had  a great  desire  for 
salt  and  salt-containing  foods  and  enjoyed 
foods  which  were  high  in  sodium  content. 

Many  times  patients  who  have  severe  pri- 
mary dysmenorrhea  and  a great  deal  of 
premenstrual  tension  will  gain  as  much  as 
3 to  8 pounds  prior  to  the  onset  of  flow, 
which  is  due  to  fluid  retention  in  association 
with  the  hormonal  regulation  of  menstrua- 
tion. The  restriction  of  salt  and  sodium- 
containing  foods  and  fluids  prior  to  the  on- 
set of  the  period  will  at  times  relieve  to  a 
marked  degree  the  amount  of  premenstrual 
tension.  The  lower  abdominal  cramping 
pain  is  due  to  uterine  activity  which,  as 
demonstrated  by  the  tocograph,  gives  a 
pattern  rather  characteristic  of  the  indi- 
vidual who  has  menstrual  pain.  There  are 
two  characteristics  of  the  pattern  which 
occurs  in  primary  dysmenorrhea.  In  the 
first  place,  the  uterus  maintains  an  abnor- 
mal tone  so  that  the  base  line  of  muscular 
activity  in  the  uterus  is  increased  over  and 
above  what  is  usually  found.  Superimposed 
on  an  increased  fundamental  tone  of  the 
uterus  there  are  waves  of  contraction,  a 
uterine  activity  which  simulates  labor  con- 
tractions, much  higher  than  in  the  individ- 
ual who  has  menstruation  without  a great 
deal  of  pain.  This  produces  pain  which  is 
referred  as  in  labor  to  the  back,  thus  ac- 
counting for  the  backache.  In  the  treat- 
ment of  primary  dysmenorrhea  there  are  a 
few  principles  which  are  of  help  as  far  as 
the  instruction  of  the  patient  is  concerned. 
In  the  first  place,  to  relieve  the  pain  a pro- 
gram must  be  instituted  which  will  reduce 
the  amount  of  sodium  during  the  week  prior 
to  the  onset  of  the  period.  Secondly,  the 
blood  will  drain  easier  from  the  uterus  and 
with  less  cramping  if  the  patient  is  more 
active.  I suspect  that  the  decentralization 
of  the  patient’s  attention  from  the  pelvis  by 
means  of  the  flexion  exercises  and  the  dem- 
onstration that  this  is  a general  problem 
rather  than  a local  pelvic  disease  accounts 
for  as  much  of  the  relief  that  occurs  in  dys- 
menorrhea as  the  actual  drainage  which  is 
increased  by  the  exercises.  Thirdly,  it  is  of 
some  importance  to  administer  some  type  of 
antispasmodic  which  will  relieve  the  funda- 


mental uterine  tone  of  the  uterus  to  some 
degree  and  also  decrease  the  amplitude  of 
the  contractions.  It  is  of  importance  that 
patients  be  told  that  their  pelves  are  normal 
and  that  they  are  not  suffering  from  some 
pelvic  disease  which  is  causing  pain  with 
the  periods. 

DR.  BURCH  : Dr.  Orr,  will  you  tell  us  a 
little  more  about  the  psychiatric  interpre- 
tation? 

DR.  ORR : I would  like  to  start  off  by 
agreeing  very  heartily  with  Dr.  Williams 
in  this  situation — that  this  is  a physiologi- 
cal condition  and  not  a hysterical  phenome- 
non. This  is  not  imagined  pain,  but  is  the 
pain  caused  by  the  abnormal  function  of  the 
body.  It  is  the  body  using  the  body  organs 
as  a method  of  expressing  the  emotional 
problems  which  lie  within  the  individual. 
It  is  interesting  that  these  individuals  who 
utilize  their  body  organs  as  methods  of  ex- 
pressing their  emotional  problems  can  be 
categorized  in  a broad  sense.  Their  atti- 
tudes and  ways  of  dealing  with  life  are  very 
much  the  same,  and  I would  like  to  point  out 
a few  of  the  methods  they  use  before  taking 
up  the  problem  of  dysmenorrhea.  We  find 
that  people  who  have  “psychosomatic  dis- 
ease,” of  which  I think  primary  dysmenor- 
rhea is  one,  are  of  this  kind ; they  conform 
very  strongly  to  the  social  pressures  put  on 
them.  They  are  people  who  are  accepted  in 
society  and  who  conform — they  are  rarely 
odd  or  queer  people.  They  are  people  who 
are  friendly  and  outgoing,  people  who  are 
well  thought  of  and  whose  life  goal  seems 
to  be  directed  towards  being  well  liked. 
Yet,  at  the  same  time  they  are  people  who 
are  ambitious.  They  want  to  get  ahead  and 
are  not  satisfied  with  just  being  like  every- 
body else,  but  want  to  be  someone  who  is 
successful.  Trying  to  be  liked  by  everyone 
and  at  the  same  time  being  ambitious  is  a 
neat  tightrope  to  walk.  They  can’t  “blow 
up”  and  get  angry  as  you  and  I,  shall  we 
say.  They  can’t  “cuss  somebody  out,”  be- 
cause of  their  drive  to  be  liked  and  to  be 
well  thought  of.  There  has  to  be  some 
method  whereby  this  discharge  can  take 
place  and  the  discharge  does  take  place 
through  the  autonomic  nervous  system  or 
through  the  humoral  mechanism  generally. 

We  can  see  that  this  ambitious  girl,  whose 


February,  1952 


STAFF  CONFERENCE 


65 


mother  was  certainly  fertile,  in  whom  the 
bearing  of  children  and  living  close  to  the 
farm — to  life — was  an  important  function 
for  her,  and  yet  knowledge  of  sexual  life 
and  sexual  function  was  entirely  kept  away 
from  her.  She  was  not  even  permitted,  as 
you  recall,  to  go  into  her  mother’s  bedroom. 
She  was  not  told  of  menstrual  function  and 
all  expressions  of  sexual  life  were  sup- 
pressed in  her  childhood.  We  can  see,  for 
instance,  her  great  interest  in  the  pelvic 
function,  because  on  Rorschach  test,  in  each 
ink  blot  which  can  look  like  anything  and 
most  people  find  that  they  do,  she  found 
pelvic  anatomy,  so  that  her  life  centering  is 
on  the  pelvis  and  the  thinking  of  pelvic 
function.  We  further  see  that  here  is  a girl 
who  is  still  conforming  and  who  has  come 
to  this  country  and  is  trying  to  be  like  every- 
body else  in  this  country,  in  her  way.  The 
gaudy  decorations  this  simple  peasant  girl 
now  uses  show  that  attempts  to  conform  are 
still  going  on.  I might  add  that  I never  saw 
as  many  victrola  records  in  my  whole  life 
as  were  in  her  room.  One  whole  side  of  the 
room  was  filled  with  albums  of  records  of 
the  highest  order.  So  that  all  the  way 
through  she  is  trying  to  express  her  social 
ambitions,  as  it  were,  through  these  means. 
Then  we  see  that  with  her  inherently  rigid 
personality  she  has  little  way  to  express  the 
problems  relating  to  sexual  life  except 
through  the  bodily  functions — through  sick- 
ness she  can  express  them  and  only  through 
it. 

I would  like  to  comment  a little  further 
about  Dr.  Williams’  method  of  treatment  in 
this  patient.  How  should  this  woman,  in 
whom  the  chief  difficulty  is  emotional  rather 
than  pelvic,  be  treated?  Should  she  have 
been  treated  by  a psychiatrist,  or  should  she 
have  been  treated  by  a gynecologist?  1 
don’t  think  there  is  any  question  about 
the  answer  to  that.  She  has  to  be  treated 
by  the  gynecologist,  because  she  went  to  the 
gynecologist  and  he  is  her  doctor  and  there- 
fore he  treats  her.  What  does  he  treat? 
Does  he  go  back  and  go  through  the  intri- 
cacies of  her  life  and  the  feelings  she  had 
as  a peasant  in  Lorraine,  which  he  can  know 
nothing  about  because  he  never  experienced 
it  himself?  Does  he  go  through  the  feeling 


she  has — the  resentments  she  probably  feels 
toward  her  father,  the  fears  about  the  abor- 
tion which  her  mother  had  when  she  was 
14?  Does  he  talk  to  her  about  the  life  in 
the  convent  when  she  lay  cramping  and 
vomiting  in  the  dormitory,  cold  and  afraid? 
No,  1 don’t  think  so.  She  is  too  rigid,  too 
restricted  to  really  be  able  to  utilize  these 
experiences  in  her  life.  But  what  she  is 
going  to  be  able  to  utilize  is  a person  who 
is  strong,  who  can  talk  to  her  frankly  about 
her  pelvic  function,  something  that’s  never 
occurred  to  her  before.  Menstruation  has 
always  been  something  which  is  shameful, 
bad  and  terrible  and  here  for  the  first  time 
an  interested  doctor  in  this  big  new  country 
she  has  come  to  helps  her.  She  can  talk 
about  this  without  shame  and  without  diffi- 
culty and,  therefore,  by  talking  about  it,  it 
becomes  less  shameful  to  her.  By  giving 
her  something  to  do  which  de-emphasizes 
her  pelvis  (the  body  exercises),  in  addition 
to  the  physiological  effects  which  this  had. 
they  had  a profound  emotional  effect  on  her. 
In  this  way  the  methods  which  Dr.  Williams 
used  are  best  for  use  in  patients  like  this, 
and  surely  the  gynecologist  or  the  general 
practitioner  is  the  logical  person  to  treat 
this  problem. 

DR.  BURCH  : Thank  you,  Dr.  Orr.  This 
has  been  a most  interesting  discussion  and 
I think  a most  fundamental  one.  The  man- 
agement of  cases  of  this  kind,  not  alone  of 
dysmenorrhea,  but  of  all  functional  cond:- 
tions,  is  a daily  problem  to  us  all.  Now, 
the  successful  management  of  these  cases 
can  be  pretty  well  formalized.  Dr.  Wil- 
liams has  done  this  in  the  management  of 
this  case  which  he  has  so  successfully  treat- 
ed. Let’s  see  if  we  can  put  down  what’s 
been  done.  First,  he  demonstrated  to  the 
patient  his  interest  in  her  as  a professional 
problem  and  as  a person.  The  second  thing 
he  did  was  to  make  a good  examination.  On 
the  basis  of  that  thorough  examination  he 
has  given  her  an  explanation,  reassurance 
and  support.  Now,  those  things  are  of  no 
value  unless  they  are  preceded  by  the  dem- 
onstration of  interest  in  the  patient.  Last- 
ly, he  has  given  an  active  program  of  treat- 
ment. It  was  successful  as  it  is  in  most  of 
these  conditions. 


66 


STAFF  CONFERENCE 


February,  1952 


DR.  DIXON  N.  BURNS:  I would  like  to 
ask  a question  about  the  prescription  of 
medication.  Do  you  think  that  at  times  it 
might  be  inadvisable,  if  the  patient  is  of  the 
type  who  might  become  more  dependent 
upon  the  drug?  Do  you  think  that  some- 
times it’s  better  not  to  prescribe  it  for  cer- 
tain individuals? 

DR.  EDWIN  L.  WILLIAMS:  I feel  that 
it  is  satisfactory  and  effective  to  give  some 
kind  of  antispasmodic  to  patients  with  dys- 
menorrhea if  the  function  of  the  drug  is 
explained  to  them.  I don’t  feel  that  any 
type  of  sedative  drug  is  indicated  and  I 
don’t  use  antispasmodics  which  have  com- 
bined within  the  tablet  a sedative. 

DR.  ORR  : I asked  this  woman  how  much 
did  she  feel  the  medicine  has  helped  her  and 
her  answer  was,  she  thought,  it  had  helped 
her  a “little  bit,”  and  I don’t  believe  she  is 
taking  it  any  longer.  The  exercises  are  the 
main  thing  she  relies  on.  I believe  that 
answers  your  question,  Dr.  Burns.  The 
medicine  has  not  been  very  important  in 
this  patient.  The  second  : What  are  doctors 
going  to  do  about  giving  medicine  to  pa- 
tients like  this,  when  they  feel  that  the 
medication  itself  is  of  little  importance? 
If  a person  who  is  restricted  and  whose  idea 
of  a doctor  is  someone  who  comes  to  give 
medicine,  receives  no  medication,  naturally 
feels  that  she  is  really  not  being  treated. 
Therefore  the  doctor  has  no  other  way  of 
showing  his  interest  and  affection  for  the 
patient,  if  you  want  to  call  it  that,  except 
by  giving  her  medicine.  Thus,  it  would  be 
wrong,  psychologically,  for  the  patients  not 
to  be  given  medicine,  not  for  its  magical 
quality,  but  because  of  the  cementing  of  the 
relationship  which  occurs  between  the  doc- 
tor and  the  patient. 

DR.  G.  SYDNEY  McCLELLAN:  In 

the  event  the  gynecologist  is  unable  to  man- 
age dysmenorrhea,  is  it  advisable  to  refer 
such  patients  to  a psychiatrist? 

DR.  ORR : 1 think  there  are  many  people 
in  whom  the  painful  menstrual  periods  are 
intertwined  so  intricately  with  their  many, 
many  emotional  problems;  in  such  a case 
the  dysmenorrhea  is  secondary  to  the  emo- 
tional problems  and  then  they  are  a psychi- 
atric rather  than  a gynecological  patient. 


But  a patient  in  whom  dysmenorrhea  is  the 
chief  complaint,  I believe  that  is  a problem 
for  the  gynecologist  until  proved  otherwise. 

DR.  CLAIBORNE  WILLIAMS:  I would 
like  to  ask  what  is  the  possibility  of  this 
patient  remaining  relatively  free  from  dys- 
menorrhea. Will  she  require  continued  sup- 
port, or  is  it  probable  that  she  will  continue 
comfortable  without  further  assistance 
from  a physician? 

DR.  EDWIN  L.  WILLIAMS:  This  pa- 
tient has  chronic  cervicitis  which  should 
give  us  an  opportunity  to  see  her  in  the 
future.  With  no  indication  for  cauteriza- 
tion of  her  cervix,  and  had  she  not  had 
some  minor  pelvic  disturbance  which  war- 
ranted investigation  in  the  future  she,  of 
course,  would  not  have  been  dismissed.  She 
would  have  been  seen  again  in  about  6 
months  for  a routine  physical  examination 
and  checkup.  That  would  give  us  an  oppor- 
tunity to  re-emphasize  to  her  the  state  of 
her  health  and  the  state  of  her  normal  pel- 
vis. 

DR.  ORR : Concerning  this  patient,  I 
would  say  that  it  is  in  the  lap  of  the  gods 
as  to  how  well  she  is  going  to  be.  Here  is 
a person  who  is,  as  it  were,  being  reborn  in 
this  country.  She  is  beginning  a new  life, 
and  how  well  she  is  able  to  integrate  herself 
in  this  life  depends  on  how  successful  she 
is  going  to  be  from  a physical  as  well  as  an 
emotional  standpoint.  If  she  is  able  to 
make  a successful  life  and  is  able  to  express 
herself,  I think  she  may  remain  well.  If, 
however,  problems  arise  through  competi- 
tion, as  they  well  may,  she  is  going  to  have 
some  kind  of  somatic  expression  of  these, 
possibly  not  dysmenorrhea  but  something 
else,  hypertension,  if  you  will. 

DR.  RICHARD  C.  STUNTZ  : Would  you 
ever  consider  performing  a presacral  neu- 
rectomy on  such  patients? 

DR.  EDWIN  L.  WILLIAMS : At  the 
present  time  there  is  less  interest  in  presa- 
cral neurectomy  than  there  was  5 or  10 
years  ago  and,  as  far  as  I know,  the  major- 
ity of  patients  who  are  subjected  to  presa- 
cral neurectomy  at  the  present  time  are 
patients  who  have  acquired  dysmenorrhea. 
Here  the  operation  is  done  in  association 
with  conservative  pelvic  surgery  for  endo- 
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metriosis  or  pelvic  inflammatory  disease, 
rather  than  for  primary  dysmenorrhea. 

DR.  BURCH : There  is  a very  interesting- 
discussion  on  that  point  in  the  1951  Year 
Book  of  Obstetrics  and  Gynecology.  The 
cure  rate  is  about  70  percent,  although 
Cotte,  who  has  done  1,500  presacral  neu- 
rectomies, reports  an  even  higher  incidence 
of  pain  relief.  One  of  the  comments  that 
was  made  in  that  discussion  was  that  the 
operation  seemed  to  be  meddlesome  surgery 
in  a number  of  patients.  During  the  last 
week  I have  seen  two  cases  who  have  been 
relieved  by  this  procedure.  I think  the  op- 


eration has  a role,  but  it  should  be  reserved 
for  cases  which  have  been  very  carefully 
screened. 

DR.  ORR : 1 would  think  that  primary 
dysmenorrhea  in  an  occasional  patient 
would  require  some  operative  interference. 
At  times  personalities  are  so  rigid  that  no 
amount  of  understanding  care  can  change 
their  attitudes,  in  which  case  the  patients 
either  become  addicts  or  are  completely 
disabled  by  their  symptoms.  The  relief  of 
pain  through  surgery  is  justified,  though  as 
far  as  the  personality  is  concerned  is  pallia- 
tive rather  than  curative. 


The  Use  of  Vitamin  Bn.  in  the  Management  of 
the  Neurlogic  Manifestations  of  Diabetes  Melli- 
tus,  with  Notes  on  the  Administration  of  Massive 
Doses,  Sancetta,  S.  M.,  Ayres,  P.  R.,  and  Scott, 
R.  W.,  Ann.  Int.  Med.,  35:1028,  1951. 

The  authors  have  presented  in  this  article  a very 
complete  and  thorough  study  with  extensive  obser- 
vations on  diabetic  patients  with  neurologic  dis- 
turbances for  which  no  cause,  other  than  diabetes, 
could  be  found.  All  the  diabetics  exhibited  objec- 
tive findings,  with  part  of  the  group  having  been 
observed  as  long  as  seven  years.  All  patients  were 
thoroughly  investigated  with  studies  including  gas- 
tric analysis,  spinal  fluid  examination  and  protein 
studies.  Patients  were  initially  studied  in  the 
hospital  and  followed  in  the  clinic  at  least  once 
weekly  while  therapy  was  being  given.  The  ma- 
terial employed  was  crystalline  vitamin  Bi2  ad- 
ministered intra-muscularly  or  subcutaneously. 
Varying  concentrations  of  Bi2  from  15y-1000y  per 
cc.  were  employed. 

Although  several  of  the  patients  under  observa- 


tion demonstrated  findings  often  associated  with 
the  diabetic  state,  none  of  these  conditions,  other 
than  the  neurologic  manifestations,  were  affected 
by  vitamin  B , administration.  It  was  felt  by  the 
observers  that  the  improvement  these  patients  ob- 
tained was  neither  psychic  nor  on  a vascular  basis 
but  due  to  the  action  of  Bi2  on  the  deranged  intrin- 
sic nerve  metabolism.  In  conclusion  the  studies 
seemed  to  indicate  that  of  the  twelve  patients  under 
observation,  there  was  improvement,  from  partial 
to  complete  remission,  in  all  but  two  of  the  cases.  It 
was  also  felt  that  the  variability  of  response  was  de- 
termined by  the  extent  of  vascular  damage  as  well 
as  by  the  reversibility  of  injury  to  the  nerve  cells. 
The  dosage  was  recommended  to  be  15y  to  30y 
daily  for  seven  to  fourteen  days  followed  by  a 
maintenance  dose  once  or  twice  weekly.  The  fre- 
quency of  administration  apparently  was  more 
important  than  the  amount  of  each  dose  in  obtain- 
ing a remission.  (Abstracted  for  the  Tennessee 
Diabetes  Association  by  Cleo  W.  Stevenson,  M.D., 
Memphis,  Tenn.) 
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The  President's  Page 

SEE  YOU  IN  KNOXVILLE 


Dr.  Kelly 


The  Tennessee 
State  Medical  As- 
sociation will  hold 
its  117th  Annual 
Session  at  the  An- 
drew Johnson  Ho- 
tel in  Knoxville  on 
the  7th,  8th  and 
9th  of  April.  Let 
me  urge  you  to  at- 
tend and  make  this 
meeting  the  best  we  have  ever  had. 

The  Tennessee  State  Medical  Association 
has  made  some  great  strides  in  the  past  few 
years.  It  is  now  in  a position  to  wield  con- 
siderable influence  in  the  community.  The 
trend  of  that  influence  will  depend  upon  you 
and  me.  If  we  don’t  attend  the  meetings, 
we  lose  the  opportunity  to  help  steer  that 
influence  in  the  right  direction. 

Your  program  committee  has  worked  dili- 
gently to  get  some  outstanding  speakers  on 
the  program,  and  the  program  as  a whole  is 
going  to  be  second  to  none.  Come  out  and 
hear  these  men,  and  carry  back  to  your 
community  the  latest  trend  of  medical 
thought.  The  caliber  of  men  we  can  get  on 
the  program  depends  upon  the  attendance  at 
the  meetings.  If  we  hope  to  continue  to 
attract  outstanding  men,  we  must  attend 
the  meetings. 

There  is  another  good  reason  for  attend- 
ing your  State  Meeting.  There  is  no  place 
you  can  go,  no  meeting  you  can  attend, 
where  you  would  see  so  many  of  your 
friends.  Then  again,  it  is  your  meeting: 
yours  to  mold  and  support,  or  yours  to  let 
wither  and  die. 

Someone  has  said  that  the  individual  who 


neglects  to  exercise  his  right  to  vote  has  no 
right  to  complain  about  the  type  of  govern- 
ment that  governs  him.  So  it  may  be  said 
here  that  the  man  who  does  not  attend  and 
support  his  State  Association  has  no  right 
to  complain  or  criticize.  It’s  your  Society 
— let’s  support  it,  and  make  it  the  type  of 
Society  of  which  you  can  be  justly  proud. 

It  is  a pleasure  for  me  to  announce  that 
my  special  guest  speaker  for  the  “Presi- 
dent’s Night'’  program  on  the  evening  of 
April  8th  will  be  Ur.  Louis  H.  Bauer,  of 
Hempstead,  New  York,  President-Elect  of 
the  American  Medical  Association.  The 
president  of  our  Association  each  year  has 
the  privilege  of  inviting  a guest  speaker. 

Dr.  Bauer  feels  very  strongly  about  the 
obligation  of  physicians  to  support  and  par- 
ticipate in  the  activities  of  their  county, 
state  and  national  associations.  Here  is  a 
significant  quotation  from  a recent  address 
by  Dr.  Bauer  at  the  Los  Angeles  Convention 
of  the  American  Medical  Association : 

“Just  what  do  we  mean  by  ‘working  to- 
gether ’52’? 

“First,  we  must  unify  the  members  of  the 
medical  profession.  We  must  overcome  in- 
difference of  some  members  and  revitalize 
societies  with  poor  attendance.  Physicians 
must  realize  that  medical  progress  will 
cease  unless  doctors  learn  to  work  together. 
Wherever  in  the  world  the  medical  profes- 
sion has  not  stood  together  as  a unit,  it  has 
been  taken  over  by  politicians.” 

See  you  in  Knoxville ! 
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COLLECTION  OF  ITEMS  OF  MEDICAL 
HISTORICAL  INTEREST 

Probably  each  year  there  are  lost  personal 
records  of  physicians  who  have  practiced 
medicine  in  past  years  in  Tennessee — rec- 
ords which  might  be  of  historical  interest. 
Younger  generations  have  less  interest 
in  great-grandfather’s  account  books  and 
the  like,  and  so  these  go  into  the  discard. 

Your  editor  proposed  to  the  Board  of 
Trustees  of  the  Association  that  the  office 
of  the  Executive  Secretary  be  a repository 
of  any  items  which  might  be  of  interest  in 
the  medical  history  of  Tennessee.  It  was 
agreed  that  this  should  be  done.  This  is 
then  an  appeal  to  all  members  for  such  ma- 
terial. If  among  your  patients  there  are 
some  whose  father,  grandfather  or  great- 
grandfather was  a physician,  ask  them  not 
to  destroy  any  personal  records  which  may 
be  extant  without  giving  you  an  opportu- 
nity to  see  them.  These  may  be, — (1)  dia- 
ries, (2)  account  or  charge  books  (these 


*Hamer,  P.  M.,  Centennial  History  of  the  Ten- 
nessee State  Medical  Association,  1930, 


illustrate  the  type  of  cases  seen  from  day 
to  day),  (3)  unpublished  papers  read  before 
organizations,  and  (4)  letters  descriptive  of 
practice  or  scientific  content.  The  Associa- 
tion is  not  interested  in  old  medical  books 
or  bound  journals.  (Anything  of  interest 
in  this  field  should  be  offered  to  the  libraries 
of  the  medical  colleges  of  the  University  of 
Tennessee  or  Vanderbilt  University.) 

No  history  of  medicine  in  Tennessee  as 
such  has  been  written.  (Some  material  of 
this  kind  was  included  in  the  Centennial 
History  of  the  Association.*)  The  collec- 
tion of  material,  as  indicated,  in  the  ar- 
chives of  the  Association  may  one  day  offer 
much  of  the  source  material  for  such  a his- 
tory. 

R.  H.  K. 

* 

THE  UNIVERSAL  REACTION  IN 
HEALTH  AND  DISEASE 

In  the  last  several  years  Kahn*  has 
described  the  universal  reaction,  and  has 
indicated  that  this  lipid  antigen-antibody 
reactivity  may  make  a contribution  in  im- 
munity as  related  to  health  and  disease.  He 
points  out  that  the  serologic  response  which 
follows  a definite  pattern  in  health,  changes 
in  disease  and  upon  recovery  reverts  to 
normal.  He  also  has  learned  that  the  injec- 
tion of  substances  of  various  types  and  ir- 
radiation may  for  the  time  being  alter  the 
normal  pattern. 

The  universal  reaction  studied  by  Kahn 
consists  of  precipitation  reactions  with  a 
lipid  antigen, — the  Kahn  antigen  suspen- 
sion. This  universal  reaction,  found  in  all 
human  beings  and  animals,  differs  from  the 
Kahn  sero-diagnostic  test  for  syphilis  in  the 
method  of  employing  the  antigen.  The  test 
involves  seven  quantitative  setups, — viz., 
distilled  water  0.15,  0.6,  0.9,  1.2,  1.8,  2.1 
percent  NaCl  solution.  Various  dilutions 
of  these  are  set  up,  readings  being  taken 
after  placement  in  an  icebox  at  5°  C.  Read- 
ings of  precipitation  in  the  various  dilutions 
of  the  seven  concentrations  as  2,  3 and 


*Kahn,  R.  L. : Serology  with  Lipid  Antigen, 
Baltimore,  Williams  and  Wilkins  Co.,  1950,  and 
Present  Status  of  Universal  Reaction  in  Health 
and  Disease,  Univ.  Mich  Med.  Bull.,  17:217,  1951. 
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4-plus  are  plotted  on  ordinate  and  abscissa 
respectively,  providing  a graphic  pattern. 

The  universal  reactions  are  quite  consist- 
ent,— in  the  Michigan  area  85  percent  fall 
into  the  low  degree  of  precipitation,  10  per- 
cent into  the  moderate  and  5 percent  into 
the  relatively  marked.  Of  greatest  interest 
is  the  constancy  of  the  pattern  for  a given 
person  or  animal  month  after  month.  In 
those  giving  false  positive  tests  for  syphi- 
lis, the  universal  reactions  are  unusually 
marked.  There  is  no  great  difference  in  the 
universal  reactions  as  related  to  race  though 
the  American  Indian  reacts  more  strongly. 

The  universal  reaction  is  related  to  lipids 
apparently,  and  may  thus  represent  a union 
of  natural  antibodies  to  lipids.  If  so,  they 
may  be  related  to  lipids  released  by  normal 
catabolism  and  thus  be  constant,  and  so  the 
universal  pattern  in  health  is  constant.  So 
far  abnormalities  of  the  universal  reaction 
have  been  consistent  in  syphilis,  yaws,  lep- 
rosy, tuberculosis,  malaria  and  by  the  use 
of  a special  lipid  antigen, — in  cancer.  The 
precipitation  decreases  with  improvement 
in  disease.  It  has  been  shown,  furthermore, 
that  irradiation  of  normal  animals  alters 
the  universal  reaction  characteristic  of  an 
individual  rabbit.  Also  it  appears  that  ir- 
radiation will  alter  the  universal  reaction 
pattern  of  the  cancer  patient  if  improve- 
ment occurs;  the  same  seems  to  be  true  in 
the  polycythemic  patient  irradiated  by  ra- 
dioactive phosphorus.  The  injection  of  an- 
tigenic (horse  serum)  and  non-antigenic 
(paraffine  oil)  substances  into  rabbits  will 
change  the  universal  reaction  pattern  of  the 
individual  rabbit. 

Though  in  the  past  it  was  accepted  that 
lipid  antigen-antibody  reactivity  was  asso- 
ciated only  with  syphilis,  it  now  seems  that 
the  characteristic  pattern  in  the  universal 
reaction  in  syphilis  is  due  to  interaction 
of  special  antibodies  with  homologous  lip- 
ids in  the  antigen, — i.e.,  it  is  specific  for 
particular  lipids  found  in  syphilis.  The 
Kahn  antigen  probably  contains  many  lip- 
ids which  may  be  homologous  to  certain 
antibodies.  Kahn  speculates  that  as  a re- 
sult of  tissue  break-down  lipids  are  liber- 
ated which,  changing  chemically,  become 
foreign  to  the  body  and  thus  antigens  stim- 


ulating antibody  formation,  which  are  re- 
vealed in  the  pattern  of  the  universal  reac- 
tion. 

These  interesting  studies  offer  a broad 
field  for  speculation.  If  it  could  be  shown 
that  a given  person  has  a universal  reaction 
of  an  especial  pattern  varying  little  from 
month  to  month,  might  an  alteration  of  the 
pattern  offer  a means  of  giving  assistance 
in  early  diagnosis  of  a chronic  disease? 
This  must  await  much  more  study  and  ex- 
perience. 

R.  H.  K. 

* 

TRENDS  IN  MEDICAL  EDUCATION 

It  has  often  been  said  that  given  enough 
time  one  may  expect  pendulum-like  swings 
in  human  activities  and  endeavors.  To  some 
extent  this  is  shown  in  certain  of  the  recent 
trends  in  medical  education, — a move  to 
recapture  some  of  the  experiences  and  view- 
points of  those  who  learned  medicine  under 
a preceptorship.  The  changes  being  made 
or  contemplated  in  the  last  several  years 
became  subjects  for  discussion  among  med- 
ical educators  a decade  and  more  ago. 
World  War  II  and  its  dislocations  of  normal 
patterns  of  life  postponed  a trial  of  cur- 
ricular changes  in  medical  education.  With 
the  ending  of  the  war  a number  of  schools 
entered  upon  experiments  in  teaching. 
Some  schools  have  had  an  experience  now 
of  several  years  in  these  alterations  in  the 
curriculum. 

Within  our  memory  we  have  known  phy- 
sicians who  “learned”  medicine  on  a pre- 
ceptorship basis.  With  increasing  num- 
bers of  medical  schools  in  the  latter  half  of 
the  nineteenth  century  the  preceptorship 
type  of  training  faded,  and  medicine  was 
taught  by  the  didactic  method  of  lectures 
and  demonstrations.  By  the  turn  of  the 
century  certain  of  the  schools  of  the  country 
were  using  the  German  system  of  bedside 
teaching  and  clinical  clerkships  whereby  the 
student  took  histories  from,  and  examined 
the  ill  patient.  This  practice  became  the 
universal  method  of  teaching  with  the  elimi- 
nation of  the  proprietary  medical  schools 
and  the  rating  of  medical  schools  by  the 
American  Medical  Association  in  1907,  with 
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the  aid  of  the  Carnegie  Foundation  after 
1908. 

With  the  advances  in  bacteriology,  hema- 
tology, radiology,  electrocardiography  and 
biochemistry  during  the  ’teens  and  twenties 
the  laboratory  began  to  assume  an  impor- 
tance that  in  many  ways  overshadowed  the 
wards  next  door.  In  the  hands  of  many 
teachers,  especially  the  younger  ones,  the 
interest  in  a given  case  was  primarily  in 
the  disease  and  the  patient  as  a person  was 
relegated  to  a secondary  role. 

Medical  science  made  great  strides  but 
by  the  late  thirties  some  medical  educators 
began  to  point  up  the  dangers  and  disad- 
vantages of  forgetting  the  patient  as  an 
individual  and  urged  a change  in  viewpoint. 
Psychiatry  had  come  of  age  between  the  end 
of  World  War  I and  the  late  thirties  and 
was  interested  in  psychodynamics  and  psy- 
chologic reactions  to  disease  in  the  normal 
or  near  normal,  even  more  than  in  the  psy- 
choses. This  involved  evaluations  not  meas- 
ured in  QRS  complexes,  X-ray  films,  mille- 
quivalents  or  in  numbers  of  one  type  or 
another.  As  a natural  result,  after  the  hia- 
tus of  World  War  II,  the  forward  looking 
educators  began  to  put  into  effect  experi- 
ments in  curriculum  which  would  permit 
the  future  doctor  to  again  consider  the  pa- 
tient as  a human  being  who  is  ill,  and  all 
that  this  entails,  rather  than  a patient  as  a 
living  organism  who  is  a carrier  of  inter- 
esting pathology.  The  relative  ease  of  man- 
agement of  that  large  segment  of  practice 
in  past  years,  the  infectious  diseases,  has 
focused  increasing  attention  upon  the  psy- 
chosomatic and  degenerative  diseases  with 
their  attendant  personality  and  adjustment 
problems. 

By  now  quite  a number  of  schools  have 
been  experimenting,  or  are  planning  to  do 
so,  with  a number  of  curricular  changes  to 
place  emphasis  on  the  patient  as  an  ill  per- 
son first,  and  the  interpretation  of  disease 
in  this  light.  These  have  taken  various 
forms.  Some  schools  have  introduced  first 
year  students  to  contact  with  families  of 
patients  in  an  effort  to  get  them  to  learn 
background,  in  terms  of  homes  from  which 
patients  come, — acquainting  them  with  the 
social  and  economic  factors  in  illness.  The 


integration  of  second  year  courses,  such 
courses  as  physical  diagnosis,  clinical  pa- 
thology and  the  like,  teaching  the  student 
what  can  be  done  in  examination  of  pa- 
tients, is  carried  out  in  other  medical  col- 
leges. In  other  places,  students  during  the 
clinical  clerkships  on  the  wards  follow  the 
patient  to  the  home,  after  discharge,  for 
follow-up  observations.  The  fourth  year 
program  is  being  experimented  with  most 
drastically.  In  some  places  general  practice 
clinics  staffed  by  general  practitioners  are 
being  set  up.  In  others  students  leave  the 
school  for  1 to  3 month  preceptorships  with 
selected  general  practitioners.  In  still  oth- 
ers the  departmental  lines  are  broken  down 
in  the  outpatient  services,  the  student  fol- 
lowing patients  with  varied  conditions  and 
diseases  for  a year, — the  student’s  patient, 
so  to  speak,  giving  him  the  opportunity  to 
accompany  his  patient  to  consulting  clinics, 
for  special  examinations,  to  the  operating- 
room  and  to  the  home.  Some  of  these 
changes  are  being  made  in  the  medical 
schools  in  Tennessee. 

Some  who  are  used  to  the  teaching  meth- 
ods of  the  past  forty  years  may  not  approve 
of  these  experiments,  but  if  medicine  is  a 
living  and  changing  applied  science,  its 
teaching  by  the  same  token  should  not  be 
irrevocably  fixed.  The  profession  should 
await  the  results  of  these  experiments  with 
an  open  and  interested  mind. 

R.  H.  K. 

•* 

MEDICAL  FEES  SET  IN  WAGE 
STABILIZATION  DIRECTIVE 

It  comes  as  a shock  when  one  awakens 
to  the  fact  that  his  freedom  of  action  has 
been  limited  by  directive.  In  this  era  of 
bureaucracy  we  of  a profession  may  be 
forced  to  develop  a philosophic  resignation. 
Our  acquaintances  and  friends  in  the  busi- 
ness world  tell  us  that  members  of  the  legal, 
dental  and  medical  professions  have  been 
fortunate  in  having  been  relatively  un- 
touched by  bureaucratic  regulation. 

In  December,  1951,  the  Wage  Stabiliza- 
tion Board*  issued  regulations  concerning 

^General  Wage  Regulation  No.  19,  under  author- 
ity of  the  Defense  Production  Act  of  1950. 
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health  and  welfare  plans.  Under  this  con- 
trol all  new  or  modified  health  and  welfare 
plans  must  be  referred  to  the  Health  and 
Welfare  Committee.  (Any  plans  in  effect 
as  of  January  1.  1951.  or  approved  subse- 
quently may  be  reviewed.)  These  matters 
are  considered  to  be  forms  of  “employee 
compensation”  and  therefore  subject  to  reg- 
ulation. 

Resolution  No.  78  sets  up  the  criteria  to 
be  used  by  the  Health  and  Welfare  Commit- 
tee in  passing  upon  any  new  or  modified 
plans.  Any  new  or  modified  plan  must  be 
reported  by  the  employer  or  those  organiz- 
ing “a  plan,”  such  as  the  Tennessee  Plan,  to 
the  Wage  Stabilization  Board.  If  it  con- 
forms to  the  criteria,  the  plan  automatically 
goes  into  effect  after  a 80  day  period  of 
waiting.  Any  plan  out  of  line  from  the 
criteria  must  be  approved  by  the  Commit- 
tee. 

No  proposed  health  plan  will  meet  the 
criteria  if  under  surgical  expense  the  “fee 
schedule  (provides)  a maximum  allowance 
in  excess  of  the  appropriate  Veterans  Ad- 
ministration, prepayment  surgical  plan,  or 
standard  $200  commercial  insurance  fee 
schedule”;  or  if  the  “fee  schedule  (pro- 
vides) ...  any  unusual  allowances  for  spe- 
cific procedures,  e.g.,  a fee  for  tonsillecto- 
mies which  exceeds  by  a significant  amount 
the  corresponding  fee  in  an  appropriate 
Veterans  Administration,  prepayment  sur- 
gical plan  or  standard  $200  commercial  in- 
surance fee  schedule”;  or  provides  for  “any 
unusual  type  of  benefit,  e.g.,  dental,  plastic 
surgery  for  cosmetic  or  beautifying  pur- 
poses, major  surgery  at  home  or  office.” 
No  plan  must  provide  in  the  case  of  in- 
hospital  medical  expense  for  “payments  in 
excess  of  $5.00  per  day,  or,  if  benefits  are 
graduated  after  the  first  visit  or  the  first 
few  visits  payments  thereafter  in  excess  of 
$4.00  per  day”  ; nor  for  “reimbursement  for 
more  than  70  days  during  which  there  were 
visits.” 

To  put  it  simply,  if  your  Prepaid  Insur- 
ance Committee  wished  to  raise  the  maxi- 
mum surgical  fee  in  the  Tennessee  Plan 
above  the  present  $200,  the  participating 
insurance  companies  would  be  unable  to 
sell  the  plan  to  industry.  If  any  item  of  the 


fee  schedule  in  the  Tennessee  Plan  deviated 
to  any  significant  degree  from  the  Veterans 
Administration  schedule,  the  plan  would 
have  to  be  passed  upon  by  the  Health  and 
Welfare  Committee.  The  limits  for  any 
medical  expense  plan  are  likewise  set. 

At  the  end  of  1950,  54,477,000  persons 
had  protection  against  surgical  expense, 

21.589.000  against  medical  expense  and 

76.961.000  had  hospitalization  insurance. 
What  percent  of  these  contracts  are  affected 
by  the  directive  is  not  known  at  the  mo- 
ment. The  fact  remains,  the  doctors’  fees 
are  now  involved  and  frozen  in  the  regula- 
tions governing  the  bargaining  table  be- 
tween labor  and  industry,  and  in  the  in- 
volved economics  of  the  present  wage  sta- 
bilization program. 

R.  H.  K. 


Dr.  William  M.  McCabe,  who  graduated 
from  Vanderbilt  University  School  of  Medi- 
cine in  1903,  died  at  his  home  January  3, 
1952.  Aged  70. 

Dr.  Hurd  Lonas  Tarr,  Jefferson  City,  a 
former  member  of  this  Association  for 
many  years  and  who  had  practiced  medicine 
in  his  home  town  since  1909,  died  at  the 
Baptist  Hospital  January  7,  1952.  Aged 
70. 

Dr.  Howard  Durley,  Humboldt,  died  at  St. 
Mary’s  Hospital  January  12,  1952,  follow- 
ing an  illness  of  three  years.  Aged  75. 


OGRAMS  AND  NEWS 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County 
Medical  Society 

The  Chattanooga-Hamilton  County  Medi- 
cal Society  held  its  annual  meeting  and  ban- 
quet at  the  Chattanooga  Golf  and  Country 
Club  on  January  10,  1952.  The  guest  speak- 
er was  Mr.  Sam  McAllester,  a local  attorney 
and  a former  hospital  administrator.  The 
following  recently  elected  officers  were  in- 
stalled: Dr.  Frederick  Marsh,  president ; 
Dr.  William  Stephenson,  vice-president ; 
and  Dr.  Robert  Demos,  re-elected  secretary- 
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treasurer.  The  retiring  president  is  Dr. 
James  Hamilton. 

* 

Washington-Carter-Unicoi  County 
Medical  Society 

Dr.  Hal  M.  Davison,  chief  of  medicine  at 
Georgia  Baptist  Hospital  in  Atlanta,  Geor- 
gia, addressed  the  society  at  its  January 
meeting  at  the  Country  Club  in  Johnson 
City.  Dr.  Davison  discussed  the  “Teaching 
of  Psychosomatic  Principles  to  the  Patient.” 

-* 

Consolidated  Medical  Assembly  of  West 
Tennessee 

Fifty-eight  members  of  the  Consolidated 
Medical  Assembly  of  West  Tennessee,  the 
fifth  largest  medical  society  in  Tennessee, 
composed  of  physicians  in  fourteen  West 
Tennessee  counties,  attended  the  monthly 
dinner  session  last  month  at  the  New  South- 
ern Hotel.  The  scientific  program  consisted 
of  papers  by  Dr.  John  Tudor  and  Dr.  Lynn- 
wood Herrington  of  Nashville.  They  dis- 
cussed “Prostatic  Surgery  in  the  Poor  Risk 
Patient”  and  “Surgical  Management  of 
Hirschsprung’s  Disease,”  respectively.  Dr. 
Julian  K.  Welch  of  Brownsville,  the  new 
president,  presided. 

k 

Nashville  Academy  of  Medicine 

The  Academy  held  its  annual  banquet  and 
installation  services  at  the  Maxwell  House 
last  month.  Officers  installed  at  the  meet- 
ing were  Dr.  Hollis  Johnson,  president;  Dr. 
Willard  O.  Tirrill,  president-elect;  and  Dr. 
William  G.  Kennon,  Jr.,  re-elected  secre- 
tary-treasurer. Dr.  R.  H.  Kampmeier  and 
Dr.  W.  O.  Vaughan  were  elected  to  the 
Academy’s  Board  of  Directors  for  three 
year  terms,  succeeding  Dr.  C.  C.  Trabue  IV 
and  Dr.  W.  W.  Wilkerson,  Jr.  Other  mem- 
bers of  the  Board  of  Directors  are  Drs. 
James  C.  Gardner,  R.  N.  Buchanan,  Jr., 
D.  W.  Smith,  and  John  B.  Youmans.  Dr. 
Kampmeier,  the  retiring  president,  gave  a 
review  of  the  past  year’s  progress  record  of 
the  Academy,  citing  some  of  the  achieve- 
ments since  the  employment  of  Mr.  Jack  E. 
Ballentine  as  Executive  Secretary  and  the 


establishment  of  a headquarters  office  for 
the  Academy. 

k 

Knoxvilb  Academy  of  Medicine 

The  January  8 meeting  consisted  of  the 
presidential  oration  by  the  retiring  presi- 
dent, Dr.  Joe  Raulston.  His  subject  was 
“Hazards  in  the  Use  of  ACTH  and  Corti- 
sone.” His  paper  was  beautifully  supple- 
mented by  the  color-sound  film  of  the  Ar- 
mour Laboratories,  “Therapeutic  Uses  of 
ACTH.”  Following  the  presidential  ora- 
tion Dr.  J.  B.  Naive  was  installed  as  presi- 
dent; Dr.  S.  J.  Platt,  president-elect;  Dr. 
Herbert  L.  Pope,  vice-president;  and  Dr. 
Ralph  H.  Monger,  secretary-treasurer.  The 
meeting  also  included  reports  of  all  com- 
mittees. One  of  the  outstanding  reports 
was  given  by  Dr.  C.  C.  Smeltzer,  Chairman 
of  the  Public  Service  Committee.  Dr. 
Smeltzer’s  Committee  reported  a year  of 
unusual  activity  in  the  fields  of  public  serv- 
ice and  public  relations. 

k 

The  January  22  meeting  of  the  Academy 
was  given  over  to  routine  business  and  a 
scientific  program  on  “Retro-leutal  Fibro- 
plasia.” The  essayists  were  Doctors  Jack 
Chesney  and  Robert  S.  Leach,  with  discus- 
sions by  Doctors  John  L.  Montgomery,  A.  L. 
Jenkins,  and  A.  W.  Diddle.  The  attractive 
bulletin  distributed  by  the  secretary  lists  all 
officers  and  committees  for  the  new  year. 

-k 

Robertson  County  Medical  Society 

The  Society  held  its  regular  meeting  on 
January  15,  1952  at  the  Robertson  County 
Hospital  with  most  of  the  members  present. 
Following  the  dinner  meeting  the  Society 
heard  papers  on  the  subjects  of  “Lower 
Colon  Diseases”  and  “Diseases  of  the  Geni- 
to-Urinary  Tract  of  the  Young  Female.” 
The  Society  meets  on  the  second  Tuesday  of 
each  month. 

k 

Putnam  County  Medical  Society 

The  Society  has  voted  to  do  free  examina- 
tions on  all  preschool  children  again  this 
year  and  to  do  tonsillectomies  on  all  indi- 
gent school  children  who  need  it,  if  agree- 
able with  their  parents. 
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President's  Commission  on  the  Health 
Needs  of  the  Nation 

So  that  the  profession  man  judge  for 
itself  the  purpose  of  the  Commission, 
the  Executive  Order  creating  it  appears 
in  full. — Editor. 

In  the  public  statement  made  by  the  Pres- 
ident appears  the  following:  . I have 

asked  the  Commission  to  give  its  immediate 
attention  to  an  evaluation  of  the  most  re- 
cent information  on  subjects  currently 
pending  before  the  Congress  and  requiring 
consideration  in  the  next  session.  . . 

Executive  Order 

WHEREAS  our  Nation’s  strength  is  directly  de- 
pendent upon  the  health  of  its  people;  and 

WHEREAS  the  needs  of  our  military,  defense- 
production,  and  civil  defense  programs  for  an  as- 
sured and  adequate  supply  of  personnel  and  serv- 
ices present  special  problems  in  the  allocation  of 
our  health  resources  during  this  emergency  period; 
and 

WHEREAS  it  is  essential  that  at  all  times  ade- 
quate provision  be  made  to  meet  the  health  needs  of 
the  general  public,  including  veterans;  and 

WHEREAS  an  objective  appraisal  of  the  effect 
of  actions  taken  to  provide  for  immediate  and  emer- 
gency needs  is  essential  at  this  time  in  order  that 
we  may  continue  to  meet  long-term  requirements 
for  safeguarding  and  improving  the  health  of  the 
Nation : 

NOW,  THEREFORE,  by  virtue  of  the  authority 
vested  in  me  as  President  of  the  United  States,  it 
is  ordered  as  follows: 

Section  1.  There  is  hereby  established  a com- 
mission to  be  known  as  the  President’s  Commission 
on  the  Health  Needs  of  the  Nation,  which  shall 
consist  of  a chairman  and  fourteen  other  members 
to  be  designated  by  the  President. 

Section  2.  The  Commission  is  authorized  and 
directed  to  inquire  into  and  study  the  following: 

(a)  The  current  and  prospective  supply  of  phy- 
sicians, dentists,  nurses,  hospital  administrators, 
and  allied  professional  workers;  the  adequacy  of 
this  supply  in  terms  of  the  present  demands  for 
service;  and  the  ability  of  educational  institutions 
and  other  training  facilities  to  provide  such  addi- 
tional trained  persons  as  may  be  required  to  meet 
prospective  requirements. 

(b)  The  present  ability  of  local  public  health 
units  to  meet  demands  imposed  by  civil-defense 
requirements  and  by  the  needs  of  the  general  public 
during  this  mobilization  period. 

(c)  The  problems  created  by  the  shift  of  thou- 


sands of  workers  to  defense-production  areas  re- 
quiring the  relocation  of  doctors  and  other  profes- 
sional personnel  and  the  establishment  of  additional 
facilities  to  meet  health  needs. 

(d)  The  degree  to  which  existing  and  planned 
medical  facilities,  such  as  hospitals  and  clinics, 
meet  present  and  prospective  needs  for  such  facili- 
ties. 

(e)  Current  research  activities  in  the  field  of 
health  and  the  programs  needed  to  keep  pace  with 
new  developments. 

(f)  The  effect  upon  the  continued  maintenance 
of  a desirable  standard  of  civilian  health  of  the 
actions  taken  to  meet  the  long-range  requirements 
of  military,  civil-defense,  veterans’,  and  other 
public-service  programs  for  medical  personnel  and 
facilities. 

(g)  The  adequacy  of  private  and  public  pro- 
grams designed  to  provide  methods  of  financing 
medical  care. 

(h)  The  extent  of  Federal,  State,  and  local- 
government  services  in  the  health  field,  and  the 
desirable  level  of  expenditures  for  such  purposes 
taking  into  consideration  other  financial  obligations 
of  government  and  the  expenditures  for  health 
purposes  from  private  sources. 

Section  3.  The  Commission  shall  present  to  the 
President  in  writing  such  interim  reports  and  final 
report  of  its  studies  of  the  subjects  designated  in 
Section  2 of  this  order,  including  its  recommenda- 
tions for  governmental  action,  either  legislative  or 
administrative,  as  it  shall  deem  appropriate. 

Section  4.  In  connection  with  its  inquiries  and 
studies,  the  Commission  is  authorized  to  hold  such 
public  hearings  and  to  hear  such  witnesses  as  it 
may  deem  appropriate. 

Section  5.  All  executive  departments  and  agen- 
cies of  the  Federal  Government  are  authorized  and 
directed  to  cooperate  with  the  Commission  in  its 
work  and  to  furnish  the  Commission  such  informa- 
tion and  assistance,  not  inconsistent  with  law,  as  it 
may  require  in  the  performance  of  its  functions  and 
duties;  but  this  order  shall  not  be  construed  as 
otherwise  modifying  the  functions  or  responsibili- 
ties of  any  such  department  or  agency. 

Section  6.  The  expenditures  of  the  Commission 
shall  be  paid  out  of  an  allotment  made  by  the  Presi- 
dent from  the  appropriation  entitled  “Emergency 
Fund  for  the  President,  National  Defense.’’ 

Section  7.  The  Commission  shall  cease  to  exist 
thirty  days  after  rendition  of  its  final  report  to  the 
President  under  Section  3 of  this  order,  or  one  year 
after  the  date  of  this  order,  whichever  shall  first 
occur. 

HARRY  S.  TRUMAN 

The  White  House,  December  29,  1951. 

The  italics  are  mine.  It  is  obvious  that 
the  Commission  is  not  blessed  with  exces- 
sive modesty  to  undertake  such  a Herculean 
task  in  less  than  a year, — that  is,  if  it  is  to 
be  a f act-finding  study  made  in  good  faith. 
— Editor. 
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(An  address  which  commanded  special  attention 
at  the  recent  AMA  Public  Relations  Conference  in 
Los  Angeles  is  reprinted  herewith  for  the  thought- 
ful consideration  of  Tennessee  physicians.)  E.L.B. 

Time  Is  Money  ■for  Your  Patients,  Too 
STANLEY  R.  TRUMAN,  M.D.,  Past  President 
American  Academy  of  General  Practice 

Numerous  public  relations  surveys  have 
shown  that  doctors  make  patients  wait  and 
that  patients  resent  being  made  to  wait. 
Patients  say : “I  spend  half  of  my  time  wait- 
ing to  see  the  doctor.”  “It  is  easier  to  see 
the  President  than  a doctor.”  “I  keep  my 
appointments  with  the  doctor,  but  he  doesn’t 
seem  to  have  any  with  me.”  “My  time  is 
just  as  important  as  the  doctor’s.”  And  so 
on. 

Smart  doctors  will  find  means  of  reducing 
the  waiting  to  a minimum. 

When  a patient  decides  to  see  the  doctor, 
he  has  made  a decision  of  great  importance 
to  him.  He  has  decided  to  spend  time  and 
money,  and  he  is  in  a state  of  anxiety  about 
his  health.  When  the  secretary  or  doctor 
by  their  behavior,  attitude  or  lack  of  atten- 
tion to  the  patient’s  time,  comfort  or  feel- 
ings, make  the  patient  feel  his  call  is  unim- 
portant and  his  troubles  insignificant,  they 
arouse  in  the  patient  feelings  of  resentment 
and  hostility  toward  the  doctor  and  the 
medical  profession. 

Waiting  Arouses  Resentment 

Patients  wait,  patients  wait  more  than  is 
necessary,  and  patients  resent  waiting.  The 
resentment  aroused  is  created  less  by  the 
act  of  waiting  than  by  the  attitude  and  be- 
havior of  the  doctor  and  his  secretary  to- 
ward the  patient.  Since  it  is  rarely  the  doc- 
tor himself  who  comes  in  contact  with  the 
patient  during  his  waiting  period,  any  ma- 
jor improvement  in  this  area  of  patient- 
doctor  relationship  must  take  into  consider- 
ation the  function  and  behavior  of  office 
personnel. 

The  secretary  is  the  doctor’s  ambassador. 
So  let’s  start  with  good  secretary-patient 
relationships.  Some  doctors  and  secretaries 
automatically  know  how  to  handle  patients 
with  tact  and  skill.  Others  do  not.  Fortu- 
nately, these  techniques  can  be  taught,  both 
to  the  doctor  and  to  his  secretary. 


Here  are  some  rules  designed  to  create  a 
more  harmonious  attitude  between  doctor 
and  patient : 

1.  Keep  the  reception  room  comfortable, 
neat  and  clean.  Attend  to  the  physical  fea- 
tures, which  should  be  appropriate  and  dig- 
nified. 

2.  More  important,  attend  to  techniques 
of  scheduling  and  handling  of  patients  by 
office  personnel. 

3.  Show  real  concern  for  any  discomfort 
or  inconvenience  caused  by  patient  by  forc- 
ing him  to  wait. 

Schedule  Appointments  Realistically 

Be  sure  to  schedule  appointments.  A few 
doctors  still  keep  office  hours  from  two  to 
five  and  let  patients  drop  in  promiscuously. 
Fortunately,  few  doctors  retain  this  obso- 
lete technique.  Not  only  should  your  secre- 
tary schedule  appointments,  but  she  should 
schedule  them  realistically  on  the  basis  of 
the  actual  amount  of  time  required  for  vari- 
ous procedures. 

Great  attention  should  be  paid  to  tele- 
phone technique.  The  phone  should  be  an- 
swered promptly.  The  secretary  should  use 
her  own  name,  make  the  patient  feel  he  is 
important,  and  in  a friendly,  pleasant  man- 
ner indicate  when  the  doctor  will  be  avail- 
able. If  there  is  to  be  any  delay  the  secre- 
tary should  express  her  concern  and  regret 
and  also  explain  how  sorry  the  doctor  is  that 
he  is  having  to  make  the  patient  wait. 

Explain  Delays,  Express  Regret 

When  a patient  arrives  at  the  doctor’s 
office,  he  should  be  greeted  personally  as 
soon  as  possible.  If  the  patient  must  wait, 
he  should  be  given  a full,  reasonable  and 
adequate  explanation.  If  a significant  emer- 
gency occurs  to  make  the  delay  excessively 
long,  the  patient  should  be  given  the  oppor- 
tunity of  waiting  or  returning  at  a more 
convenient  time.  It  is  wise  to  give  the 
patient  the  feeling  that  the  doctor  is  on  a 
humanitarian  mission.  If  the  patient  has 
to  sacrifice  some  of  his  time  in  the  same 
cause,  he  feels  a sense  of  belonging,  of  co- 
operating, rather  than  of  resentment. 

Patients  like  to  have  something  they  can 
take  away  with  them.  Many  pamphlets  are 
available  through  A.M.A.  and  other  health 
organizations  and  agencies. 
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Because  of  the  importance  of  secretary- 
patient  relationships,  I recommend  that  the 
A.M.A.  Public  Relations  Department  pre- 
pare an  up-to-date  booklet  on  techniques, 
methods  and  practices  for  handling  all 
patient-secretary  relations  and  duties. 


MEDICAL  NEWS 
IN  TENNESSEE 


MR.  GEORGE  D.  CUMMINGS 


The  Committee  on  Postgraduate  Instruc- 
tion announces  the  appointment  of  Mr. 
George  D.  Cummings  as  the  new  Field  Di- 
rector for  postgraduate  study.  Mr.  Cum- 
mings entered  upon  his  duties  on  January 
1st.  This  was  made  necessary  by  reason  of 
the  resignation  of  L.  W.  Kibler,  who  for 
fourteen  years  has  organized  the  courses  in 
Tennessee. 

Mr.  Cummings  is  a university  graduate 
and  comes  to  the  Committee  after  a simi- 
lar experience  in  organizing  educational 
courses  for  a state  university.  He  was  for- 
merly assistant  to  the  Executive  Secretary 
of  the  Alumni  Association  and  set  up  alum- 
ni groups  and  courses  in  various  states. 


Mr.  Cummings  is  31  years  of  age,  has  a 
wife  and  two  children,  and  is  moving  to 
Tennessee  immediately  with  the  assuming 
of  his  duties. 

W.  C.  Colbert,  M.D.,  Chairman 

James  M.  Bethea,  M.D. 

Harold  B.  Boyd,  M.D. 

E.  T.  Brading,  M.D. 

Robert  M.  Finks,  M.D. 

A.  M.  Patterson,  M.D. 

Carrol  C.  Turner,  M.D. 

Bart  N.  White,  M.D. 

John  B.  Youmans,  M.D. 

Mr.  L.  W.  Kibler,  former  Field  Director 
of  the  Postgraduate  Committee,  is  now  head 
of  the  Department  of  Postgraduate  Medi- 
cine of  the  University  of  Tennessee  College 
of  Medicine. 

* 

Hospital  Construction 

By  courtesy  of  the  Washington  Office  of 
the  American  Medical  Association  the  sta- 
tus of  all  Hill-Burton  hospital  construction 
in  Tennessee  as  of  December  31,  1951,  is  as 
follows : 

Completed  and  in  Operation:  19  projects 
at  a total  cost  of  $14,642,970.00,  including 
federal  contributions  of  $4,889,648.00  and 
supplying  1,020  additional  beds. 

Under  Construction:  16  projects  at  a to- 
tal cost  of  $27,834,246.00,  including  feder- 
al contribution  of  $9,365,631.00  and  de- 
signed to  supply  1,085  additional  beds. 

Approved,  but  Not  Yet  Under  Construc- 
tion: 10  projects  at  total  cost  of  $3,909,- 
400.00,  including  $2,032,784.00  federal  con- 
tribution and  designed  to  supply  289  addi- 
tional beds. 

* 

Tennessee  Chapter  of  American  College 
of  Surgeons  to  Be  Organized 

Dr.  R.  L.  Sanders,  Memphis,  announces 
that  there  will  be  a luncheon  meeting  April 
7,  12:30  p.m.,  at  the  Andrew  Johnson  Ho- 
tel, Knoxville,  for  the  purpose  of  organizing 
a Tennessee  Chapter  of  the  American  Col- 
lege of  Surgeons.  Every  surgeon  in  Ten- 
nessee is  invited  to  attend.  The  meeting 
was  set  during  the  Annual  Meeting  of  this 
Association  for  the  convenience  of  those 
interested. 
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University  of  Tennessee  College  of 
Medicine 

The  University  of  Tennessee  College  of 
Medicine’s  new  Family  General  Practice 
Clinic,  an  innovation  in  the  course  of  study 
of  medical  schools,  will  receive  the  support 
of  the  Commonwealth  Fund  of  New  York 
by  an  award  of  $53,200  over  a three  and 
one-half  year  period.  The  clinic  will  be 
provided  with  facilities  which  many  family 
physicians  maintain  in  their  own  offices. 
Equipment  will  include  a simple  diagnostic 
X-  ray  Unit,  facilities  for  physiotherapy, 
patient  examining  rooms  and  a demonstra- 
tion examining  room  for  the  training  of 
students.  In  addition,  a social  worker  will 
be  employed  to  work  with  the  student  on 
social  and  family  factors  which  may  have  a 
bearing  on  the  patient’s  illness.  She  will 
provide  the  information  which  family  phy- 
sicians in  smaller  communities  have  access 
to  as  a result  of  the  nature  of  their  practice. 

The  clinic  was  inaugurated  last  Septem- 
ber in  the  Out-Patient  Department  of  John 
Gaston  Hospital  to  give  senior  students  an 
opportunity  to  familiarize  themselves  with 
medicine  as  practiced  by  competent  general 
practitioners.  One  of  its  purposes  is  to 
demonstrate  to  students  that  a family  phy- 
sician can  maintain  a high  standard  of  med- 
ical service  in  rural  areas. 

The  Commonwealth  Fund,  in  a recent  re- 
port, indicates  it  is  financing  a number  of 
innovations  in  medical  school  training  de- 
signed to  improve  the  efficiency  of  general 
practice  and  render  it  more  attractive  to  the 
student. 

4c 

The  College  of  Medicine  has  established 
a Department  of  Postgraduate  Medicine,  to 
be  headed  by  L.  W.  Kibler,  for  the  past  15 
years  field  director  for  the  Postgraduate 
Medical  Education  program  of  the  Tennes- 
see State  Medical  Association.  Efforts  will 
be  made  to  determine  what  the  medical  and 
dental  professions  want  in  the  way  of  post- 
graduate training  to  improve  medical  serv- 
ice in  the  broadest  sense.  In  addition  to 
physicians,  dentists,  pharmacists  and 
nurses,  training  will  be  offered  to  X-ray 
technicians,  medical  technologists  and  other 


auxiliary  medical  personnel.  The  Univer- 
sity’s program  will  be  tailored  to  fit  the 
needs  of  the  busy  practitioner  who  has  been 
out  of  school  several  years  and  will  utilize 
the  facilities  of  Memphis'  large  medical  cen- 
ter. 

Dr.  Hyman  said : “Developments  in  medi- 
cal science  and  its  related  fields  have  been 
so  numerous  within  the  last  decade  that  the 
practitioner  is  hard  pressed  to  keep  up  with 
them.  The  University,  therefore,  proposes 
to  offer  intensive  short  courses,  of  three 
days’  to  two  weeks’  duration,  to  keep  mem- 
bers of  the  health  sciences  abreast  of  the 
developments,  resulting  from  recent  labora- 
tory research,  which  can  be  applied  to  their 
field.”  The  first  attention  will  be  given  to 
the  needs  of  physicians  in  general  practice, 
but  programs  for  specialists  and  members 
of  related  health  fields  will  be  included  as 
the  need  warrants  and  facilities  become 
available.  The  courses  will  enable  the  gen- 
eral practitioner  to  maintain  his  standing 
in  the  Academy  of  General  Practice,  which 
requires  physicians  to  have  150  hours  of 
postgraduate  training  every  two  years. 
Courses  will  be  open  to  all  practitioners,  not 
only  graduates  of  the  University. 

4c 

There  will  be  an  increase  in  fees  effective 
July  1 for  students  in  medicine,  dentistry 
and  pharmacy  at  the  University  of  Ten- 
nessee Medical  Units  in  Memphis.  This 
amounts  to  $25  per  quarter  for  medical  and 
dental  in-state  students  and  $18.50  for  phar- 
macy students.  Fees  for  non-residents  of 
Tennessee,  who  must  pay  additional  out-of- 
state  charges,  were  increased  at  a higher 
rate.  The  new  quarterly  fee  schedule:  med- 
icine, in-state  $150,  out-of-state  $225;  den- 
tistry, in-state  $125,  out-of-state  $175; 
pharmacy,  in-state  $97.50,  out-of-state  $125. 
The  new  fee  schedule  was  adopted  by  the 
Executive  Committee  of  the  U.  T.  Board  of 
Trustees  and  the  University  administration 
after  a study  showed  that  this  was  the  only 
possible  means  of  raising  additional  funds 
needed  to  balance  the  budget  of  the  Medical 
Units.  Dr.  Brehm  says:  “Even  with  these 
increases,  the  University’s  fees  will  be  less 
than  those  of  most  medical  and  dental  col- 
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leges.  Out-study  last  year  showed  that  57 
of  the  77  medical  colleges  and  32  of  the  41 
dental  colleges  of  the  nation  had  higher 
fees.”  He  pointed  out  that  U.  T.  operates 
its  Medical  Units  at  considerably  less  cost 
per  student  than  many  other  similar  insti- 
tutions. U.  TVs  per-student  cost  to  train 
a medical  student  has  been  held  to  $1,043 
while  the  national  average  is  $2,500,  he  said. 

* 

Vanderbilt  University  School  of  Medicine 

Dr.  Robert  W.  Quinn  of  the  faculty  of  the 
Wisconsin  Medical  School  has  accepted  an 
appointment  as  Professor  and  Head  of  the 
Department  of  Preventive  Medicine  and 
Public  Health.  Dr.  Alvin  E.  Keller  has 
been  acting  head  of  the  department  since 
1948. 

* 

Medical  Mirror 

From  time  to  time  this  column  will  be  devoted  to 
quoting  remarks  from  the  public  press  about  medi- 
cine, both  favorable  and  unfavorable. 

The  best  way  we  know  to  remove  a barrier  be- 
tween interdependent  groups  is  first  to  admit  its 
existence  and  then  to  set  dissipating  it  through 
increased  understanding  by  both  sides.  Dr.  Fred 
Marsh,  new  president  of  the  Hamilton  County 
Medical  Society,  has  made  a sound  start  on  just 
such  a process.  The  organization  is  to  have  a 
public  service  committee  to  “improve  the  profes- 
sional relationships  of  the  doctors  with  all  other 
groups  of  society — patients,  the  general  public, 
laborers,  businessmen,  the  newspapers,  radio  and 
so  forth.” 

In  his  inaugural  talk,  Dr.  Marsh  mentioned  four 
specific  criticisms  which  have  been  leveled  against 
the  profession.  They  included  the  matter  of  high 
fees,  the  aloofness  of  physicians  from  community 
affairs,  the  question  of  publicizing  endeavors  of 
the  profession  and  the  availability  of  physicians. 

For  too  long,  the  medical  profession — -which  has 
given  mankind  great  and  good  gifts  of  longer, 
healthier  lives  and  promises  a still  more  hopeful 
future — has  generally  refused  to  admit  even  the 
presence  of  a growing  public  disquiet  over  medical 
services  and  costs.  In  part,  at  least,  the  attitude 
was  based  on  a strict  code  of  ethics  which  fore- 
swore public  discussion  of  professional  affairs;  in 
part,  we  believe,  it  resulted  from  a refusal  to  rec- 
ognize the  public  had  sufficient  reason  or  even  a 
valid  right  to  evaluate  professional  services  in 
terms  of  cost  and  quality. 

We  hope  Dr.  Marsh’s  forthright  statement  to  his 
fellow  physicians  and  his  decision  to  form  the 
committee  reflect  a modification  of  both  these  con- 


ditions. We  would  point  out  that  such  a program 
that  he  intends  should  operate  as  a two-way  street. 
Not  only  should  it  endeavor  to  present  the  physi- 
cian’s “side”  of  the  question  in  an  intelligent  man- 
ner, but  it  also  must  work  to  convey  to  the  physi- 
cian the  public  attitude  on  the  very  vital  matter  of 
medical  care. 

We  are  convinced  the  public,  which  pays  for  its 
medical  services,  has  both  reason  and  right  to 
concern  itself  with  what  it  is  receiving.  We  are 
equally  convinced  the  American  public  is  as  anxious 
as  the  medical  profession  to  avoid  socialized  medi- 
cine. We  believe  a soundly  conceived  program 
which  at  once  broadens  the  base  of  medical  care  and 
retains  the  voluntary  relationship  of  physician  and 
patient  must  come  through  the  best  thinking  of  both 
professional  and  lay  groups.  The  local  level  is  a 
fine  place  to  start  the  cooperative  effort  toward  a 
common  goal. 

— Editorial,  Chattanooga  Daily  Times, 
January  13,  1952. 

Dr.  Marsh’s  inaugural  address  upon  which  the 
editorial  teas  based  received  front  page  feature 
news  position  in  the  same  newspaper. 


Dr.  Jere  L.  Crook,  Jackson,  continues  to 
improve  following  a heart  attack  while  de- 
livering an  address  last  month. 

Dr.  Charles  C.  Trabue  IV,  Speaker  of  the 
House  of  Delegates  of  this  Association,  was 
named  to  the  Nashville  Board  of  Hospital 
Commissioners  by  Mayor  Ben  West  last 
month. 

Dr.  Don  Eyler,  Vanderbilt  Hospital  sur- 
geon, addressed  a luncheon  meeting  of  polio 
workers  for  Davidson  County  at  their 
“kick-off”  meeting  last  month. 

Dr.  James  L.  Bibb,  Chattanooga,  recently 
addressed  the  Sertoma  Club  at  the  Hotel 
Patten  on  the  subject  “Heart  Disease.” 

Dr.  Haskell  Fox,  Greeneville,  was  the 
guest  speaker  at  the  banquet  of  the  Young 
Farmers  and  Homemakers  Club  in  Greene- 
ville recently. 

Dr.  R.  L.  Sanders,  Memphis,  recently  be- 
came chief  of  the  department  of  surgery  at 
Baptist  Hospital,  succeeding  Dr.  M.  J. 
Tendler. 

Dr.  W.  T.  Fitts,  Jackson,  was  named  chief 
of  the  medical  staff  of  the  Jackson-Madison 
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General  Hospital,  and  Dr.  Leland  Johnston 
was  elected  assistant  chief  of  staff. 

Dr.  Frank  S.  Lovingood  was  elected  to  a 
four-year  term  as  County  Health  Officer  for 
Blount  County. 


Penicillin  Decade,  1941-51:  Sensitizations 

and  Toxicities,  L.  W.  Smith,  M.D.,  and 
Ann  D.  Walker,  R.N.,  Washington,  D.  C. 
Arundel  Press,  Inc.,  1951.  Pages  122. 
Price  $2.50 

This  small  volume  presents  a complete 
bibliographic  review  of  the  reactions  which 
have  been  reported  to  penicillin  or  the  var- 
ious vehicles  in  which  it  has  been  adminis- 
tered. The  sensitizing  reactions  are  dis- 
cussed under  urticaria,  contact  manifesta- 
tions, exfoliative  dermatitis,  allergic  reac- 
tions, ophthalmic  reactions  and  others. 
Shock-like  states  with  deaths  are  recorded. 
Toxic  effects  on  the  kidneys  and  central 
nervous  system  are  considered.  Herxhei- 
mer  reactions  in  the  syphilitic  patient  are 
described.  Antibody  formation  to  penicillin 
is  discussed. 

There  is  a description  of  newer  penicillin 
preparations  which  have  as  their  objective 
a lessened  sensitizing  tendency.  Mention  is 
made  of  penicillin  resistant  strains  of  or- 
ganisms. 

The  authors  emphasize  that  the  extensive 
needless  use  of  penicillin  has  sensitized 
many  persons  who  may  then  develop  harm- 
ful reactions  when  the  real  need  for  this 
antibiotic  arises.  “Antibiotics  are  only  of 
value  for  the  treatment  of  infections  due  to 
organisms  sensitive  to  the  specific  antibi- 
otics being  employed.” 

R.  H.  K. 

* 

Untoward  Reactions  of  Cortisone  and  ACTH, 
by  Vincent  J.  Derbes,  M.D.,  and  Thomas 
E.  Weiss,  M.D.,  Springfield,  111.  Charles 
C.  Thomas,  1951.  77  pages.  Price  $2.25. 
This  small  volume  is  a Monograph  in  the 
American  Lecture  Series.  It  is  an  excellent, 
readable  resume  of  the  untoward  side  ef- 
fects of  these  two  potent  hormones. 


There  is  first  a brief  consideration  of  the 
physiology  of  these  hormones  and  their 
interrelationship.  This  is  followed  by  their 
effect  on  the  other  glands  of  internal  secre- 
tion. The  effect  of  cortisone  and  ACTH  on 
electrolyte  balance  is  given  a brief  space. 
The  ill  effects  of  ACTH  and  cortisone  on 
the  cardiovascular,  musculoskeletal,  nerv- 
ous, gastrointestinal  and  mucocutaneous 
systems  are  treated  in  individual  sections. 
A section  is  devoted  to  the  undesirable  ef- 
fects of  the  hormones  on  infections  of  vari- 
ous types.  There  is  an  extensive  bibliogra- 
phy. 

For  the  doctor  who  has  little  time  for 
extensive  reading  and  yet  uses  ACTH  and 
cortisone,  this  book  can  provide  an  excellent 
red  light,  and  it  or  another  of  this  type 
should  be  at  hand. 

R.  H.  K. 

+ 

The  Rockefeller  Foundation  Directory  of 
Fellowship  Awards  for  the  Years  1917- 
1950. 

This  volume  is  what  the  title  implies,  a 
directory  of  all  those  who  over  the  wide 
world  have  been  awarded  fellowships  by  the 
Rockefeller  Foundation.  Over  6,000  were 
awarded  in  75  counties  during  these  years. 
The  amount  given  was  $19,000,000.  An  ad- 
ditional $9,500,000  has  been  in  grants  to 
other  organizations  for  their  own  fellow- 
ship programs.  Much  of  this  went  to  spe- 
cial training  of  doctors  and  nurses  in  the 
International  Health  Division.  This  gives 
but  an  inkling  of  what  philanthropy  under 
a free  enterprise  system  can  accomplish, — 
a fact  rapidly  fading  into  one  of  historical 
significance  only. 

R.  H.  K. 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Adequate 
office  space  is  available,  together  with  hospital  fa- 
cilities and  the  full  cooperation  of  a group  of  four 
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doctors,  and  considerable  practice  is  assured  from 
the  beginning. 

PW-8 


* 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself: 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville,  Tex- 
as, 1949-51.  Now  located  at  VA  Hospital,  Butler, 
Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


Surgical  Residents  Wanted 

The  Newell  Hospital,  Inc.,  Chattanooga  2,  Ten- 
nessee, has  immediate  opening  for  surgical  resi- 
dents. The  hospital  is  an  accredited  50-bed  general 
hospital  with  a large  private  clinic  practice.  The 
resident  salary  is  $400  per  month  with  mainte- 
nance. The  Newell  Hospital  has  recently  become 
approved  for  one-year  residency  training  by  the 
Council  on  Hospitals  of  the  American  Medical 
Association.  Residents  can  obtain  approval  from 
the  American  Board  of  Surgery  and  the  American 
College  of  Surgeons  on  a preceptorship  basis. 
Address  inquiry  to  Dr.  Edward  T.  Newell,  Jr., 
c/o  The  Newell  Hospital.  The  present  residency 
is  open  until  July  1,  1952,  at  which  time  three 
additional  appointments  will  be  available. 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 

PW-5 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agi’icultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


The  following  communication  has  been  received 
by  this  office: 

“This  letter  is  in  behalf  of  our  community’s  need 
for  a good  general  medical  doctor.  We  have  no 
doctor  at  all  in  our  area,  which  comprises  a 
radius  of  3 miles,  and  a growing  population. 

“We  are  situated  9 miles  N.W.  of  Atlanta,  Ga., 
in  Cobb  County,  where  Lockheed  Aircraft  is  be- 
ginning the  construction  of  the  world’s  fastest 
jet  bombers.  There  is  a steadily  growing  need  for 
a doctor. 

“Our  offer  is  office  space,  rent-free  for  one  year, 
with  other  possible  offers  by  our  Civic  Club.  I 
will  be  glad  to  furnish  more  definite  information 
to  anyone  interested.” 

PW-7 

Information  on  physicians  and  locations  availa- 
ble from  the  Executive  Secretary,  Tennessee  State 
Medical  Association,  50f  Doctors  Building,  Nash- 
ville. 


Dr.  Sam  Fentress,  formerly  in  general 
practice  at  Goodlettsville  for  thirty-two 
years,  and  who  retired  from  general  prac- 
tice, March,  1951,  due  to  having  suffered 
a coronary  thrombosis,  accepted  a position 
on  the  staff  of  the  Davidson  County  Hospi- 
tal where  he  served  until  December  1,  1951. 

Dr.  Fentress  is  now  on  the  medical  staff 
at  Central  State  Hospital  and  is  in  charge 
of  the  male  wards  of  this  institution.  Dr. 
Fentress  is  residing  in  one  of  the  residences 
on  the  hospital  grounds. 

Dr.  J.  Brennan  Purkall  is  now  associated 
with  Dr.  Joe  T.  Smith  at  Children’s  Clinic 
in  Knoxville,  Tennessee,  in  the  practice  of 
pediatrics. 

Dr.  R.  T.  Keeton  announces  the  formal 
opening  of  his  new  clinic  on  Highway  No. 
70  in  Bruceton. 
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Dr.  Howard  B.  Barnwell  has  announced 
the  opening  of  an  office  in  the  Medical  Arts 
Building  in  Chattanooga  for  the  practice 
of  plastic  and  reconstructive  surgery. 

Dr.  C.  E.  Sappington,  a graduate  of  the 
University  of  Tennessee  College  of  Medi- 
cine who  has  recently  completed  his  intern- 
ship, has  opened  an  office  in  Clinton  for  the 
practice  of  medicine. 

Dr.  E.  M.  Ccx,  a native  of  Henderson,  has 
become  associated  with  Dr.  L.  P.  Pearce,  a 
long-time  Collierville  physician. 

Dr.  Floyd  Bankston,  a native  of  Nashville, 


has  become  associated  with  Dr.  T.  F.  Booth 
in  Pulaski. 

Dr.  E.  G.  Lynch,  a graduate  of  the  Uni- 
versity of  Tennessee  College  of  Medicine, 
has  opened  offices  in  Morristown  for  the 
practice  of  medicine  and  surgery. 

Dr.  T.  E.  Edwards,  a native  Tennessean 
who  formerly  practiced  in  Birmingham,  Al- 
abama, has  joined  the  staff  of  the  Medical 
Clinic  and  Hospital  in  McMinnville.  He 
succeeds  Dr.  Paul  H.  Goodman,  who  has 
begun  a residency  in  radiology  in  Dallas, 
Texas. 


GleasuUew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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The  Increasing  number  of  reports  upon  commissurotomy  in  instances 
of  mitral  stenosis,  the  low  mortality  rate  and  the  satisfactory  outcome, 
force  the  family  doctor  and  internist  to  view  stenosis  in  a new  light. 

They  must  now  evaluate  the  patient  in  terms  of  indications  and  accept- 
ability for  operation. 

SURGICAL  TREATMENT  OF  MITRAL  STENOSIS 

WILLIAM  K.  SWANN,  M.D.,  JOSEPH  E.  ACKER,  M.D.,  E.  CHARLES  SIENKNECHT,  M.D.,  and 
ROBERT  B.  WOOD,  M.D.,  Knoxville,  Tenn. 


Introduction 

Stricture  of  the  mitral  valve  has  now  been 
established  as  a lesion  amenable  to  surgical 
treatment.1  Patients  with  this  extremely 
disabling  disease  are  now  regularly  being 
relieved  and  rehabilitated.  The  historical 
development  of  the  operation  is  reviewed 
elsewhere.2- 3 It  is  to  be  noted  that  the 
operation  has  been  brought  out  of  the  ex- 
perimental phase  and  into  practical  every- 
day application. 

It  is  our  impression  that  while  rheumatic 
fever  is  somewhat  less  common  in  the  south- 
ern United  States  than  elsewhere,  an  obser- 
vation that  has  been  made  by  others,  we 
still  feel  that  the  number  of  adults  with 
mitral  stenosis  may  be  much  greater  than 
is  usually  believed.  Laws4  previously  re- 
ported that  rheumatic  heart  disease  was 
found  in  15.3  per  cent  of  white  persons,  and 
in  4.3  per  cent  of  Negroes  in  a group  found 
suffering  from  organic  heart  disease  and 
studied  in  Vanderbilt  University  Hospital 
in  the  out-patient  department.  Harrison,5 
in  1924,  reported  that  rheumatic  fever  and 
rheumatic  heart  disease  was  much  more 
common  in  Boston  than  in  Richmond,  Okla- 
homa City,  New  Orleans  or  Galveston.  Com- 
parative statistics  from  various  sources 
show  that  the  etiology  of  heart  disease 
varies  in  different  sections  of  the  United 
States.8 

Selection  of  Cases  for  Surgery 

The  manner  in  which  people  with  mitral 


stenosis  have  come  to  us  has  in  some  cases 
been  devious.  It  is  of  interest  to  note  that 
three  of  these  patients  were  referred  be- 
cause of  hemoptysis  of  undetermined  origin. 
This  frequent  and  alarming  spitting  of 
blood  had  resulted  in  extensive  study  else- 
where, including  bronchoscopy  and  bron- 
chography without  the  correct  diagnosis  be- 
ing suspected.  The  inconstancy  of  the  mi- 
tral murmur  and  the  ease  with  which  it 
may  be  missed  is  at  times  responsible  for 
this  situation.  We  have  had  occasion  to 
see  patients  with  dyspnea  and  hemoptysis 
from  the  coal  mining  industry  and  have 
learned  to  do  repeated  and  careful  cardiac 
auscultation  in  searching  for  surgically  cor- 
rectable conditions. 

The  classification  of  patients  with  mitral 
stenosis  into  five  groups  according  to  the 
degree  and  extent  of  disability  is  useful.1 
Those  we  have  operated  upon  have  been  in 
stage  three  for  the  most  part.  Those  whom 
we  have  refused  for  surgery  have  had  asso- 
ciated lesions  such  as  mitral  regurgitation, 
aortic  stenosis  and/or  regurgitation,  or  pos- 
sible active  rheumatic  fever.  We  have  not 
had  occasion  to  refuse  operation  to  any 
patient  whose  principal  disabling  lesion  was 
mitral  stenosis,  but  who  was  considered  too 
poor  a risk  for  operation. 

We  have  had  an  experience  similar  to  that 
of  Harken2  in  that  one  of  our  most  severely 
disabled  patients  refused  surgery  and  lived 
less  than  six  months  after  this  refusal.  We 
believe  that  a patient  with  mitral  stenosis 
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who  is  disabled  should  be  operated  upon. 
This  is  a simple  direct  statement  of  the 
operative  indications,  and  if  it  has  not  been 
adopted  elsewhere  we  feel  sure  that  it  will 
be.  The  low  mortality  of  surgical  interfer- 
ence elsewhere  and  the  fact  that  we  have 
obtained  successful  results  without  deaths, 
and  without  postoperative  complications  in 
our  first  twelve  cases,  lends  justification  to 
this  liberal  attitude  toward  surgical  indica- 
tions in  mitral  stenosis.  We  reserve  the 
right  to  modify  these  indications  if  and 
when  our  surgical  results  become  less  favor- 
able. 

The  elimination  of  patients  for  operation 
having  lesions  in  addition  to  mitral  stenosis 
has  thus  far  been  very  strict  and  rigid. 
Several  people  have  had  Graham-Steele 
murmurs.  No  patient  with  any  clinical  evi- 
dence of  mitral  regurgitation  nor  with  aor- 
tic disease  has  thus  far  been  accepted  for 
surgery.  However,  we  believe  that  we  have 
operated  upon  at  least  one  patient  with  a 
significant  degree  of  mitral  regurgitation 
which  was  not  suspected  preoperatively. 
No  patient  with  active  rheumatic  carditis 
has  been  considered  a surgical  candidate. 
Repeated  sedimentation  rates,  leukocyte 
counts  and  clinical  judgment  have  been 
used  to  exclude  the  possibility  of  operating 
on  a patient  with  active  rheumatic  carditis. 
One  patient  with  some  degree  of  organic  tri- 
cuspid stenosis  has  been  successfully  oper- 
ated upon. 

Operative  Technique 

The  evolution  of  the  present-day  opera- 
tion for  mitral  stenosis  has  been  described 
in  the  literature.2- 3 Our  present  technique 
is  as  follows:  The  patient  is  anesthetized 
and  intubated  in  the  right  lateral  decubitus 
position.  This  maneuver  is  important  to 
avoid  the  blood  pressure  changes  which  may 
result  if  the  patient  is  intubated  in  the 
usual  dorsal  decubitus  position  and  then 
turned  on  the  side.  The  heart  is  exposed 
through  an  intercostal  incision  in  the  fourth 
interspace  and  adequate  exposure  is  ob- 
tained by  spreading  the  ribs  without  resort 
to  division  of  cartilages.  The  long  longi- 
tudinal incision  in  the  pericardium  is  usual- 
ly made  best  posterior  to  the  phrenic  nerve 


and  silk  traction  sutures  are  placed  appro- 
priately in  the  edges  of  the  pericardial  in- 
cision to  enhance  the  exposure.  The  Satin- 
skv  vena  cava  clamp  is  placed  across  the 
base  of  the  auricular  appendage  as  low  as 
possible  and  closed  to  the  first  notch.  We 
have  not  found  any  special  auricular  clamps 
to  be  necessary,  but  by  varying  the  position 
and  the  direction  of  application  of  the  Sa- 
tinsky  clamp  have  been  able  to  adapt  it  to 
the  auricular  appendage  in  every  case.  A 
purse  string  suture  is  placed  just  above  the 
jaws  of  the  Satinsky  clamp.  (We  first 
placed  our  purse  string  suture  before  appli- 
cation of  the  clamp  but  have  since  learned 
to  avoid  any  blood  loss  whatsoever  by  first 
applying  the  clamp.)  The  gloved  right  in- 
dex finger  of  the  operator  is  then  introduced 
into  the  appendage  and  as  the  operator 
opens  the  clamp  with  his  left  hand  the  as- 
sistant approximates  the  purse  string  and 
thereby  prevents  blood  loss.  The  mitral 
valve  is  easily  located  and  exploration  car- 
ried out.  It  is  important  that  the  operator 
dictate  at  this  time  all  the  findings  present 
including,  first,  the  estimated  size  of  the 
mitral  orifice,  presence  or  absence  of  calci- 
fication, presence  or  absence  of  a palpable 
regurgitant  jet,  whether  the  orifice  is  cen- 
trally or  eccentrically  located,  flexibility  of 
the  leaflets,  calcification  in  the  valve,  calci- 
fication in  the  annulus  or  both.  If  it  is 
found  that  one  is  dealing  with  the  type  one 
mitral  stenosis,  the  usual  type,  finger  frac- 
ture of  the  mitral  orifice  is  carried  out,  first 
at  one  commissure  and  then  at  the  other, 
and  the  situation  is  then  re-assessed.  The 
size  of  the  mitral  orifice  is  re-estimated  and 
the  jet  of  mitral  regurgitation  is  again 
evaluated.  Having  determined  that  the  ori- 
fice is  of  a satisfactory  caliber  and  has  been 
increased  to  its  practicable  limits,  the  finger 
is  carefully  withdrawn,  the  clamp  being 
closed  over  the  tip  of  the  finger,  and  then 
the  purse  string  tied.  It  has  been  our  cus- 
tom to  place  a heavy  silk  tie  below  the 
Satinsky  clamp  and  this  is  tied  as  the  clamp 
is  removed.  If,  on  exploring  the  mitral 
valve  it  is  determined  that  a type  two  steno- 
sis is  present,  that  is  to  say  a funnel-like 
mitral  valve  with  flexible  cusps,  it  is  prob- 
ably best  not  to  attempt  finger  fracture  but 
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to  use  one  of  the  valvulotomes  devised  by 
Bailey  or  Harken.  A second  glove  is  then 
applied  to  the  operative  hand  and  the  auri- 
cle is  re-entered  with  the  finger  carrying 
the  cutting  instrument.  It  has  been  our 
custom  not  to  carry  the  instrument  in  at  the 
initial  exploration  as  it  is  a hindrance  to 
exploration;  it  will  be  found  that  most  cases 
can  be  satisfactorily  managed  by  simple  fin- 
ger fracture  without  resort  to  cutting  in- 
struments. (There  has  been  blood  loss  in 
only  one  of  our  cases  and  this  was  a result 
of  a tear  in  the  appendage  below  the  purse 
string.  In  this  case  blood  loss  exceeded 
1,000  cc.  but  was  promptly  controlled  by  a 
lower  application  of  the  Satinsky  clamp ; the 
situation  was  not  out  of  control  at  any 
time.) 

Case  Reports 

The  following  two  cases  are  presented  as 
being  representative  of  the  group  of  twelve 
patients  on  whom  we  have  operated. 

Case  1.  Mrs.  M.L.,  30-year-old  married  house- 
wife and  secretary.  Her  chief  complaint  was  in- 
termittant  dyspnea  of  two  and  one-half  years’ 
duration.  It  was  associated  with  exercise  in  the 
two  months  prior  to  examination.  She  had  had  no 
cough,  hemoptysis,  epistaxis,  dysphagia,  edema, 
nor  right  upper  quadrant  abdominal  tenderness. 
There  was  no  past  history  of  rheumatic  fever,  al- 
though repeated  sore  throats  had  occurred  in  child- 
hood. A “heart  murmur”  had  first  been  noticed 
eight  years  before  at  the  time  of  delivery  of  one 
of  her  children. 

Initial  examination  revealed  the  heart  to  be 
moderately  enlarged  with  the  point  of  maximum 
intensity  of  the  apex  impulse  at  the  sixth  rib  in 
the  midclavicular  line  with  a palpable  continuous 
thrill  over  the  apex;  a sharp  pulmonic  second  sound 
was  palpable.  Loud  grade  III  diastolic  and  systolic 
murmurs  were  heard  over  the  apex,  loudest  in  the 
left  lateral  position;  the  pulmonic  second  sound 
was  sharply  accentuated.  No  murmur  was  heard 
over  the  aortic  area.  A third  heart  sound  was 
heard  at  the  fourth  left  intercostal  space  just  to 
the  left  of  the  sternum  but  not  over  the  apex.  Rate 
was  106  and  the  rhythm  was  regular.  There  was  no 
evidence  of  congestive  failure.  Cardiac  fluoroscopy 
revealed  enlargement  of  the  left  auricle  with  slight 
elevation  of  the  left  main  stem  bronchus  and  in- 
dentation of  the  esophagus.  Minimal  right  ven- 
tricular enlargement  was  present. 

The  electrocardiogram  showed  broad,  notched 
P-waves  with  slight  prolongation  of  the  PR-inter- 
val,  primarily  due  to  the  prolongation  of  the 
P-wave.  There  was  a definite  change  in  the  ampli- 
tude of  the  T-waves  following  exercise. 


It  was  felt  that  clinically  this  patient  fell  into 
category  II  of  the  classification  of  surgical  mitral 
stenoses. 

Operation  was  done  on  December  11,  1950.  Ex- 
ploration of  the  mitral  orifice  revealed  a fish-mouth 
orifice  that  would  not  admit  a fingertip,  its  esti- 
mated size  being  less  than  1.5  cm.  The  longer 
fused  area  occurred  in  this  patient  at  the  postero- 
medial commissure  where  an  extensive  linear 
fracture  was  done  and  a smaller  fracture  carried 
out  at  the  lateral  commissure.  The  estimated  size 
after  commissurotomy  was  2.5  cm.  or  better.  To 
secure  this  commissurotomy,  four  separate  digital 
efforts  were  necessary  and  with  each  one  a tem- 
porary cardiac  arrest  occurred  which  was  of  very 
brief  duration.  The  blood  loss  was  less  than  30 
cc.  from  the  inter-cardiac  portion  of  the  procedure. 

Postoperative  course  was  uneventful  except  for 
marked  mental  depression  on  the  third  to  fifth  post- 
operative days;  this  cleared  completely  so  that  the 
patient  was  discharged  on  the  tenth  postoperative 
day.  Immediate  postoperative  auscultatory  changes 
were  apparent  with  a marked  diminution  in  harsh- 
ness of  the  grade  I systolic  murmur,  the  diastolic 
murmur  having  disappeared.  There  was  marked 
diminution  of  the  pulmonic  second  sound.  Auscul- 
tation of  the  heart  one  month  after  operation  re- 
vealed a grade  I mitral  systolic  murmur  and  a 
marked  diminution  of  the  pulmonic  second  sound, 
although  it  remained  accentuated.  Subjectively 
this  patient  was  markedly  improved  with  an  in- 
crease in  exercise  tolerance.  She  has  been  able  to 
return  to  her  work  as  a secretary  and  in  addition 
does  her  housework  without  dyspnea  at  the  present 
time.  It  is  now  one  year  since  operation  and  her 
clinical  result  is  excellent  at  this  time. 

Case  2.  A.B.W.,  a 32-year-old  white  male  whose 
health  was  excellent  with  no  known  heart  disease 
until  1943  when  he  was  discharged  from  the  army 
after  the  discovery  of  a heart  murmur. 

For  three  years  prior  to  operation  the  patient 
had  progressive  increase  in  symptoms  of  exertional 
dyspnea  and  repeated  hemoptysis.  Before  opera- 
tion he  was  unable  to  walk  on  level  ground  more 
than  a half  block  and  unable  to  climb  steps. 

On  examination  he  was  a tall,  slender,  chronically 
ill,  white  male  with  a late  diastolic  murmur  having 
a typical  presystolic  accentuation.  The  murmur 
had  a slight  cooing  quality  suggestive  of  calcium. 
In  the  left  second  and  third  interspace  there  was  a 
high-pitched  distant  diastolic  murmur. 

At  operation  a markedly  calcified  mitral  valve 
was  found  and  a good  fracture  of  both  the  antero- 
lateral and  posteromedial  commissures  was  ob- 
tained. Postoperatively  the  patient  was  very  tense 
and  somewhat  disoriented  at  times  during  the  first 
three  days.  However,  he  cleared  rapidly  and  was 
discharged  from  the  hospital  on  the  twelfth  post- 
operative day. 

It  is  now  nine  months  since  the  patient  was 
operated  upon  and  he  has  returned  to  his  previous 
occupation  as  a chemical  operator.  In  addition  he 
mows  his  lawn  at  home  and  has  been  swimming  for 
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the  first  time  in  eight  years.  There  has  been  no 
appreciable  dyspnea  noted  and  no  hemoptysis. 

Summary  and  Conclusions 

(1)  Commissurotomy  of  the  mitral  valve 
has  been  accomplished  in  twelve  consecutive 
cases  without  any  mortality  and  with  sig- 
nificant benefit  in  every  case.  (2)  These 
patients  have  obtained  a striking  improve- 
ment in  their  exercise  tolerance  with  great 
alleviation  of  their  dyspnea.  Hemoptyses 
have  been  eliminated.  (3)  It  is  concluded 
that  the  patient  who  is  disabled  as  a result 
of  mitral  stenosis  should  have  the  benefit  of 
surgical  treatment  if  the  well-known  con- 
traindications to  the  operation  do  not  exist. 
(4)  It  is  further  concluded  that  commissu- 
rotomy of  the  mitral  valve  is  a safe  opera- 
tive procedure  in  our  hands. 
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Streptomycin  in  Genital  Tuberculosis  of  Female, 

Sered,  H.,  Falls,  F.  H.,  and  Zummo,  B.  P.,  J.A. 

M.A.,  148:521,  1952. 

Streptomycin  has  now  been  used  for  the  treat- 
ment of  tuberculosis  for  a period  of  about  six  years. 
A review  of  the  literature  fails  to  reveal  any  series 
of  significant  numbers  of  patients  haveing  gyneco- 
logic tuberculosis  who  were  treated  with  strepto- 
mycin. A preliminary  report  on  16  cases  revealed 
that  results  with  this  antibiotic  were  encouraging 
enough  to  warrant  further  study. 

Two  and  one-half  years’  clinical  experience  with 
the  use  of  streptomycin  in  40  patients  with  geneco- 
logic  tuberculosis  is  herewith  reported.  These  pa- 
tients have  been  divided  into  four  groups,  each  with 
different  modes  of  treatment.  The  immediate  and 
follow-up  findings  are  reported.  Experience  seems 
to  favor  a dosage  of  1 Gm.  of  streptomycin  injected 
intramuscularly  daily.  A period  of  eight  weeks  or 
more  of  preoperative  streptomycin  preparation  im- 
proves operability  and  the  final  results.  One  of 
the  most  frequent  but  not  commonly  discussed 
complaints  is  the  presence  of  a good  appetite  but 
unwillingness  to  eat  because  of  postprandial  pain. 
Decrease  in  postprandial  pain  after  treatment  with 
streptomycin  permits  the  ingestion  and  better  di- 
gestion of  more  food,  which  helps  to  improve  the 
general  condition  and  makes  the  patient  a better 
operative  risk.  Nearly  all  patients  with  gyneco- 
logic tuberculosis  will  experience  an  enhanced  sense 
of  well-being  early  in  the  course  of  treatment.  The 
degree  and  duration  of  improvement  is  determined 
by  the  amenability  of  the  disease  to  the  antibiotic. 
The  most  persistently  good  responses  are  noted  in 


patients  in  whom  therapy  is  instituted  relatively 
early.  As  in  other  forms  of  tuberculosis,  recur- 
rences elsewhere  must  be  anticipated.  Negative 
smears,  cultures  and  guinea  pig  inoculations  of 
excised  surgical  tissue  do  not  preclude  this  possi- 
bility. 

Radical  extirpation  of  diseased  tissue,  when  feas- 
ible, is  the  Ueatment  of  choice.  Total  hysterectomy 
and  bilateral  salpingo-oophoi'ectomy  were  done 
whenever  possible.  The  follow-up  studies  on  all 
four  groups  would  seem  to  justify  this  procedure. 
Removal  of  pelvic  tuberculous  lesions,  supplement- 
ed by  streptomycin  therapy  has  no  beneficial  influ- 
ence on  associated  advanced  pulmonary  lesions.  In 
order  of  frequency,  the  tuberculous  pathologic  find- 
ings were  peritonitis,  salpingitis,  endometritis,  dif- 
fuse hyperplastic  adhesions,  ascites,  oophoritis,  cer- 
vicitis, tubo-ovarian  abscesses,  lymphadenitis,  ova- 
rian caseation  necrosis  and  myometritis.  Six  ovi- 
ducts were  patent  and  10  were  closed.  There  have 
been  two  deaths  in  27  surgical  cases,  both  occurring 
in  patients  with  far-advanced  lesions.  The  compli- 
cations encountered  during  this  period  have  been, — 

(a)  streptomycin  resistance  with  miliary  spread, 

(b)  tuberculoma  of  the  brain,  (c)  tuberculous  ne- 
phritis, (d)  carcinoma  of  the  cervix  and  (e)  non- 
tuberculous  cystic  changes  in  retained  ovarian  tis- 
sue. The  persistance  of  a doughy  abdomen  has 
been  a common  finding  during  the  follow-up  inter- 
val of  two  and  one-half  years.  Streptomycin  is  to 
be  regarded  as  a most  useful  adjuvant  to  present 
accepted  methods  of  therapy  in  gynecologic  tuber- 
culosis. (Abstracted  by  Hamilton  V.  Gayden,  M.D., 
Nashville,  Tenn.) 
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Since  the  outlook  in  the  presence  of  Hirschsprung' s disease  is  so  poor, 
the  newer  surgical  attack  is  most  encouraging. 

THE  SURGICAL  MANAGEMENT  OF  HIRSCHSPRUNG'S  DISEASE 

J.  LYNWOOD  HERRINGTON,  JR.,  M.D.,  Nashville,  Tenn. 


Up  until  recent  years  the  surgical  treat- 
ment of  megacolon  had  in  general  left  much 
to  be  desired.  There  was  lacking  a clear 
understanding  of  the  underlying  physiopa- 
thology  and  an  accurate  classification  of  the 
condition  was  not  generally  appreciated. 

At  the  present  time  megacolon  may  be 
classified  into  three  distinct  types — con- 
genital megacolon  or  true  Hirschsprung’s 
disease,  functional  megacolon  and  megaco- 
lon due  to  organic  obstruction. 

Types 

1.  Congenital  Megacolon. — Hirschsprung 
is  generally  credited  for  first  describing 
congenital  megacolon  in  1888,  though  ac- 
tually the  disease  was  recognized  as  a dis- 
tinct entity  years  before  his  classic  descrip- 
tion. Hirschsprung  did,  however,  observe 
in  his  two  cases  studied  at  autopsy  that  the 
patients  presented  an  enormous  dilatation 
of  the  sigmoid  and  proximal  portion  of  the 
colon,  but  the  rectosigmoid  and  rectal  seg- 
ments in  contrast  appeared  normal  in  cali- 
bre or  slightly  narrowed  (Fig.  1.)  Unfor- 


Fig.  1.  Dilated  sigmoid  colon  with  the  normal  or 
slightly  narrowed  rectosigmoid  and  rectal  segments 
— congenital  megacolon. 


tunately  this  important  observation  was  not 
appreciated  at  the  time  and  for  the  follow- 
ing five  and  one-half  decades  the  focus  of 
attention  and  all  methods  of  treatment  were 
directed  toward  the  dilated  portion  of  the 
colon  which  was  thought  to  be  the  primary 
site  of  the  disease.  During  the  second  and 
third  decades  of  the  present  century  the 
theory  was  held  that  an  imbalance  existed 
between  the  sympathetic  and  parasympa- 
thetic nerve  supply  to  the  colon,  and  lumbar 
sympathectomies  and  various  autonomic 
nerve  blocking  agents  were  used  in  treat- 
ment with  generally  poor  results.  Also, 
there  was  the  group  who  advocated  either 
a partial  or  a complete  colectomy  but  the 
results  here  were  frequently  disappointing. 

As  far  back  as  1920  an  Italian  named 
Dalla  Valle,1  in  studying  the  microscopic 
sections  of  the  narrowed  rectosigmoid  and 
rectal  segments  of  patients  with  congenital 
megacolon,  noted  a marked  diminution  or 
total  absence  of  parasympathetic  ganglionic 
cells  between  the  muscle  layers  of  the  bowel 
wall.  The  nerve  bundles  were,  however, 
invariably  present  throughout  the  involved 
bowel  and  were  usually  hypertrophied. 
These  observations  also  were  not  fully  ap- 
preciated and  no  attempt  was  made  to  cor- 
relate them  with  the  pathologic  disorder 
until  within  very  recent  years. 

In  1946  Swenson  and  Bill2  and  also  Hiatt,3 
working  independently,  observed  that  when 
a colostomy  was  performed  on  a child  with 
Hirschsprung’s  disease  invariably  within  a 
period  of  several  months  the  dilated  and 
hypertrophied  colon  would  return  to  near 
normal  size.  However,  upon  closing  the  co- 
lostomy and  re-establishing  intestinal  con- 
tinuity the  bowel  would  again  undergo  dila- 
tation and  hypertrophy.  This  led  them  to 
focus  attention  upon  the  narrowed  rectosig- 
moid and  rectal  segments  as  perhaps  being 
the  primary  site  of  the  pathologic  disease, 
rnd  the  dilatation  and  hypertrophy  in  the 
bowel  above  were  felt  to  be  secondary  to  a 
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spastic  obstruction  existing  below.  Using 
balloons  introduced  into  the  colon  at  various 
levels,  Swenson  was  able  to  demonstrate  that 
peristaltic  waves  were  normal  and  rhythmic 
in  the  dilated  bowel,  but  that  peristalsis  was 
absent  in  the  rectosigmoid  and  rectal  seg- 
ments. Hiatt,  on  the  other  hand,  observed 
not  a total  absence  of  peristalsis  in  the  dis- 
tal bowel  but,  instead,  this  segment  was 
found  to  undergo  a mass  type  of  contraction 
— a purposeless  type  of  peristalsis — which 
was  not  integrated  with  the  normal  waves 
in  the  dilated  bowel  above.  Thus,  both  ob- 
servers felt  that  a spastic  state  existed  in 
the  rectosigmoid  and  rectal  portion  of  the 
bowel  which  were  devoid  of  parasympathet- 
ic ganglionic  cells  and  that  these  changes 
accounted  for  the  dilatation  and  hypertro- 
phy in  the  colon  above.  Their  treatment  of 
the  disease  has  been  directed  toward  the 
surgical  removal  of  the  rectosigmoid  and 
rectal  segments,  leaving  the  dilated  bowel 
intact. 

There  are  several  clinical  observations 
which  are  of  importance  in  establishing  the 
diagnosis  of  Hirschsprung’s  disease.  The 
child  suffers  marked  constipation,  usually 
dating  back  to  birth,  and  frequently  the 
mother  will  offer  the  information  that  the 
child  has  never  had  a spontaneous  bowel 
movement.  These  children  are  subject  to 
bouts  of  intestinal  obstruction  as  result  of 
marked  fecal  impactions  and  may  even  de- 
velop a perforation  of  the  colon.  The  child- 
hood mortality  in  this  disease  is  high  with- 
out treatment,  as  evidenced  by  the  rarity 
that  one  encounters  this  entity  in  adulthood. 
Also,  it  is  generally  observed  that  these 
children  grow  and  develop  poorly. 

2.  Functional  Megacolon. — In  this  type  of 
megacolon  the  symptoms  are  much  less 
pronounced  than  in  a case  of  true  Hirsch- 
sprung’s disease.  The  constipation  is  less 
marked  and  may  not  be  present  until  the 
child  is  two  or  three  years  of  age.  The  mor- 
tality and  morbidity  are  low,  and  the  findings 
in  the  colon  are  distinctly  different  from  a 
case  of  Hirschsprung’s  disease.  Here  the 
entire  colon  is  dilated  and  hypertrophied, 
the  dilatation  extending  down  to  the  anus 
(Fig.  2).  Parasympathetic  ganglionic  cells 
are  found  to  be  present  in  the  rectosigmoid 


FIG.  2.  The  colonic  dilatation  extending  down  to 
the  anus  characteristic  of  functional  megacolon. 


and  rectal  segments.  The  only  objection  to 
the  above  statement  is  that  voiced  by  Hiatt,3 
who  feels  that  in  a small  number  of  these 
children  with  distressing  symptoms  there 
may  exist  a diminution  of  parasympathetic 
ganglionic  cells  in  the  lower  one-third  or 
one-half  of  the  rectal  segment.  Not  all  ob- 
servers, however,  share  his  view  concerning 
this  point  at  the  present  time,  but  if  his 
findings  are  ever  generally  accepted,  some 
cases  which  are  now  classified  as  functional 
megacolon  may  well  represent  milder  forms 
of  true  Hirschspung’s  disease. 

The  majority  of  patients  with  the  dilated 
bowel  extending  down  to  the  anus  may  be 
managed  quite  satisfactorily  on  medical 
treatment.  The  etiology  of  this  condition  at 
the  present  time  is  unknown  but  contribu- 
tory factors  may  be  faulty  eating  habits,  im- 
proper diet  and  poor  bowel  training.  Only 
rarely  is  an  operation  indicated  in  this 
group,  and  in  such  cases  it  is  sufficient  to 
resect  the  redundant  portion  of  the  colon, 
usually  the  sigmoid,  thereby  reducing  the 
total  absorptive  area  of  the  bowel. 

Occasionally  one  encounters  an  individual 
with  a long  and  redundant  sigmoid  colon, 
the  remainder  of  the  colon  being  normal. 
The  elongation  is  often  the  result  of  chronic 
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constipation,  but  in  a few  cases  the  redun- 
dancy may  be  congenital  (dolichocolon). 
These  individuals  may  go  through  life  with- 
out undue  difficulty  but  some  are  prone  to 
develop  a volvulus  or  torsion  of  the  sigmoid 
colon. 

3.  Organic  Obstructive  Megacolon. — 
Megacolon  due  to  organic  obstruction  needs 
only  passing  comment,  but  cases  are  report- 
ed of  sacrococcygeal  teratomas  and  other 
extrinsic  pelvic  growths  producing  pressure 
on  the  distal  bowel  with  resultant  megaco- 
lon. Also,  in  any  age  group  one  may  en- 
counter congenital  or  acquired  strictures, 
developmental  defects  and  benign  and  ma- 
lignant new  growths  in  the  terminal  seg- 
ment of  the  colon,  producing  some  degree  of 
dilatation  of  the  bowel  proximal  to  the  site 
of  the  lesion. 

Operative  Treatment  of  True  Hirschsprung's 
Disease 

At  the  present  time  Swenson4  feels  that 
all  children  in  whom  the  narrowed  rectal 
segment  can  be  demonstrated  by  barium 
enema  study  should  be  subjected  to  opera- 
tion, unless  severe  constitutional  disease  or 
other  contraindications  exist.  Certainly  the 
ultimate  future  holds  little  for  these  chil- 
dren without  surgery.  Swenson  has  now 
operated  upon  over  a hundred  cases;  his 
mortality  has  been  kept  quite  low;  his  re- 
sults have  been  excellent  and  some  of  the 
children  have  been  followed  for  almost  five 
years. 

In  preparing  a child  for  operation  a high 
vitamin,  high  caloric  liquid  diet  is  used  for 
approximately  three  weeks  prior  to  opera- 
tion. Mineral  oil  is  given  daily  along  with 
saline  enemas,  care  being  taken  to  instruct 
the  mother  or  nurse  never  to  use  a water 
enema  so  as  to  avoid  a state  of  low  sodium 
shock  as  observed  by  Hiatt.3  Aureomycin 
is  given  three  or  four  days  prior  to  surgery. 

Briefly,  the  operative  technique  consists 
of  the  removal  of  the  rectosigmoid  and  rec- 
tal segments  along  with  the  distal  10-15 
centimeters  of  the  sigmoid  colon  so  as  to 
insure  the  complete  removal  of  the  entire 
aganglionic  portion  of  the  bowel.  The  prox- 
imal cut  end  of  the  sigmoid  is  then  brought 
down  and  anastomosed  to  the  rectal  stump 


FlG.  3.  Oblique  view  of  narrowed  rectal  segment 
demonstrated  with  barium  enema  (preoperative). 


using  an  ingenious  maneuver  devised  by 
Swenson5  in  which  the  anastomosis  is  done 
via  the  perineal  route.  It  is  important  to 
place  the  suture  line  no  further  than  2 cen- 
timeters above  the  mucocutaneous  junction. 

During  the  past  one  and  one-half  years  I 
have  had  the  opportunity  to  operate  upon 
two  male  patients  with  true  Hirschsprung’s 
disease.  The  first  patient,  seven  years  of 
age  at  the  time  of  operation,  has  now  been 
followed  for  seventeen  months.  He  has  nor- 
mal stools  daily  and  barium  enema  studies 
show  that  his  colon  has  diminished  consid- 
erably in  size,  and  he  is  able  to  expel  the 


Fig.  4.  Postexpulsion  barium  enema  six  months 
postoperatively  showing  practically  all  of  barium 
being  expelled. 
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entire  barium  enema.  The  second  patient, 
a fifteen-year-old  male,  has  now  been  fol- 
lowed for  twelve  months  with  no  recurrence 
of  symptoms.  Fig.  3 shows  the  preoperative 
barium  enema  on  this  boy  with  the  narrow 
rectal  segment  demonstrated  best  in  an  ob- 
lique view.  Fig.  4 shows  the  post-expulsion 
barium  enema  film  six  months  following 
operation. 

Summary 

A brief  discussion  of  the  different  types 
of  megacolon  has  been  presented.  The  con- 
genital form  of  the  disease  is  of  especial 
interest  to  the  surgeon.  Swenson’s  opera- 


tion, or  one  of  the  modifications  of  it,  ap- 
pears at  the  present  time  to  offer  much  hope 
to  these  unfortunate  children. 
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Ruptured  Endometrial  Cysts  as  a Cause  of  Acute 
Abdominal  Symptoms  (Endometrial  Pelviperi- 
tonitis), Pratt,  J.  II.,  Higgins,  R.  S.,  and  Foust, 
G.  T.,  Jr.,  Am.  .1.  Obst.  & Gynec.,  63:90,  1952. 

It  is  being  recognized  more  and  more  that  endo- 
metriosis is  a process  which,  because  of  its  patho- 
logic features  and  its  various  localizations,  is  likely 
to  manifest  itself  in  the  most  diverse  clinical  fash- 
ions. In  many  instances  the  symptoms  are  vague 
or  the  disease  is  silent,  so  that  the  diagnosis  be- 
comes extremely  difficult  or  impossible  and  the 
true  nature  of  the  disease  is  recognized  only  at 
laparotomy.  If  the  perforation  is  minimal  or  is 
partially  obstructed  or  covered,  the  outflow  of  the 
contents  is  slow  and  the  effusion  is  blocked  by  plas- 
tic peritoneal  reaction  resulting  in  many  adhesions. 
If  the  perforation  is  larger  it  manifests  itself  clini- 
cally by  symptoms  of  an  acute  condition  of  the 
abdomen  necessitating  surgery.  This  condition  is 
called  “endometrial  pelviperitonitis.”  When  the 
perforation  is  wide  open,  the  symptoms  are  similar 
to  those  of  ruptured  ectopic  pregnancy,  or  ruptured 
follicle  or  corpus  luteum  cyst.  When  the  symptoms 


of  severe  pelvic  peritoneal  irritation  are  not  ap- 
parent and  some  localizing  signs  are  present,  one 
might  well  make  a diagnosis  of  acute  appendicitis 
or  torsion  of  an  ovarian  cyst.  In  a review  of  the 
literature  through  1945  reports  of  15  cases  of 
ruptured  endometrial  cysts  were  found.  While 
rupture  of  an  endometrial  cyst  causing  acute  ab- 
dominal symptoms  is  unusual,  it  is  not  rare;  10 
cases  are  reported  herein.  The  diagnosis  is  difficult 
to  make  preoperatively  but  the  presence  of  the 
condition  should  be  suspected  in  a patient  with  a 
low  abdominal  lesion  who  is  not  acutely  ill  and  who 
has  physical  signs  of  pelvic  peritoneal  irritation 
without  localization.  This  picture  plus  a past  his- 
tory of  increasing  dysmenorrhea  and  the  presence 
of  tender  nodules  in  the  cul-de-sac  or  on  the  utero- 
sacral  ligaments  is  at  least  suggestive  of  a rup- 
tured endometrioma.  The  treatment  is  exploration 
and  conservative  surgical  measures  in  young  pa- 
tients. The  question  of  radical  surgical  treatment 
in  older  patients  is  discussed  and  the  reasons  for 
bilateral  oophorectomy  are  mentioned.  (Abstracted 
by  Hamilton  V.  Gayden,  M.D.,  Nashville,  Tenn.) 
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CASE  REPORT 

Carcinoma  of  the  Stomach:  Survival  Nine 
Years  After  a Partial  Gastrectomy 
H.  H.  SHOULDERS,  M.D.,  F.A.C.S.,  and  G.  E. 
JOHNSON,  M.D.,  Nashville,  Tenn. 

We  applaud  the  courageous  efforts  that 
are  being  made  by  so  many  surgeons  to  find 
a more  effective  surgical  treatment  for  car- 
cinoma of  the  stomach.  It  is  not  our  pur- 
pose to  enter  the  debate  that  is  in  progress 
on  the  question  of  partial  versus  total  gas- 
trectomy for  this  fatal  disease. 

We  are  reporting  the  case  of  a patient 
who: — (1)  survived  the  operation  of  partial 
gastrectomy  for  cancer  of  the  stomach,  in 
spite  of  the  fact  that  he  was  a poor  surgical 
risk;  (2)  is  living  more  than  nine  years 
after  the  operation;  and  (3)  is  apparently 
cured.  He  is  comfortable,  well  nourished 
and  able  to  work  without  constant  medical 
attention  as  to  diet,  vitamins,  etc. 

As  yet,  we  share  the  opinion  of  those  who 
believe  that  the  decision  as  to  which  of  the 
two  procedures  (partial  or  total  gastrecto- 
my) is  preferable  should  not  rest  entirely 
and  alone  on  the  relative  number  of  “cures” 
achieved  by  each  in  the  hands  of  a few  mas- 
ter surgeons.  The  degree  of  comfort  and 
well-being  the  patient  is  to  enjoy  while  liv- 
ing is  also  to  be  considered  in  evaluating 
these  two  procedures.  Allen1  makes  the 
following  pertinent  observation  on  the  au- 
topsy findings  in  patients  who  had  been 
treated  for  carcinoma  of  the  stomach  by 
partial  gastrectomy  in  the  Massachusetts 
General  Hospital : “.  . . it  was  very  inter- 
esting to  us  to  find  that  when  the  patients 
did  die  of  recurrence  following  subtotal  re- 
section, with  removal  of  the  omentum,  with 
removal  of  a part  of  the  duodenum,  and 
sometimes  a fairly  adequate  glandular  dis- 
section in  the  region  of  the  left  gastric  ves- 
sels, they  did  not  develop  their  return  of 
disease  in  the  stomach  itself,  or  in  a region 
which  we  felt  might  have  been  removed  by 
a more  radical  original  procedure.” 

Case  Report 

Hospital  Record  No.  79736:  Tumor  Clinic  No. 
215.  J.  B.,  a Negro  man,  61  years  old,  was  admit- 
ted to  the  Nashville  General  Hospital  December  10, 
1942. 


Chief  Complaint.  Dyspepsia,  poor  appetite,  loss 
of  weight  and  constipation  of  several  weeks’  dura- 
tion. 

History.  He  had  been  treated  in  the  out-patient 
department  for  three  months  for  shortness  of 
breath,  edema  of  the  ankles,  loss  of  appetite,  dys- 
pepsia and  loss  of  weight.  Under  treatment  his 
shortness  of  breath  and  edema  of  the  ankles  had 
improved.  The  dyspepsia  and  loss  of  appetite  had 
not  improved.  The  persistence  of  these  symptoms 
led  to  his  admission  to  the  hospital  for  a more 
complete  study. 

Past  History.  He  was  treated  in  another  hospi- 
tal for  peptic  ulcer  six  years  before  this  admission. 
He  had  been  treated  for  syphilis  in  1928;  treatment 
was  adequate  according  to  the  reports  received. 

Physical  Findings.  The  patient  was  a well- 
developed  but  emaciated  colored  man  who  appeared 
to  be  chronically  ill.  The  skin  was  dry,  loose  and 
scaly.  No  physical  evidence  of  congestive  heart 
failure  was  noted.  There  was  some  tenderness  in 
the  epigastrium;  a questionable  mass  was  felt  in 
the  same  region.  There  were  no  other  physical 
findings  worthy  of  notice. 

Laboratory  Findings.  The  blood  showed  R.B.C., 
3,550,000;  W.B.C.,  9,200;  Hgb.,  10  grams.  The 
Kline  was  negative,  N.P.N.  31  and  blood  sugar, 
83  mg.  per  cent.  The  urinary  findings  were:  albu- 
min a trace,  sugar  negative  and  microscopically  an 
occasional  W.B.C. 


Gastric  Analysis 
Fasting 
Alcohol 
Histamine 


Total  Acidity 

Free  H.  C.  L. 

7.0° 

None 

7.5° 

None 

o 

o 

None 

The  spinal  fluid  findings  were  a sugar  of  35' 
mgm.%;  negative  Wassermann,  a protein  of  45 
mgm.%,  negative  globulin  and  a flat  mastric  curve. 

X-Ray  Findings.  The  chest  was  essentially  nor- 
mal. The  G.  I.  series  was  reported  as  follows: 
“The  stomach  is  normal  in  size,  shape  and  posi- 
tion. There  is  deformity  at  the  pyloric  end  of  the 
stomach,  probably  due  to  a new  growth.  At  the 
end  of  5 hours  there  is  about  one-third  retention 
in  the  stomach.”  (Fig.  1.) 

He  was  transferred  to  the  Surgical  Service  on 
December  27,  1942,  and  an  exploratory  laparotomy 
was  performed  for  possible  carcinoma  of  the  stom- 
ach on  the  following  day. 

Operative  Findings.  A mass  about  the  size  of 
a small  lemon  was  found  at  the  pyloric  end  of 
the  stomach  and  hard  lymph  nodes  were  felt  in  the 
gastrohepatic  omentum  near  the  pylorus.  No  nod- 
ules were  felt  in  the  liver.  The  stomach  was  freely 
movable. 

Operation.  A partial  gastrectomy  was  per- 
formed. A portion  of  the  duodenum  (as  low  as 
possible),  a large  portion  of  the  stomach,  the  entire 
lesser  curvature  and  the  gastrohepatic  omentum 
were  removed.  The  use  of  the  machine  stitch 
devised  by  one  of  us  (H.  H.  S.2)  was  employed  to 
accomplish  an  effective  closure  of  the  short  duo- 
denal stump  and  the  partial  closure  of  the  end  of 
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the  stomach.  A gastrojejunostomy  was  done  in 
front  of  the  colon. 


FIG.  1.  First  diagnostic  film  showing  deformity  at 
the  pylorus  in  December,  1942. 


Pathologic  Report.  “Gross  Pathology:  Specimen 
consists  of  the  lower  three-fourths  of  the  stomach 
including  duodenal  ring  and  a portion  of  duodenum. 
Mucosa  generally  is  moderately  hyperemic.  Rugae 
appear  normal  in  the  cardiac  portion.  There  is  an 
area  of  thickening  and  induration  along  almost  the 
entire  lesser  curvature,  narrow  toward  cardiac  end, 
but  broadening  to  4.5  cm.  in  width  at  pyloric  end. 
On  section  the  mucosa  of  the  involved  area  is  some- 
what thickened  and  appears  grayish-yellow  in  color. 
This  abnormal  tissue  involves  the  smooth  muscle 
but  does  not  appear  to  extend  to  the  serosa.  Serosa 
externally  does  not  appear  remarkable. 

“Microscopic  Pathology:  Sections  from  the  in- 
durated area  show  the  mucous  glands  to  be  quite 
variable  in  size  and  shape  and  composed  of  deeply 
staining  epitheleal  cells  which  are  quite  variable  in 
size.  These  malignant  glands  are  invading  the 
superficial  portion  of  the  muscle.  All  of  the  layers 
of  the  stomach  are  heavily  infiltrated  by  plasma 
cells. 

“Diagnosis:  Adenocarcinoma  of  Stomach. 

“Remarks:  Judging  from  the  gross  and  histolog- 
ical findings,  this  seems  to  be  an  early  case  of  car- 
cinoma of  the  stomach.”  (Fig.  2.) 

Foltoiv  Up.  This  patient  was  referred  to  the 
Middle  Tennessee  Tumor  Clinic  January  17,  1943, 
for  follow  up.  He  has  been  observed  in  the  Tumor 
Clinic  at  intervals  since  that  time.  He  has  gained 
weight,  has  been  back  at  work  and  has  remained 


FIG.  2.  Shows  the  microscopic  section  (xl80). 


comfortable  and  well  since.  X-ray  studies  have 
been  made  repeatedly.  There  has  been  no  evidence 
of  recurrence  in  the  remainder  of  the  stomach  nor 
of  metastasis.  (Fig.  3.) 


FIG.  3.  X-ray  examination  of  May  1,  1951,  show- 
ing no  evidence  of  recurrence  in  the  stomach. 
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His  last  visit  to  the  Tumor  Clinic  was  on  Febru- 
ary 5,  1952.  He  reported  that  he  was  at  work, 
feeling  well  and  had  no  abdominal  discomfort.  No 
evidence  of  recurrence  of  his  disease  was  found  by 
the  examiners.  He  is  cured  according  to  all  the 
criteria  of  cure  in  vogue  at  the  present  time. 

Comment 

This  patient  had  gastric  symptoms,  loss 
of  appetite,  dyspepsia  and  weakness  for 
three  months  prior  to  his  admission  to  the 
hospital.  Symptoms  referable  to  the  cardio- 
vascular system  overshadowed  the  abdomi- 
nal symptoms  for  the  three  months.  It  was 
the  persistence  of  these  latter  complaints 
that  led  to  his  admission  to  the  hospital  for 
a complete  study. 

This  history  points  up  the  fact  which  has 
been  emphasized  by  so  many  surgeons  that, 
— loss  of  appetite,  loss  of  weight  and  some 
discomfort  in  the  abdomen  in  a person  above 
forty  years  of  age,  who  has  been  free  of 
stomach  symptoms,  should  create  a strong 
suspicion  that  cancer  of  the  stomach  is 
present.  Ogilvie:i  makes  the  observation 
that  the  following  inscription  should  be  up 
in  neon  lights  in  every  restaurant  in  Amer- 


ica, “Indigestion  does  not  start  after  40  in  a 
man  who  has  been  able  to  eat  anything  until 
then.” 

Summary 

1.  A case  of  carcinoma  of  the  stomach  is 
reported.  The  patient  is  living  and  well 
nine  years  after  a partial  gastrectomy. 

2.  The  final  decision  as  to  whether  total 
gastrectomy  is  to  supplant  the  operation  of 
partial  gastrectomy  in  many  cases  of  carci- 
noma of  the  stomach  will  be  determined 
finally  on  the  basis  of  the  consideration  of : 

(a)  the  rate  of  cure  in  each  together  with 

(b)  the  degree  of  comfort  and  well-being 
achieved  for  the  patient  after  operation. 
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The  Care  of  Hand  Injuries — Surface  Injuries. 

Committee  on  Fractures  and  Other  Traumas, 

American  College  of  Surgeons. 

First  aid  of  wounds  of  the  hand  should  give 
protection  against  further  injury  or  contamination. 
This  can  best  be  accomplished  by  the  application 
of  a sterile  protective  dressing  with  splinting  in  the 
position  of  “grasp.”  All  efforts  at  further  treat- 
ment should  be  postponed  until  adequate  operating 
room  facilities  are  available. 

Early  definitive  care  should  include  adequate 
cleansing,  removal  of  all  devitalized  tissue,  com- 
plete hemostasis,  surgical  repair  where  required, 
and  the  application  of  a protective  dressing  in  the 
optimal  position,  followed  by  rest,  elevation  of  the 
hand,  and  early  directed  active  motion. 

Burns,  abrasions,  and  avulsions  may  cause  de- 
struction of  an  area  of  the  skin  covering  of  the 
hand.  The  treatment  of  such  injuries  should  afford 
(1)  protection  against  infection,  (2)  early  restora- 
tion of  skin  covering,  and  (3)  protection  against 
disabling  scars  or  contractures.  Definitive  treat- 
ment should  be  accomplished  with  the  utmost  gen- 


tleness. Irrigation  and  cleansing  of  the  skin  with 
saline  and  a neutral  soap,  removal  of  loose  tabs 
and  fragments  of  skin  (do  not  open  blisters),  appli- 
cation of  fine-mesh  vaseline  gauze  and  a bulky 
dressing  of  mechanics  waste  covered  with  an  elastic 
knit  bandage  is  the  treatment  of  choice.  The  hand 
should  be  splinted  with  this  dressing  in  place.  Care 
should  be  taken  that  the  fingers  are  separated  in 
the  dressing  to  avoid  webbing  by  scar. 

The  initial  dressing  should  be  left  in  place  for 
twelve  to  foui’teen  days  unless  there  is  evidence  of 
active  infection.  All  dressings  should  be  done 
under  completely  aseptic  conditions.  Granulating 
ai'eas  from  which  the  slough  has  separated  should 
be  covered  with  split  thickness  grafts.  Dressings 
should  be  repeated  every  seven  days  until  epitheli- 
alization  is  complete.  Early  grafting  is  the  best 
assurance  against  infection,  scarring,  and  contrac- 
tures. As  soon  as  epithelialization  is  complete, 
directed  active  use  and  exercise  of  the  hand  should 
be  started  and  appropriate  occupational  therapy 
prescribed.  (Abstracted  by  Benjamin  F.  Byrd,  Jr., 
M.D.,  Nashville.) 
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PREFERRED  PROCEDURES 


Precordial  pain — probably  no  other  pain  causes  so  much  anxiety  or 
is  more  commonly  misinterpreted.  Minor  ST  segment  or  T wave 
changes  may  be  found  in  the  EKG,  compatible  with  age,  permissable 
of  a casual  game  of  golf,  if  the  history  reveals  that  the  pain  is  non- 
cardiac in  origin,  say  due  to  spinal  arthritis  or  other  cause.  The  his- 
tory almost  always  is  the  sole  means  of  evaluating  precordial  pain  and 
the  objective  findings  in  a given  case. 

DIAGNOSTIC  PROCEDURES  IN  PRECOTDIAL  PAIN 


E.  WHITE  PATTON,  M.D.,  Chattanooga,  Tenn. 

Precordial  pain  may  be  the  manifestation 
of  many  functional  and  pathological  condi- 
tions and  the  diagnostic  procedures  which 
may  be  employed  in  the  differential  diagno- 
sis of  precordial  pain  are  numerous.  It  is 
beyond  the  scope  of  this  paper  to  consider 
all  causes  of  precordial  pain  or  all  the  meth- 
ods of  their  differentiation.  Instead  discus- 
sion will  be  limited  to  some  of  the  more 
common  conditions  and  the  application  of 
the  usual  diagnostic  procedures  in  their  dif- 
ferentiation. 

The  most  important  methods  of  differen- 
tiation employed  in  the  analysis  of  precor- 
dial pain  are  careful  history  and  physical 
examination,  electrocardiography,  and  fluor- 
oscopic and  radiographic  studies.  In  spite 
of  the  objective  importance  of  the  latter,  it 
is  impossible  to  overestimate  the  value  of  a 
careful  history  in  the  evaluation  of  precor- 
dial pain.  Every  feature  of  the  pain  as  it 
occurs  in  a particular  patient — its  location, 
character,  its  relation  to  bodily  function,  its 
duration  and  transmission,  etc.— is  of  para- 
mount importance  in  diagnosing  the  cause. 
Careful  analysis  of  the  history  will  fre- 
quently yield  the  correct  diagnosis  and  at 
all  times  will  simplify  the  choice  of  neces- 
sary additional  procedures.  Too  much  re- 
liance on  objective  methods  with  inadequate 
evaluation  of  the  history  may  be  particu- 
larly hazardous  where  one  encounters  the 
patient  who  has  two  different  conditions 
causing  precordial  pain.  For  example,  an 
elderly  male  may  have  coexisting  hyper- 
trophic arthritis  of  the  spine  and  angina 
pectoris.  Radiographic  studies  reveal  the 


obvious  spinal  changes  whereas  an  electro- 
cardiogram may  show  no  frank  abnormal- 
ity. Hence  treatment  is  directed  at  one 
cause  of  precordial  pain  while  the  much 
more  important  cause  is  overlooked.  Such 
a situation  may  be  avoided  by  careful  analy- 
sis of  the  history.  Thereby  one  would  ob- 
tain the  typical  story  of  spinal  arthritis 
with  the  relation  of  its  pain  to  motion  and 
position  but,  more  importantly,  the  charac- 
teristic precordial  pain  on  exertion  result- 
ing from  angina. 

In  a discussion  of  specific  causes  of  pre- 
cordial pain,  first  consideration  should  be 
given  pain  resulting  from  disturbances  in 
the  adequacy  of  blood  supply  to  the  myocar- 
dium. If  relative,  transient,  and  not  neces- 
sarily associated  with  muscle  damage — an- 
gina pectoris.  If  absolute  and  permanent — 
coronary  thrombosis  with  myocardial  in- 
farct:on.  The  latter  is  much  more  easily 
disposed  of  than  the  former. 

Since  the  classic  description  of  coronary 
thrombosis  by  Herrick  in  1912,  a wealth  of 
clinical  information  has  accumulated  which 
delineates  reasonably  clearly  the  clinical 
picture  of  myocardial  infarction.  The  sud- 
den onset  of  sustained,  crushing  precordial 
pain  not  necessarily  associated  with  exer- 
tion, the  signs  of  shock  usually  following, 
the  friction  rub,  the  typical  electrocardio- 
graphic changes  in  initial  or  serial  electro- 
cardiograms, and  the  subsequent  indications 
of  tissue  necrosis  as  evidenced  by  fever, 
leukocytosis  and  elevation  of  the  sedimen- 
tation rate  characterize  the  picture  of  coro- 
nary thrombosis.  In  spite  of  the  fact  that 
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mistakes  in  the  diagnosis  of  coronary 
thrombosis  naturally  are  made — now  prob- 
ably more  frequently  in  falsely  diagnosing 
the  condition  than  in  overlooking  it — it  still 
offers  a fairly  dramatic  and  definite  picture. 
One  confusing  condition  which  deserves 
mention  at  this  point  is  a dissecting  aneu- 
rysm of  the  aorta.  The  distinction  between 
the  two  conditions  becomes  extremely  im- 
portant since  the  introduction  of  anticoagu- 
lants in  the  treatment  of  coronary  thrombo- 
sis. Obviously  the  administration  of  anti- 
coagulants in  the  presence  of  a dissecting 
aneurysm  would  be  a disastrous  mistake. 
The  differentiation  between  the  two  condi- 
tions may  be  extremely  difficult,  but  if  dis- 
secting aneurysm  is  considered  it  usually 
may  be  recognized  by  the  more  severe  and 
protracted  type  of  pain,  less  responsiveness 
to  the  administration  of  opiates,  and  most 
characteristically  by  inequalities  or  absence 
of  the  peripheral  pulsations. 

Angina  pectoris  is  by  far  the  most  impor- 
tant condition  to  be  considered  in  the  eval- 
uation of  precordial  pain.  It  is  the  one 
condition  most  easily  confused  with  other 
causes  and  yet  is  the  only  one  of  these  that 
is  a mortal  threat  to  the  patient’s  life.  Tra- 
ditionally much  consideration  has  been  giv- 
en to  the  location,  character,  transmission 
and  severity  of  anginal  pain.  While  angina 
is  characteristically  an  oppressive  precor- 
dial pain  of  moderate  severity  with  radia- 
tion to  the  neck,  left  shoulder  or  down  the 
left  arm,  these  features  are  of  secondary 
importance.  By  far  the  most  important 
feature  of  anginal  pain  is  its  relation  to 
activity  and  its  response  to  rest  and  to 
nitroglycerin.  Another  important  charac- 
teristic of  anginal  pain  is  its  duration. 
Careful  analyses  of  anginal  pain  have  indi- 
cated that  the  great  majority  have  a dura- 
tion of  more  than  one  minute  and  less  than 
thirty  minutes.  This  is  an  extremely  help- 
ful point  in  differentiating  it  from  many 
of  the  other  causes  of  precordial  pain. 
While  angina  typically  is  precipitated  by 
muscular  activity  it  must  be  remembered 
that  a small  but  definite  number  of  patients 
with  angina  pectoris  may  suffer  a typical 
attack  after  assuming  the  recumbent  posi- 
tion. The  mechanism  of  this  is  not  clear. 


Consequently  a diagnosis  of  otherwise  typi- 
cal angina  must  not  be  discarded  merely 
because  of  the  occurrence  of  pain  after  as- 
suming the  recumbent  position.  Secondary 
to  the  importance  of  the  history  in  the  diag- 
nosis of  angina  is  electrocardiography. 
Resting  electrocardiograms  may  or  may 
not  show  any  abnormality  in  angina  pec- 
toris. When  present,  the  changes  usually 
involve  minor  alterations  of  the  ST  seg- 
ments and  the  T waves.  However,  many 
of  those  who  show  normal  resting  electro- 
cardiograms will  show  typical  ST  segment 
shifts  or  T wave  alterations  on  standard 
exercise  tests.  These  are  most  notable  on 
the  lateral  precordial  leads.  While  exercise 
tests  in  the  face  of  potential  coronary  dis- 
ease have  been  the  subject  of  much  criti- 
cism, it  is  generally  felt  that  such  tests  are 
reasonably  safe  if  carefully  observed  and  if 
exercise  is  stopped  immediately  on  the  ap- 
pearance of  pain. 

Spinal  arthritis  with  nerve  root  irritation 

is  a fairly  common  cause  of  precordial  pain. 
Here  too  the  history  is  helpful  in  that  the 
pain  is  primarily  related  to  movement  rath- 
er than  exertion,  is  frequently  most  trouble- 
some while  at  rest  at  night  or  on  first  mov- 
ing after  a considerable  length  of  time  in 
one  position — for  example,  after  sitting  in 
church  for  an  hour — and  often  striking  re- 
lief is  afforded  by  salicylates.  Obviously 
spinal  arthritis  per  se  causes  no  electrocar- 
diographic abnormalities.  Radiographic 
studies  of  the  spine  confirm  the  presence  of 
spondylitis  and  offer  a positive  diagnosis. 

A frequent  cause  of  precordial  pain  are 
functional  or  organic  disorders  of  the  upper 
gastrointestinal  tract.  Most  common  among 
these  is  esophagospasm  and  hiatal  hernia- 
tion. 

Esopliagospasm  may  cause  pain  entirely 
similar  to  angina  in  its  location,  severity 
and  radiation.  However,  it  rarely  beai*s 
relation  to  muscular  activity  and  frequently 
follows  or  is  precipitated  by  alcoholic  bev- 
erages, highly  seasoned  food  and  similar 
dietary  indiscretions.  The  presence  of  any 
degree  of  dysphagia  is  a strong  indicator  of 
esophagospasm.  Objective  methods  of  diag- 
nosis of  esophagospasm  are  essentially  lim- 
ited to  fluoroscopic  and  radiographic  visual- 
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ization  of  the  esophagus  after  a barium 
drink.  Frequently  no  clear  demonstration 
of  the  spasm  may  be  found.  It  is  well  to 
point  out  that  often  spasm  may  be  demon- 
strated at  the  time  of  pain  and  disappear 
coincident  with  the  cessation  of  pain.  The 
therapeutic  efficiency  of  atropine  and  simi- 
lar antispasmodics  in  this  condition  is  an 
additional  help  in  diagnosis.  Nitroglycerin 
may  be  beneficial  but  usually  never  as  dra- 
matically and  rapidly  as  in  angina  pectoris. 

Similarly  diaphragmatic  hiatal  hernias 
may  produce  precordial  pain  highly  sugges- 
tive of  angina.  But  again  the  relationship 
to  activity  is  not  so  consistent  and  the  dura- 
tion is  usually  more  prolonged.  Moreover, 
pain  from  this  source  frequently  follows  a 
large  meal  and  may  be  relieved  by  belching. 
Characteristically  the  pain  is  quite  pro- 
nounced in  the  recumbent  position,  particu- 
larly if  closely  following  a meal  and  may  be 
relieved  by  arising  and  “walking  it  off.” 
Again  fluoroscopic  and  radiographic  meth- 
ods are  of  primary  importance  in  this  diag- 
nosis. Examination  should  always  include 
a study  in  the  “head  down  position”  since 
frequently  small  herniations  may  be  over- 
looked if  the  examination  is  done  only  in  the 
upright  position.  And  it  is  important  to 
point  out  that  small  hiatal  herniations  are 
more  frequently  the  cause  of  precordial  pain 
than  are  large  herniations.  A normal  elec- 
trocardiogram lends  further  support  to  the 
diagnosis. 

Pericarditis  as  a cause  of  precordial  pain 
is  assuming  a greater  importance  in  view 
of  the  increasing  frequency  of  acute  peri- 
carditis, usually  following  a respiratory  in- 
fection, which  is  considered  viral  in  origin. 
Pain  from  this  cause  is  more  likely  to  be 


confused  with  coronary  thrombosis  than 
with  angina  pectoris.  In  contrast  to  coro- 
nary thrombosis  it  is  more  frequent  in  the 
younger  age  groups  and  the  pain  is  more 
fleeting  and  stab-like.  Frequently  it  is  ac- 
centuated by  respiration  and  by  swallowing. 
Electrocardiographic  changes,  fever,  and 
leukocytosis  may  occur  in  a manner  very 
similar  to  myocardial  infarction — though 
usually  much  earlier  in  the  course  of  the 
disease  in  the  case  of  pericarditis. 

Attention  should  be  called  to  spontaneous 
mediastinal  emphysema  as  a cause  of  pre- 
cordial pain  which  may  be  extremely  diffi- 
cult to  differentiate  from  coronary  throm- 
bosis. Characteristically  it  occurs  in  young 
men,  has  a sudden  onset  and  often  all  the 
features  of  a myocardial  infarction — in- 
cluding suggestive  electrocardiographic 
changes.  Its  differentiation  lies  in  the  rec- 
ognition of  the  typical  “crunching,  tissue 
paper-like”  adventitious  sound  caused  by 
free  air  in  the  mediastinum  and  by  the  ra- 
diographic demonstration  of  this  free  air. 

Certain  of  the  more  common  causes  of 
precordial  pain  have  been  discussed  as  to 
their  diagnostic  characteristics.  It  should 
be  emphasized  again  that  the  primary  ob- 
ject in  the  differential  diagnosis  of  precor- 
dial pain  is  the  differentiation  of  angina 
pectoris  or  coronary  thrombosis  from  non- 
cardiac causes.  The  importance  of  this  is 
obvious  when  one  considers  the  ominous 
label  that  a diagnosis  of  coronary  heart  dis- 
ease places  on  the  patient.  Finally,  the 
paramount  value  of  a careful  history  in  the 
evaluation  of  precordial  pain  is  emphasized. 
It  is  by  far  the  most  important  single  diag- 
nostic tool  in  the  differentiation  of  causes  of 
precordial  pain. 
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The  John  Gaston  Hospital* 

History.  M.F.B.,  colored  female  age  27,  began 
having  eye  complaints  shortly  following  the  birth 
of  her  third  child  in  December,  1949,  and  was  ad- 
mitted on  the  eye  service  of  this  hospital  in  April, 
1951.  At  that  time  her  complaints  were  pain  in 
both  eyes  and  the  development  of  noticeable  opaci- 
ties and  dim  vision  in  the  left  eye.  Past  history 
revealed  that  she  had  carried  three  pregnancies  to 
term  without  complications,  had  no  important  ill- 
nesses prior  to  the  present  one  and  denied  venereal 
disease.  Systems  review  revealed  that  her  weight 
was  constant  and  appetite  good,  no  known  fever, 
and  a cough  of  three  weeks’  duration. 

Eye  examination  revealed  the  following  bilateral 
abnormalities:  moderate  conjunctival  congestion, 
corneal  opacities,  mutton-fat  keratic  precipitates, 
atrophy  of  the  iris,  ciliary  congestion,  posterior 
synechiae  and  obscured  fundi.  The  left  lens  could 
not  been  seen;  the  right  lens  was  clear. 

General  physical  examination  revealed  the  fol- 
lowing positive  and  negative  findings : tempera- 
ture 99.2,  poor  teeth,  no  remarkable  lymph  nodes, 
lungs  clear  to  auscultation,  no  abdominal  organs  or 
masses  palpable,  joints  normal  and  skin  clear. 

Laboratory  work  done  in  the  clinic  and  in  the 
hospital  included  the  following:  negative  blood 

tests  for  syphilis,  sedimentation  rate  maximum 
fall  per  minute  corrected  1.2  mm.,  hematocrit  45 
and  buffy  coat  1.2,  negative  urinalysis.  Routine 
agglutinations  were  negative;  total  serum  protein 
8.5  Gm.  with  albumin  being  5.2  and  globulin  3.3. 
First  and  second  strengths  PPD  tests  were  nega- 
tive. Seventy  mm.  chest  X-ray  revealed  hilar 
adenopathy;  X-rays  of  the  hands  were  negative. 

Treatment  with  streptomycin,  PAS  (para-amino- 
salicylic acid)  and  sterile  milk  injections  were 
given.  Old  tubeculin  was  injected  intradermally 
at  intervals  of  three  days  and  a 1 + reaction  was 
observed  on  the  fifth  injection  which  was  0.2  cc. 
of  a 1 : 1 million  concentration.  She  was  discharged 
after  32  hospital  days.  In  the  Clinic,  treatment 
was  continued  with  old  tuberculin  and  in  Septem- 
ber local  cortisone  therapy  was  used.  For  a time 
there  appeared  to  be  some  improvement  but  an 
exacerbation  occurred  in  November  and  patient 
was  re-admitted  to  the  hospital. 

X-ray  of  the  chest  at  this  time  showed  left  hilar 
adenopathy  and  minimal  infiltration  into  the  base 
of  the  left  upper  lobe.  Hematocrit  was  38  and 
buffy  coat  1 mm.  The  differential  count  showed 
lymphocytes  41%  and  polys  58%  (segmented).  To- 
tal protein  was  7.4  Gm.  with  albumin  of  4.0  and 
globulin  3.4.  General  physical  examination  at  this 


*From  the  Divisions  of  Medicine  and  of  Pathol- 
ogy and  Bacteriology,  University  of  Tennessee  Col- 
lege of  Medicine,  Memphis. 


time  was  essentially  unchanged.  Eye  examination 
again  revealed  interstitial  keratitis,  uveitis  and 
secondary  glaucoma. 

Intravenous  typhoid  injections  were  given  with 
no  significant  febrile  response.  Pupils  at  this  time 
would  not  dilate  with  atropine.  On  the  fifth  day 
after  admission,  a subconjunctival  injection  of 
adrenalin,  cocaine  4%  and  atropine  was  given. 
About  15  minutes  after  this  injection  the  patient 
became  very  restless,  began  coughing  and  went  into 
shock.  Pulmonary  edema  developed.  Measures  to 
combat  the  shock  were  unsuccessful  and  the  patient 
expired  about  three  hours  later. 

UR.  B.  R.  GENDEL:  The  important 
manifestations  in  this  27-year-old  colored 
female  were  the  ocular  disease  and  the  en- 
larged mediastinal  lymph  nodes.  The  pa- 
tient died  under  unfortunate  circumstances. 
In  this  discussion  I will  consider  first,  the 
cause  of  death  and  second,  the  nature  of  the 
underlying  disease. 

The  patient  was  admitted  to  the  hospital 
in  good  condition  and  was  given  an  injec- 
tion of  a solution  of  4 per  cent  cocaine.  This 
form  of  treatment  is  usually  reserved  for 
those  cases  of  eye  disease  with  synechiae 
which  fail  to  have  pupillary  dilatation  un- 
der the  usual  measures.  The  patient  died 
promptly  following  the  injection.  Cocaine 
produces  a direct  toxic  reaction  upon  the 
myocardium  and  stimulates  the  central 
nervous  system.  This  stimulation  of  the 
central  nervous  system  is  the  basis  for  the 
addiction  because  of  its  cerebral  “lift.”  The 
drug  is  also  a sympathomimetic  and  is  there- 
fore used  to  dilate  the  pupil.  In  some  indi- 
viduals there  is  hypersensitivity  to  the  drug 
and  the  small  amount  which  is  usually  in- 
jected in  such  instances  as  this  may  be  the 
cause  of  death  probably  as  a result  of  the 
toxic  effect  on  the  myocardium. 

Considering  the  basic  illness, — the  eye 
complaints  began  following  a full  term 
pregnancy  in  December,  1949.  It  may  be 
possible  to  conjure  up  some  idea  of  increased 
corticosteroids  during  pregnancy  with  a 
sudden  drop  post-partum  due  to  temporary 
adrenocortical  insufficiency  and  the  advent 
of  the  disease  through  “lowered  resistance,” 
but  this  is  more  or  less  in  the  category  of 
mental  gymnastics  and  it  is  unnecessary  for 
us  to  proceed  further  in  this  direction.  The 
patient  had  some  conjunctival  congestion, 
corneal  opacities  and  mutton-fat  corneal 
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precipitates.  The  latter  occur  in  tubercu- 
losis, sarcoidosis,  brucellosis  and  psittaco- 
sis. Some  observers  think  they  can  distin- 
guish the  mutton-fat  precipitates  caused  by 
the  first  two  disease  processes,  while  others 
are  unable  to  do  so.  The  posterior  synech- 
iae  indicate  that  this  was  a chronic  condi- 
tion. The  fundi  were  obscured  due  to 
changes  in  the  media. 

The  peripheral  lymph  nodes  were  not  en- 
larged. Frequently  we  depend  on  the  biop- 
sy of  enlarged  peripheral  lymph  nodes  in 
Boeck’s  sarcoid  as  a means  of  establishing 
or  confirming  our  suspected  clinical  diagno- 
sis. This  was  not  available  in  this  case. 
The  skin  was  also  clear  as  it  often  is  in  sar- 
coidosis. Routine  serologic  agglutinations 
were  negative  and  this  helps  to  rule  out 
brucellosis.  It  also  helps  to  rule  out  tulare- 
mia, which  might  explain  the  enlargement 
of  the  mediastinal  lymph  nodes  observed  on 
the  chest  roentgenograms.  The  total  serum 
proteins  were  8.5  Gms.,  but  the  albumin 
was  elevated  to  5.2  Gms.,  and  the  globulin 
was  essentially  normal.  This  is  rather  pe- 
culiar, for  in  our  experiences  with  sarcoid- 
osis the  globulin  is  frequently  elevated  but 
the  albumin  is  never  increased  to  this  de- 
gree. However,  in  a review  of  many  cases 
of  sarcoidosis  reported  in  the  literature,  I 
did  encounter  one  case  of  sarcoidosis  in 
which  the  albumin  was  elevated. 

The  tuberculin  test  was  negative.  In 
tuberculosis  the  tuberculin  test  is  negative 
only  in  a moribund  patient  or  the  patient 
with  intercurrent  infection  such  as  meas- 
les. This  patient  was  not  in  extremis  (prior 
to  injection  of  cocaine),  hence  a negative 
tuberculin  probably  indicates  that  tubercu- 
losis was  not  present.  Apparently  the  pa- 
tient did  receive  some  streptomycin  in  the 
belief  that  the  disease  might  be  tuberculosis 
or  perhaps  in  the  belief  that  sarcoidosis  has 
a similar  if  not  identical  etiology.  At  this 
point  I believe  it  would  be  well  to  ask  Dr. 
Carroll  to  interpret  the  roentgenographic 
findings. 

DR.  DAVID  CARROLL:  On  the  X-ray 
films  it  is  noted  that  the  heart  is  not  en- 
larged, the  right  lung  shows  no  important 
changes  but  the  left  hilar  nodes  are  much 
enlarged.  (Fig.  1.)  If  this  were  sarcoid- 


FlG.  1.  The  X-ray  of  the  chest  taken  on  last  ad- 
mission to  hospital  shows  prominence  of  lymph 
nodes  in  left  hilar  area.  The  left  main-stem  bron- 
chus and  its  upper  and  lower  lobe  branches  can  be 
seen  within  the  hilar  mass. 

osis,  one  should  also  expect  to  see  nodes 
enlarged  on  the  right  side  as  well.  The 
changes  in  the  left  upper  lobe  apparently 
are  not  infiltration  but  are  interpreted 
rather  as  a streaking  of  atelectasis.  Dr. 
Gendel  has  mentioned  sarcoidosis  as  a pos- 
sibility. Characteristically,  sarcoidosis 
shows  on  X-rays  of  the  chest,  bilateral  hilar 
adenopathy  and  mediastinal  node  enlarge- 
ment. The  right  peritracheal  nodes  are  also 
involved  and  tiny  miliary  nodules  similar  to 
those  in  miliary  tuberculosis  are  scattered 
throughout  the  lung  fields.  Since  only  the 
left  hilar  nodes  are  enlarged  in  this  particu- 
lar case,  the  findings  are  not  too  character- 
istic of  the  classic  picture  of  Boeck’s  sar- 
coid. It  is,  nevertheless,  compatible  with 
that  disease.  As  for  the  X-rays  of  the 
hands,  we  find  no  changes  in  this  case,  but 
we  should  remember  that  only  about  10  per 
cent  of  Boeck’s  sarcoidosis  cases  show  any 
alterations  in  the  metaphalanges.  The  final 
X-ray  taken  during  the  terminal  course  of 
the  patient  after  the  injection  of  the  cocaine 
shows  considerable  pulmonary  edema. 

DR.  GENDEL:  We  should  now  proceed 
to  consider  the  differential  diagnosis  from 
two  points  of  view,  the  eye  changes  and  the 
enlarged  mediastinal  lymph  nodes. 
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Eye 

1.  Tuberculosis 

2.  Boeck’s  sarcoid 

3.  Uveitis,  non-specific 

4.  Brucellosis,  etc. 

Mediastinal  Nodes 

1.  Tuberculosis 

2.  Boeck’s  sarcoid 

3.  Hodgkin’s  disease 

4.  Other  mediastinal  tumors 

Certainly  the  changes  in  the  eye  are  fairly 
characteristic  of  tuberculosis  and  of  Boeck’s 
sarcoid.  While  it  is  possible  that  the  patient 
had  a non-specific  uveitis  unrelated  to  the 
chest  condition,  this  does  not  appear  likely. 
The  mediastinal  node  enlargement  is  not  of 
the  classic  sarcoid  hilar-nodular  type  with 
a clear  zone  between  the  enlarged  nodes  and 
the  cardiac  border.  There  appears  to  be 
primarily  a unilateral  adenopathy  and  we 
might  consider  Hodgkin’s  disease  as  a pos- 
sibility, although  I have  never  seen  a uve- 
itis with  it,  and  I therefore  doubt  that  the 
disease  process  here  is  due  to  Hodgkin’s 
disease.  There  is  very  little  to  suggest  that 
a mediastinal  aneurysm  is  present.  The 
combination  of  changes  in  the  eye  and  en- 
larged mediastinal  nodes  is  most  suggestive 
of  sarcoidosis ; other  factors  also  favor  this 
diagnosis.  First,  this  patient  is  colored,  and 
in  our  group  of  30  patients,  85  per  cent 
have  been  colored.  In  a series  reported 
from  the  army,  the  disease  was  22  times  as 
frequent  in  the  colored  as  in  white  individ- 
uals. The  sex  incidence  is  of  no  importance. 
Ninety  per  cent  of  the  patients  have  enlarge- 
ment of  the  peripheral  nodes  and  it  is  prob- 
able that,  at  some  time,  all  cases  of  sarcoid- 
osis do  have  peripheral  lymphadenopathy. 
In  this  particular  case  there  were  no  en- 
larged peripheral  nodes  and  consequently 
this  was  of  little  help  in  establishing  the 
diagnosis.  In  addition,  skin  lesions  were 
not  present  in  this  case,  but  that  also  does 
not  exclude  sarcoidosis.  About  40  per  cent 
of  our  series  had  skin  lesions  and  the  re- 
ported incidence  varies  from  10  to  40  per 
cent  in  other  series.  The  changes  in  the  eye 
occur  in  20-40  per  cent  of  the  reported 
cases,  while  in  our  series  of  30  patients 
about  one-third  had  ocular  changes  at  some 


time.  Bone  changes  occurred  in  only  7 per 
cent  of  our  cases  (in  two  of  30  cases)  ; our 
cases  had  repeated  X-rays  over  a period  of 
years.  It  should  be  noted  that  the  lesions 
are  usually  in  the  bones  of  the  hands  and 
feet  but  may  rarely  occur  in  the  other  bones 
of  the  body. 

The  inability  to  establish  a histologic 
diagnosis  of  sarcoidosis  because  of  the  fail- 
ure to  find  peripheral  lymph  node  enlarge- 
ment or  the  absence  of  skin  lesions  occurs 
not  infrequently  just  as  in  this  case.  Thus, 
it  would  be  of  some  value  to  discuss  some 
of  the  possibilities  which  are  offered  in 
order  to  establish  the  diagnosis.  Some 
attempt  to  confirm  the  suspected  clinical 
diagnosis  by  tonsillectomy,  and  histologic 
examination  of  the  removed  tonsils.  In  the 
Scandinavian  literature  this  is  reported  to 
have  given  a high  percentage  of  positive 
results.  In  most  of  our  cases  a tonsillecto- 
my had  already  been  performed  many  years 
before.  We  were  able  to  utilize  this  pro- 
cedure in  only  one  case,  but  failed  to  find 
anything  of  importance  histologically.  An- 
other procedure  in  which  the  nodes  are  read- 
ily obtained  is  to  make  a simple  incision  in 
the  lower  neck  and  removing  from  the  me- 
diastinum a little  fat  which  usually  will 
include  a few  small  nodes.  This  may  con- 
firm the  diagnosis  of  sarcoidosis.  A liver 
biopsy  is  another  very  helpful  procedure  in 
establishing  the  histologic  diagnosis.  In 
some  series  it  has  been  reported  to  be  posi- 
tive in  75  per  cent  of  the  cases.  Recently 
in  a patient  with  erythema  nodosum  and 
chest  findings  similar  to  those  in  this  case 
a liver  biopsy  showed  the  typical  histologic 
lesion.  The  sternal  marrow  examination 
has  not  been  helpful  in  our  series  but  it  is 
probable  that  by  the  smear  method  we  have 
failed  to  show  as  many  changes  as  might 
have  been  disclosed  had  we  sectioned  the 
clotted  marrow  within  the  syringe.  This 
might  more  likely  show  the  granulomas. 

It  is  of  some  importance  to  try  to  distin- 
guish tuberculosis  from  Boeck’s  sarcoid 
since  apparently  cortisone  produces  a favor- 
able therapeutic  response  in  Boeck’s  sar- 
coidosis; on  the  other  hand,  recent  animal 
and  human  work  indicate  that  cortisone 
may  be  harmful  in  tuberculosis. 
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Dr.  GendeVs  Diagnosis 

1.  Sarcoidosis  of  the  eye,  mediastinal 
nodes  and  lungs 

2.  Hypersensitivity  to  cocaine 

DR.  YOUNG:  I believe  that  it  would  be 
best  to  hold  all  questions  until  after  the  dis- 
cussion of  the  pathologic  findings.  I might 
say  at  this  time  that  the  agglutination  test 
for  brucellosis  does  not  actually  exclude  the 
disease.  We  only  do  one  agglutination  test 
here.  An  accurate  diagnosis  rests  upon  a 
positive  blood  culture. 

DR.  RUSSELL  S.  JONES:  Anatomic 
Diagnosis: 

1.  Boeck’s  sarcoid  of  the  eyes,  medias- 
tinal, tracheobronchial  and  mesen- 
teric lymph  nodes,  lungs,  liver, 
heart,  urinary  bladder,  periadrenal 
area  and  pituitary 

2.  Cocaine  reaction  with  shock,  pul- 
monary congestion 

We  will  first  briefly  mention  the  changes 
related  to  the  cocaine  reaction  and  then  con- 
sider the  more  important  and  basic  disease, 
sarcoidosis.  There  was  some  evidence  of 
pulmonary  congestion,  but  it  is  not  marked 
at  autopsy  as  might  have  been  interpreted 
from  the  X-ray  findings  taken  shortly  be- 
fore death.  There  is  a little  fluid  in  the 
pleural  cavities;  100  cc.  of  serous  fluid  on 
the  right,  150  cc.  on  the  left;  50  cc.  is  pres- 
ent in  the  pericardial  sac  and  about  350  cc. 
of  fluid  within  the  peritoneal  cavity.  There 
are  also  some  minor  changes  in  the  convo- 
luted tubular  epithelium  of  the  kidneys. 
Polymorphonuclear  leukocytes  are  grouped 
about  the  outer  scleral  vessels.  These  will 
be  discussed  later  in  the  reference  to  the 
other  changes  in  the  eye. 

Pathologic  changes  in  the  hilar  lymph 
nodes  are  not  identical  with  those  noted  on 
the  X-ray,  for  both  the  hilar  lymph  nodes 
on  the  right  and  left  side  are  considerably 
enlarged  and  we  can  readily  see  that  the 
peritracheal  nodes  on  the  right  side  are 
also  enlarged  and  that  the  posterior-inferior 
mediastinal  nodes  about  the  esophagus  and 
aorta  are  also  considerably  enlarged.  The 
large  mass  of  nodes  immediately  beneath 
the  carina  of  the  trachea  are  well  demon- 
strated in  the  gross  photographs.  (Fig.  2.) 
On  the  cross-sections  of  the  lymph  nodes 


FIG.  2.  Tracheobronchial  lymph  nodes  are  promi- 
nent bilaterally,  being  more  marked  on  the  left. 
Large  lymph  nodes  are  also  encountered  below 
carina  and  in  the  right  peritracheal  region.  Closely 
grouped  non-caseous  tubercles  are  present  in  the 
right  upper,  left  upper,  and  apex  of  left  lower  lobe. 

one  may  usually  see  a more  central  portion 
of  deeply  anthracotic  pigmentation  and 
about  this  there  is  a more  prominent  periph- 
eral zone  of  light  tannish  and  finely  granu- 
lar material  devoid  of  anthracotic  pigmen- 
tation. This  is  somewhat  suggestive  of 
recent  development  of  these  lesions.  There 
is  no  marked  zone  of  peripheral  fibrosis,  and 
no  evidence  of  caseation  necrosis.  Micro- 
scopic examination  shows  not  only  old  hya- 
linizing  tubercles  but  also  many  small  ones 
with  only  a little  reticulin  and  collagen  for- 
region  within  a group  of  tubercles  a small 
mation  in  and  about  them.  In  a central 
zone  of  caseation  necrosis  is  seen. 

In  the  lung  the  disease  is  most  prominent 
on  the  left  side  in  the  upper  lobe  but  is  also 
present  in  the  right  upper  lobe  and  the  apex 
of  the  left  lower  lobe.  In  the  pulmonary 
tissue  the  gross  examination  shows  many 
minute  lesions,  somewhat  opaque.  There 
are  no  caseating  areas  observable.  There 
are  many  more  tubercles  scattered  through- 
out the  upper  lobe  than  one  would  gather 
from  the  X-rays,  even  from  a cursory  gross 
examination.  Various  microsections  show 
much  of  the  upper  lobe  to  be  studded  with 
these  small  tubercles.  Many  of  them  are 
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entirely  without  any  appreciable  degree  of 
hyalinization  or  fibrosis  and  that  again  sug- 
gests a recent  exacerbation  of  the  disease. 
In  one  area,  again,  a very  small  area  of 
caseation  necrosis  is  seen.  The  other  areas 
show  rather  dense  formation  of  hyaliniza- 
tion. Gross  examination  of  some  of  the 
little  tubercles  frequently  shows  some  giant 
cells  containing  little  cleft-like  spaces,  ap- 
parently the  sites  of  now  dissolved  choles- 
terol esters.  Other  areas  show  more  re- 
tractile material  but  there  are  no  stellate 
bodies  and  there  are  no  areas  suggestive  of 
lipoid  pneumonia. 

Each  of  the  sections  of  myocardium  shows 
small  granulomas.  These  were  character- 
ized by  some  amphophilic  debris  resembling 
altered  collagen  or  perhaps  myocardium 
with  associated  small  and  rather  atypical 
giant  cells.  These  were  similar  to  Aschoff 
bodies  in  size  and  location.  In  other  areas 
there  is  considerable  infiltration  of  mono- 
nuclear leucocytes.  In  some  of  the  capil- 
laries there  is  a prominence  of  mononuclear 
leucocytes.  There  is  no  evidence  of  peri- 
carditis. The  mitral  valve  miscroscopically 
shows  a considerable  amount  of  basophilic 
edema  without  any  change  in  the  overlying 
endothelium.  The  liver  weighed  1,150  Gm. 
and  grossly  showed  no  important  change, 
but  on  the  microscopic  examination  many 
little  granulomas  are  observed.  Some  of 
them  are  coalescing,  many  of  them  are  with 
the  portal  areas,  while  others  are  scattered 
throughout  any  portion  of  the  lobule.  It  is 
readily  seen  that  a liver  biopsy  would  have 
revealed  the  presence  of  these  lesions.  The 
spleen  shows  many  little  tubercles  within 
the  pulp,  others  within  the  malpighian 
bodies.  They  show  varying  degrees  of  hya- 
linization, some  almost  being  completely  hy- 
alinized,  others  being  quite  recent  without 
much  deposition  of  collagen.  The  urinary 
bladder  showed  two  small,  granulomatous 
lesions  resembling  tubercles.  The  smooth 
muscle  has  an  interesting  change,  the  bulk 
of  the  cytoplasm  is  grouped  into  a promi- 
nent eosinophilic  mass,  while  the  interven- 
ing portion  shows  a slight  basophilic  and 
strand-like  change. 

No  granulomatous  lesions  are  encountered 
in  the  kidneys,  the  adrenal  cortex  and  me- 
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dulla.  One  small  lesion  is  seen  about  an 
adrenal  gland,  however. 

The  gross  changes  in  this  case  have  al- 
ready been  well  described  in  the  clinical 
record.  Microscopically  we  see  the  presence 
of  a little  tubercle-like  structure  in  the 
retina,  while  many  lesions  are  seen  in  the 
portion  anterior  to  the  ora  serrata.  When 
they  occur,  the  tubercles  frequently  inter- 
rupt the  choroid  and  the  peri-choroidal 
space  shows  some  proliferation  of  fibro- 
blasts. The  ciliary  musculature  is  replaced 
and  the  ciliary  processes  are  frequently 
transformed  into  bulbous  masses  by  the  tu- 
bercles. No  significant  changes  are  seen  in 
the  lens.  The  iris  shows  a prominence  of 
some  of  the  little  vessels  within  it  and  oc- 
casionally over  its  anterior  surface  there 
are  a few  fibroblastic  and  mononuclear  leu- 
cocytes. In  the  posterior  part  of  the  cornea 
beneath  the  Descemet’s  membrane,  one  en- 
counters a closely  packed  aggregate  of  tu- 
bercles with  a fair  amount  of  fibrosis  within 
them.  Extending  laterally  from  this  there 
is  usually  a band  of  fibroblasts  loosely  at- 
tached and  accompanied  by  interspersed 
mononuclear  leucocytes.  In  the  anterior 
part  of  the  sclera  and  generally  within  the 
outer  portions,  there  are  mononuclear  and 
especially ' polymorphonuclear  leucocytes, 
both  in  and  about  the  small  vessels.  Near 
the  corneoscleral  juncture  the  infiltration  of 
mononuclear  leucocytes  is  most  prominent 
and  is  seen  throughout  all  layers.  The  cor- 
neal epithelium  is  intact.  Emulsified  en- 
larged nodes  cultured  and  injected  into  ani- 
mals showed  considerable  numbers  of  hemo- 
lytic streptococci.  Unfortunately,  none  of 
the  material  was  injected  into  guinea  pigs 
or  cultured  for  acid-fast  organisms  and  so 
we  cannot  completely  exclude  the  possibility 
of  tuberculosis.  No  acid-fast  organisms 
were  found  in  tissue  sections. 

The  histologic  findings  indicate  that  the 
disease  has  been  present  for  at  least  as  long 
as  suggested  by  the  history.  There  is  also 
some  evidence  that  there  may  have  been  a 
recent  exacerbation  of  this  disease.  One 
wonders  as  to  the  exact  cause  of  the  change. 
We  would  appreciate  Dr.  Gendel’s  comments 
on  several  aspects  of  this  case.  Could  the 
injection  of  old  tuberculin  or  of  typhoid  or- 
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ganisms  have  led  to  the  exacerbation  of  the 
disease  process  in  this  case?  There  is  al- 
ways the  question  as  to  whether  Boeck’s 
sarcoidosis  is  a form  of  tuberculosis.  Does 
the  higher  incidence  of  negative  tuberculin 
in  Boeck’s  sarcoidosis  than  in  average  pop- 
ulation represent  a negative  correlation  and 
thereby  suggest  that  Boeck’s  sarcoid  is  real- 
ly an  atypical  or  anergic  form  of  tubercu- 
losis? Does  the  failure  of  afebrile  response 
to  an  intravenous  injection  of  typhoid  or- 
ganisms and  the  reaction  to  cocaine  indicate 
some  basic  change  in  the  immunity-sensi- 
tivity response  of  the  individual?  Lastly, 
another  point  of  interest  is  that  I do  not 
believe  that  it  is  always  possible  to  make  a 
histologic  distinction  between  tuberculosis 
and  Boeck’s  sarcoidosis.  This  is  especially 
true  of  the  lymph  nodes  and  the  liver.  Fre- 
quently the  liver  shows  some  miliary  tuber- 
cles in  the  presence  of  tuberculosis  else- 
where. They  rarely  show  caseation  necrosis 
unless  the  disease  is  rather  fulminating. 
Furthermore,  the  lymph  nodes  in  adults 
(those  in  re-infection  tuberculosis)  rarely 
show  evidences  of  caseation  necrosis.  In 
pulmonary  tuberculosis  the  lymph  nodes  of 
the  superior-mediastinal  and  even  supra- 
clavicular areas  often  show  the  presence  of 
tubercles  such  as  we  see  in  this  case.  The 
differentiation  of  Boeck’s  sarcoid  from  tu- 
berculosis basically  rests  upon  the  absence 
of  tubercle  bacilli  in  the  tissue  sections,  on 
animal  inoculation  or  upon  cultures.  If  tu- 
bercle bacilli  are  present  the  diagnosis  is 
obvious;  if  the  culture  is  negative  it  may  be 
sarcoidosis.  Certainly  we  do  not  under- 
stand the  nature  of  the  latter  disease  and  it, 
unlike  tuberculosis,  remains  a morphologic 
entity. 

Concluding  Statements  by  Dr.  Gendel: 
I am  glad  that  Dr.  Jones  brought  out  that 
the  liver  biopsy  is  of  itself  not  diagnostic. 
Granulomas  of  the  liver  may  be  found  in  a 
variety  of  conditions.  It  is  only  when  it  is 
taken  with  the  negative  cultural  data  and 
with  the  clinical  picture  that  either  the  liver 
biopsy  or  the  lymph  node  findings  can  aid 
in  establishing  the  diagnosis  of  sarcoidosis. 
In  our  procedure  we  usually  take  half  of 
the  node  for  cultural  purposes  and  if  pos- 
sible also  take  half  of  the  liver  biopsy  for 


cultural  studies.  I purposely  have  avoided 
entering  into  a discussion  of  the  controver- 
sial problem  of  the  etiology  of  sarcoidosis. 
However,  I believe  it  would  be  of  value  to 
discuss  the  arguments  for  and  against  the 
tuberculous  theory  of  the  etiology.  There 
would  seem  to  be  some  necessity  for  the 
distinction  in  the  light  of  the  different  re- 
sponse to  cortisone  as  a possible  therapeutic 
agent.  I was  more  or  less  brought  up  on  the 
idea  that  it  was  a non-caseating  form  of 
tuberculosis,  but  in  the  last  seven  years  I 
have  changed  to  the  opinion  that  sarcoidosis 
is  a separate  disease.  I might  enumerate 
the  arguments  that  are  usually  advanced 
that  sarcoidosis  is  an  atypical  form  of  tu- 
berculosis. 

1.  Cases  diagnosed  clinically  as  Boeck’s 
sarcoidosis  have  tuberculosis  at  autopsy  in 
about  25  per  cent  of  the  cases.  This  may 
or  may  not  be  a valid  argument.  Ewing 
pointed  out  years  ago  that  an  equal  per- 
centage of  cases  of  Hodgkin’s  disease  also 
died  of  tuberculosis.  Tuberculosis,  avian  or 
otherwise,  is  no  longer  considered  in  the 
etiology  of  Hodgkin’s  disease.  Three  cases 
of  sarcoidosis  in  our  group  came  to  autopsy 
and  none  had  tuberculosis.  Many  patients 
with  Boeck’s  sarcoidosis  are  suspected  of 
having  tuberculosis  and  are  hospitalized  as 
tuberculous  patients  and  in  sanitoria.  They, 
therefore,  have  a much  greater  chance  of 
contracting  this  disease. 

2.  It  is  stated  that  a negative  tuberculin 
in  Boeck’s  sarcoidosis  argues  for  an  anergic 
form  of  tuberculosis.  This  is  even  more 
peculiar  when  we  consider  that  most  Ne- 
groes with  tuberculosis  have  a fairly  severe 
form  of  the  disease.  It  seems  improbable 
that  another  group  of  Negroes  have  a much 
more  mild  form  of  disease  and  a negative 
tuberculin  reaction. 

3.  It  has  a very  high  incidence  in  the 
Negroes  who  are  also  prone  to  have  tuber- 
culosis. 

4.  The  pathologic  changes  are  similar. 

The  arguments  in  favor  of  sarcoidosis  be- 
ing a separate  disease  entity  from  tubercu- 
losis are : 

1.  Attempts  to  culture  the  nodes  and  the 
tissue  have  not  yielded  any  acid-test  organ- 


March,  1952 


CLINICOPATHOLOGIC  CONFERENCE 


103 


isms.  Animal  inoculations  have  given  sim- 
ilar negative  results. 

2.  There  is  a difference  in  the  organ  in- 
volvement. In  sarcoidosis  there  is  involve- 
ment of  the  parotids,  lachrymal  glands,  the 
myocardium  and  pituitary  glands.  In  dis- 
seminated tuberculosis  there  is  involvement 
of  the  serosal  surfaces,  such  as  the  pericar- 
dium, pleura,  peritoneum  and  the  meninges. 

3.  The  sarcoidosis  fails  to  respond  to 
streptomycin  while  tuberculosis  does. 


4.  Cortisone  is  helpful  in  sarcoidosis  but 
is  apparently  harmful  in  tuberculosis. 

As  for  the  question  concerning  the  body 
reaction  to  typhoid  vaccine,  fever  does  occur 
in  sarcoidosis  in  a significant  number  of 
cases.  One  of  our  cases  had  102  to  105  F. 
temperature  for  several  months.  It  is  our 
experience  that  a negative  tuberculin  has 
been  present  in  about  60  per  cent  of  the 
cases,  and  in  the  literature  about  60  to  80 
per  cent  have  had  negative  tuberculins. 
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The  President's  Page 

FLORENCE  NIGHTINGALE  WOULD  BE  DISTURBED 


May  14  is  the 
birthday  of  the 
L a d y with  the 
Lamp  — Florence 
Nightingale. 

That  fact  is  a 
reminder  that 
nothing  has  been 
done  a bout  one 
point  in  The  Ten- 
nessee Ten  — our 
Program  of  Public  Service.  This  point  calls 
for  collaboration  with  The  Tennessee  State 
Nurses  Association  in  an  all-out  campaign 
to  recruit  nursing  students. 

The  TSNA  is  now  offering  us  an  oppor- 
tunity to  join  in  a month-long  drive  to 
recruit  high  school  graduates,  and  others, 
to  train  for  this  humanitarian  work.  It  is 
proposed  that  the  drive  begin  April  14  and 
end  on  Florence  Nightingale’s  birthday. 
On  that  day,  several  cities  in  the  nation  will 
conduct  premieres  of  a movie  depicting  the 
life  of  the  Patron  Saint  of  nurses. 

No  one  will  deny  that  we  need  more 
nurses,  particularly  private  duty  nurses, 
who  have  dwindled  in  number  steadily  for 
the  past  decade.  The  private  duty  Regis- 
tered Nurse  who  will  accept  duty  in  a 
patient’s  home  has  almost  become  The  Van- 
ishing American.  Of  course,  most  people 
sick  enough  to  need  a private  registered 
nurse  should  be  in  a hospital,  but  that  is  not 
always  possible. 

No  one  really  knows  exactly  how  many 
nurses  we  need  from  the  training  schools 
each  year.  One  source  says  that  900  are 
needed  each  year  in  Tennessee  and  we  know 
that  our  sixteen  nurse  training  schools  can 
accept  only  700.  So,  along  with  the  recruit- 
ment drive  we  should  have  some  planning 
for  expansion  of  admission  quotas,  just  as 


Dr.  Kelly 


American  medical  schools  have  expanded 
their  admission  quotas  for  freshmen  by  an 
average  of  20  per  cent  in  the  past  five 
years. 

During  the  last  year,  the  University  of 
Tennessee  has  increased  its  admissions  from 
35  to  50  per  cent  per  quarter. 

It  should  not  be  too  difficult  to  sell  nursing 
as  a career  to  high  school  students.  It  has 
many  advantages  to  offer  besides  the  sheer 
satisfaction  of  knowing  that  you  are  easing 
human  suffering  and  helping  people  back  to 
health.  A specific  plan  of  collaboration 
with  the  TSNA  will  be  proposed  by  the 
Public  Service  Committee  at  the  Knoxville 
convention  of  our  Association.  This  is  one 
of  The  Tennessee  Ten  points  that  deserves 
immediate  attention  and  support  of  all  our 
members. 

One  suggestion  seems  worthy  of  consid- 
eration. There  is  a national  move  afoot  to 
shorten  the  three-year  nursing  course  to 
two  or  two  and  one-half  years.  This  would 
increase  the  production  of  nurses  and  prob- 
ably attract  many  girls  who,  for  financial 
or  other  reasons,  turn  aside  from  this  ca- 
reer to  shorter  courses  which  prepare  them 
for  other  work.  A comprehensive,  scien- 
tific course  could  easily  be  covered  in  two 
years.  It  is  our  hope  that  the  leaders  of  the 
nursing  profession  in  Tennessee  will  join 
the  trend  begun  in  New  York  and  other 
states  for  a shortened  training  period. 

As  a tribute  to  this  member  of  the  medi- 
cal team — the  nurse — our  Association  cer- 
tainly should  actively  join  the  1952  recruit- 
ment drive. 
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THE  1952  ANNUAL  PROGRAM, 

A PROGRAM  FOR  THE  G.P. 

It  has  been  said  before  on  this  page  that 
the  Journal  and  the  Annual  Program  of 
the  Tennessee  State  Medical  Association 
should  represent,  in  the  scientific  field,  a 
postgraduate  function  in  the  main  for  the 
general  practitioner  or  family  physician. 

Therefore  in  1952  the  Committee  on  Sci- 
entific Work  again  sought  the  advice  of  the 
medical  profession  in  the  non-urban  areas. 
Again  as  last  year,  a list  of  some  fifteen 
subjects  was  presented  for  a poll  to  all  coun- 
ty medical  societies, — those  of  Shelby,  Da- 
vidson, Hamilton  and  Knox  Counties  being 
excepted.  Eight  of  the  topics  on  your  pro- 
gram appear  then  as  the  most  favored  ones 
by  your  poll.  Your  Committee  chose  the 
essayists  to  present  these  subjects.  The 
remainder  of  the  items  on  the  scientific  pro- 
gram were  either  planned  by  the  committee, 
— the  symposia — or  were  selected  from  pa- 
pers offered  by  physicians  in  the  state. 

Every  speaker  has  been  urged  to  plan  his 
presentation  for  the  general  practitioner  so 


that  he  may  take  away  something  useful  for 
his  everyday  practice. 

Chairman  of  the  Committee  on 
Scientific  Work 

* 

One  item  of  The  Tennessee  Ten,  The  Pub- 
lic Service  Plan,  set  forth  two  years  ago, 
teas  to  arrange  for  the  care  of  the  indigent 
and  their  hospitalization.  This  is  the  year 
to  use  our  influence. — Editor. 

THE  INDIGENT  MUST  BE  SERVED 

Sixteen  months  ago  the  Public  Service 
project  of  caring  for  the  medically  indigent 
in  hospitals  was  placed  squarely  before 
Governor  Gordon  Browning.  A delegation 
of  doctors  told  the  Governor  of  the  acute 
need  of  a state-county  plan  of  paying  the 
hospital  costs  of  the  thousands  of  medically 
indigent  Tennesseans. 

The  delegation  assured  the  Governor  that 
Tennessee  physicians,  those  who  are  mem- 
bers of  medical  societies,  certainly  would 
continue  their  practice  of  never  charging 
hospitalized  indigent  patients  a cent  for 
medical  or  surgical  services.  The  Gover- 
nor’s reaction  to  the  proposal  that  the  State 
and  counties  pay  indigents’  hospital  bills 
was  expressed  in  these  words : 

“I  consider  this  such  a worth-while  proj- 
ect that  if  the  money  were  available  in  the 
treasury,  I would  divert  it  tomorrow  so  we 
could  get  this  program  started.” 

He  suggested  that  we  sponsor  a bill  to 
set  up  a State  Commission  on  Study  of  the 
Medical  Indigency  Problem.  This  was  done, 
the  bill  was  passed,  and  that  Commission 
has  employed  a director  to  make  the  state- 
wide survey.  The  Director  is  Dr.  Robert 
C.  Berson  (a  native  of  Brownsville),  who 
is  experienced  in  making  medical  care  sur- 
veys. 

A preliminary  survey  made  by  your  Pub- 
lic Service  Committee  indicated  a great  need 
for  such  a state-county  plan.  Hospitals  are 
losing  large  sums  each  year  caring  for  indi- 
gent patients  for  whom  nobody  pays  one 
penny.  Most  of  the  Tennessee  county  gov- 
ernments are  either  indifferent  or  unable 
to  pay  hospital  bills  for  the  poor.  Religious 
and  civic  groups  help  in  small  measure  to 
share  the  load. 
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It  is  significant  that  all  eight  bills  intro- 
duced in  Congress  for  compulsory  health 
insurance  OMITTED  any  provision  for  hos- 
pitalization of  the  medically  indigent  citi- 
zens of  this  country.  Yet  they  call  it  “hu- 
manitarian” legislation.  So,  if  the  federal 
government  turns  its  back  on  the  indigent 
sick,  we  are  determined  to  take  care  of  them 
on  the  state  and  local  level.  We  want  to 
apply  the  axiom  that  “charity  begins  at 
home.” 

Several  other  states  have  plans  in  oper- 
ation for  the  indigent  sick.  Only  three — 
Maryland,  New  Jersey  and  Washington — 
have  plans  that  approach  effective  opera- 
tion. The  program  proposed  for  Tennessee 
would  differ  from  all  others  in  one  impor- 
tant respect.  Tennessee  physicians  would 
not  accept  any  fee  for  treating  a hospital- 
ized indigent.  In  the  other  states  both  doc- 
tors and  dentists  are  paid  small  fees  for 
their  services. 

There  is  the  possibility  that  the  Tennes- 
see plan  would  differ  in  another  respect. 
Several  insurance  companies  are  investi- 
gating the  possibility  of  covering  this  type 
of  risk — the  medically  indigent — under  a 
hospital  policy.  Such  a risk  has  never  been 
written  in  this  country  but  it  is  written 
successfully  in  Canada. 

The  important  question  usually  asked  by 
doctors  is, — who  will  decide  whether  a per- 
son is  medically  indigent?  This  problem 
has  been  worked  out  effectively  under  the 
Maryland  plan.  Each  county  has  a commit- 
tee of  ten  citizens  representing  a cross  sec- 
tion of  professions,  trades  and  industries. 
This  tough — yet  humanitarian — committee 
screens  all  applicants  for  free  hospitaliza- 
tion under  the  medical  indigency  program. 
In  Maryland,  a new  setup  operated  by  the 
State  Health  Department  and  local  medical 
societies  has  been  able  to  screen  out  the 
malingerers,  the  deadbeats  and  the  hypo- 
chondriacs. 

The  Study  Commission  will  report  to 
Governor  Browning  no  later  than  October 
1 this  year.  But  this  proposal  MUST  be 
presented  to  every  candidate  for  the  state 
legislature  WHILE  THEY  ARE  CAM- 
PAIGNING. We  need  commitments  from 
every  one  of  them  for  support  of  an  appro- 


priation of  several  million  dollars  annually 
to  finance  this  humanitarian  service.  It 
will  not  require  any  new  tax,  just  an  appro- 
priation from  the  general  treasury. 

This  project  will  be  brought  up  at  the 
Knoxville  Annual  Session  of  the  Tennessee 
State  Medical  Association.  May  we  count 
on  your  support? — L.  W.  Edwards,  M.D., 
Chairman,  Public  Service  Committee. 

* 

THE  ELECTROCARDIOGRAM 

The  discussion  on  “Diagnostic  Procedures 
in  Precordial  Pain”  appearing  elsewhere  in 
this  issue  suggests  some  comments  on  elec- 
trocardiography and  its  function  in  medical 
practice.  We  have  followed  its  progress 
through  much  of  the  forty  years  since  the 
introduction  of  the  string  galvanometer 
into  clinical  medicine.  We  have  observed 
its  application  from  the  time  when  there 
were  heated  arguments  as  to  the  nature  of 
certain  of  the  deflections  in  the  tracing,  to 
the  present  when  the  electrocardiogram  has 
been  elevated  by  some  doctors  to  an  un- 
warranted level  of  diagnostic  authority. 

There  is  no  gainsaying  that  it  is  a most 
valuable  prognostic  and  diagnostic  tool. 
However,  the  main  difficulty  in  its  use  is 
to  limit  it  to  the  position  of  being  one  item 
in  the  clinical  picture  of  the  individual  pa- 
tient. When  the  doctor  or  the  medical  stu- 
dent is  ready  to  disregard  the  history  and 
his  physical  findings  and  depend  upon  the 
electrocardiographic  tracing,  he  is  not  only 
a poor  clinician  but  is  headed  for  trouble. 
The  prominence  of  the  electrocardiogram  in 
the  thinking  of  some  was  emphasized  only 
two  days  ago  when  a fourth-year  medical 
student  told  your  editor  that  he  “guessed” 
the  diastolic  murmur  under  discussion  was 
not  that  of  mitral  stenosis  because  the  EKG 
did  not  show  right  axis  deviation.  And  only 
some  weeks  before  that  another  fourth-year 
student  surmised  that  a history  suggestive 
of  angina  pectoris  could  not  represent  heart 
disease  since  the  EKG  “was  all  right.”  This 
is  dangerous  thinking. 

As  with  all  special  technics,  they  are  at 
the  mercy  of  artifacts  and  misinterpreta- 
tion,— mislabeled  leads  may  lead  to  diagno- 
ses of  serious  heart  disease.  The  patient’s 
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build  or  constitution  must  be  taken  into  con- 
sideration when  speaking  in  terms  of  axis 
deviation,  or  right  or  left  ventricular  strain 
patterns.  What  may  be  a person’s  normal 
is  at  times  misinterpreted  as  disease  when 
the  reader  of  the  tracing  does  not  know  if 
this  was  from  one  of  asthenic  or  of  hyper- 
sthenic build.  He  must  have  this  informa- 
tion. 

Though  one  of  the  most  valuable  func- 
tions of  the  electrocardiogram  is  in  the  dif- 
ferential diagnosis  of  certain  arrhythmias, 
even  here  it  may  occasionally  be  misleading. 
Congenital  physiologic  dysfunctions  or 
drugs  may  lead  to  such  changes.  Final  in- 
terpretation of  a tracing  may  not  be  possi- 
ble until  it  is  known  whether  digitalis  was 
or  was  not  given  at  the  time  of  the  record- 
ing. 

The  other  and  possibly  most  important 
use  of  the  EKG  is  its  use  in  the  confirmation 
of  a diagnosis  of  myocardial  infarction. 
Yet  even  here  it  must  be  used  only  in  con- 
junction with  the  clinical  picture  as  a whole. 
Every  experienced  clinician  has  had  pa- 
tients die  from  infarction  with  persistently 
normal  tracings,  even  serial  ones  for  some 
days  before  death.  On  the  other  hand,  myo- 
cardial disease  other  than  infarction  may 
give  rise  to  tracings  suggestive  of  infarct. 

It  is  the  fact  that  the  doctor  does  not  real- 
ize that  the  electrocardiogram  cannot  meas- 
ure myocardial  reserve  or  function  that 
leads  to  the  unfortunate  use  of  this  valuable 
diagnostic  aid. 

A normal  electrocardiogram  in  the  pa- 
tient with  a history  of  angina  pectoris  too 
often  gives  doctor  and  thus  patient  a false 
sense  of  security.  Every  clinician  of  ex- 
perience has  had  sudden  cardiac  deaths 
among  his  patients  one  or  several  days  after 
normal  electrocardiograms.  On  the  other 
hand,  ST  segment  or  T wave  changes,  or 
evidence  of  an  old  infarct,  or  bundle  branch 
block,  or  complete  block  do  not  mean  that 
the  patient  should  not  go  fishing,  or  play 
nine  holes  of  golf,  or  go  about  his  business. 
Only  the  history  of  his  exercise  tolerance 
can  guide  the  doctor  in  his  advice — not  what 
squiggles  appear  in  an  EKG  tracing.  The 
psychic  trauma  done  annually  by  the  misuse 
of  this  valuable  diagnostic  tool  must  be  im- 


mense. All  of  us  in  the  practice  of  medicine 
meet  constantly  individuals  who  are  living 
a life  either  of  semi-invalidism  or  of  con- 
stant dread,  because  of  an  electrocardio- 
grapic  interpretation  of  months  or  years 
before. 

Every  instructor  must  emphasize  the  use 
of  the  EKG  only  as  a part  of  the  over-all 
clinical  picture, — usually  second  or  third  to 
the  history.  Every  physician  must  like- 
wise apply  the  electrocardiographic  inter- 
pretation only  as  applied  to  the  individual 
patient — his  complaints,  history  and  physi- 
cal findings.  Rarely  is  the  electrocardio- 
gram diagnostic  in  itself,  rather  it  is  only  a 
portion  of  a clinical  evaluation. 

R.  H.  K. 

* 

WHAT  OF  DOUBLE  COVERAGE 
FOR  SURGICAL  BENEFITS? 

At  a recent  meeting  of  your  Prepaid  In- 
surance Committee  it  was  brought  out  that 
in  a very  few  instances  in  which  the  insured 
had  two  policies,  surgeons -had  demanded  a 
greater  fee  than  that  agreed  to  under  the 
Tennessee  Plan.  The  surgeon’s  philosophy 
being  that  since  the  insured  had  an  indem- 
nity policy  in  addition  to  the  one  under  the 
Tennessee  Plan  he,  the  surgeon,  was  entitled 
to  some  of  this  money.  However,  irrespec- 
tive of  the  number  of  policies  held  by  the 
insured  under  the  Tennessee  Plan,  the  par- 
ticipating physician  is  obligated  to  accept 
the  fee  schedule  of  the  Plan  for  services, 
provided  the  insured  is  within  eligible  in- 
come limits. 

The  representatives  of  our  insurance  un- 
derwriters indicated  that  it  is  very  uncom- 
mon for  the  insured  to  have  more  than  one 
policy  covering  surgical  fees.  Occasionally 
the  insured  has  had  such  a policy,  then  be- 
comes employed  in  an  industry  which  has 
insurance  under  the  Tennessee  Plan  and 
thus  is  insured  doubly  for  a time.  More 
often  the  insured  under  the  Tennessee  Plan 
may  have  some  additional  coverage  for  ac- 
cidents under  an  automobile  insurance  pol- 
icy. 

In  any  event  double  coverage  is  either 
fortuitous  or  represents  thriftiness.  If  the 
surgeon  mistakenly  insists  upon  his  “pound 
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of  flesh”  in  such  occasional  instances,  the 
professional  public  relationship  may  be  ir- 
reparably damaged  thereby.  Is  it  really 
worth  while  demanding  those  extra  dollars 
to  which  the  surgeon  is  not  entitled  under 
the  Plan,  and  of  which  a fair  proportion  will 
need  be  sent  to  Washington? 

R.  H.  K. 

* 

Honor  Roll 

Contributors  to  Building  Fund 
(February) 

T.  G.  Cranwell,  M.D.,  Pikeville 

L.  E.  Coolidge,  M.D.,  Greeneville 
J.  M.  King.  M.D.,  Tullahoma 
Joseph  McCoin,  M.L).,  Cleveland 
Homer  C.  Ogle.  M.U.,  Knoxville 
Sam  L.  Raines,  M.D.,  Memphis 

Robert  C.  Robertson,  M.D.,  Chattanooga 
Daniel  M.  Thomas,  M.D.,  Oak  Ridge 
John  C.  Thornton,  Jr.,  M.D.,  Brownsville 

M.  H.  Weathers,  Jr.,  M.D.,  Loretto 
Percy  H.  Wood,  M.D.,  Memphis 


Dr.  Edward  Dunbar  Newell,  retired  Chat- 
tanooga surgeon  who  was  co-founder  of  the 
Newell  and  Newell  Sanitarium,  now  known 
as  Newell  Hospital,  died  at  the  hospital  on 
February  13.  Dr.  Newell,  a native  of  St. 
Joseph,  Louisiana,  came  to  Chattanooga  in 
early  1908  with  his  cousin,  Dr.  Edward  T. 
Newell,  Sr.,  who  was  his  partner  in  the 
founding  of  the  Newell  and  Newell  Sani- 
tarium. Aged  79. 

* 

Dr.  Oliver  Peery  Walker,  retired  Memphis 
urologist,  died  at  his  home  on  February  7. 
Dr.  Walker,  who  was  68,  had  completed  44 
years  of  medical  practice  when  he  retired 
last  summer. 

* 

Dr.  Roy  A.  Doty,  former  mayor  of  Rogers- 
ville,  died  of  a heart  seizure  in  a Greeneville 
hospital  on  February  19,  1952.  Aged  66. 


Dr.  James  Louis  Leitch  Bibb,  Chattanooga 
internist  who  had  practiced  medicine  in 
Chattanooga  for  some  40  years,  died  Febru- 
ary 17,  1952,  of  a coronary  occlusion. 

* 

Dr.  Joseph  Marshall  Lea,  Knoxville,  died 
February  22,  1952,  of  a heart  seizure.  Aged 
75. 
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Scientific  Program,  Tennessee  State 
Medical  Association 

Tuesday,  April  8 
Ballroom,  Andrew  Johnson  Hotel 
Knoxville 

Morning  Session 

Safe  Practices  for  the  Part-Time  Anesthetist 

Robert  H.  Haralson,  Jr.,  M.D.,  Maryville 
To  Discuss:  Howard  Ausherman,  M.D., 
Chattanooga 

Oflice  Management  of  the  Diabetic  Patient 

Philip  K.  Bondy,  M.D.,  Emory  University,. 
Atlanta,  Georgia 

Pitfalls  and  Errors  in  the  Practice  of  Gener- 
al Surgery 

Charles  C.  Trabue,  M.D.,  Nashville 

To  Discuss:  Charles  R.  Zirkle,  M.D.r 
Knoxville 

Value  of  X-Ray  Examinations  of  the  Chest 
in  the  Management  of  Cancer 

Robert  Connor  Pendergrass,  M.D.,  Ameri- 
cus,  Georgia. 

Afternoon  Session 
Symposium  on  Hypertension 

Introduction:  Joseph  W.  Johnson,  Jr.r 
M.D.,  Chattanooga 

‘‘Etiologic  Factors  in  Hypertension,”  E.. 
White  Patton,  M.D.,  Chattanooga 
“Hypertension  in  Pediatric  Practice,” 
James  G.  Hughes,  M.D.,  Memphis 
“Medical  Treatment  of  Hypertension,” 
Thomas  F.  Frist,  M.D.,  Nashville 
“Surgical  Treatment  of  Hypertension,”' 
Harwell  Wilson,  M.D.,  Memphis 
Obstructions  About  the  Bladder  Neck 
John  Dougherty,  M.D.,  Knoxville 
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To  Discuss:  Max  K.  Moulder,  M.D., 
Nashville 

Bronchiectasis:  A Common  Cause  of  Cough 

and  Hemoptysis 

David  H.  Waterman,  M.D.,  Knoxville 
To  Discuss:  Foster  Hampton,  Jr.,  M.D., 
Chattanooga 

Wednesday,  April  9 
Morning  Session 

Convulsive  Disorders  in  Childhood 

William  G.  Crook,  M.D.,  Jackson 
To  Discuss:  Jack  Chesney,  M.D.,  Knox- 
ville 

Indications  for  Bone  Marrow  Examinations 

Merlin  L.  Trumbull,  M.D.,  and  Miss  E.  A. 
Kelley  (by  invitation) 

To  Discuss:  S.  Fred  Strain,  M.D.,  Mem- 
phis 

Management  of  Low  Back  Pain 

Robert  Brashear,  M.D.,  Knoxville 
To  Discuss:  Marcus  J.  Steward,  M.D., 
Memphis 

Office  Treatment  of  Gynecological  Disorders 

Harry  E.  Jones,  M.D.,  Chattanooga 
To  Discuss:  Edwin  Williams,  M.D.,  Nash- 
ville 

Management  of  the  Anemias 

John  Foley  Dee,  M.D.,  Instructor  in  Post- 
graduate Instruction 

Precordial  Pain — Differential  Diagnosis 
R.  B.  Wood,  M.D.,  Knoxville 
To  Discuss:  Joseph  E.  Aker,  Jr.,  Knox- 
ville 

Afternoon  Session 

Symposium  on  Peripheral  Vascular  Disease 

Introduction:  James  A.  Kirtley,  Jr.,  M.D. 
“Classification  and  Diagnostic  Tests  in 
Peripheral  Vascular  Diseases” 

Phil  B.  Bleecker,  M.D.,  Memphis 
“Medical  Management  of  Peripheral  Vas- 
cular Diseases” 

Addison  B.  Scoville,  Jr.,  M.D.,  Nashville 
“Treatment  of  Phlebothrombosis  and 
Thrombophlebitis” 

John  Kesterson,  M.D.,  Knoxville 
“The  Problem  of  Pulmonary  Embolism; 
Evaluation  of  Caval  Ligations” 

Douglas  H.  Riddell,  M.D.,  Nashville 


“Arterial  Embolism” 

Parker  D.  Elrod,  M.D.,  Nashville 
“Surgical  Procedures  in  Peripheral  Vas- 
cular Lesions” 

James  A.  Kirtley,  Jr.,  M.D.,  Sam  Y. 
Garrett,  M.D.,  and  Raymond  Martin, 
M.D.,  Nashville 

A Clinical  Correlation  of  the  Pathophysiol- 
ogy in  Glomerulonephritis 

David  Scheinberg,  M.D.,  Memphis 
To  Discuss:  S.  Fred  Strain,  M.D.,  Mem- 
phis 

Brief  Review  of  Therapeutic  Measures  Dur- 
ing the  Last  53  Years 

J.  T.  Moore,  Sr.,  M.D.,  Algood 

To  Discuss:  John  P.  Sloan,  M.D.,  James- 
town 

* 

Tennessee  Academy  of  General  Practice 
Monday,  April  7,  1952 
Ballroom,  Andrew  Johnson  Hotel 
Knoxville 

Annual  Banquet — 6:30  p.m. 

Address — R.  B.  Robbins,  M.D.,  Camden,  Ark. 
President,  American  Acadamy  of  General 
Practice 

Business  Session — Election  of  Officers 
Officers  of  the  Academy: 

President — D.  H.  James,  M.D.,  Memphis 
Vice-Presidents — 

G.  D.  LeQuire,  M.D.,  Maryville 
O.  Reed  Hill,  M.D.,  Lebanon 
Julian  K.  Welch,  Jr.,  M.D.,  Brownsville 
Secretary-Treasurer — D.  J.  Johns,  M.  D.„ 
Nashville 

* 

Tennessee  Radiological  Society 
Monday,  April  7,  1952 
Sky  Line  Room,  Farragut  Hotel 
Knoxville 

9:00  a.m.  Film  Reading  Contest 

Panelists: 

Franklin  B.  Bogart,  M.D.. 
Chattanooga 

Joseph  Ivie,  M.D.,  Nashville 
J.  Cash  King,  M.D.,  Memphis 
(bring  your  films  of  difficult  prov- 
en cases  and  try  to  stump  the  ex- 
perts) 
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11:00  a.m.  Tumors  of  the  Colon 

Robert  C.  Pendergrass,  M.D., 
Americus,  Ga. 

12:00  Luncheon 
1:45  p.m.  Golf  Tournament 

(Members  will  participate  in 
General  Tournament) 

Officers  of  the  Society: 

Walter  D.  Hamkins,  M.D.,  Johnson  City, 
President 

J.  E.  Whiteleather,  M.D.,  Memphis,  Vice- 
President 

J.  Marsh  Frere,  M.D.,  Chattanooga,  Secre- 
tary-Treasurer 

-K 

Tennessee  Diabetes  Association 
Monday,  April  7,  1942 

Tennessee  Room,  Farragut  Hotel 
Knoxville 

Does  Diet  Influence  the  Development  of  Dia- 
betes?— Personal  Observations  in  Africa 
Phil  B.  Bleeker,  M.D.,  Memphis 
Glucose  Administration  in  the  Management 
of  Diabetic  Coma 

Charles  Sienknecht,  M.D.,  Knoxville 

Pregnancy  in  the  Diabetic 

Albert  Weinstein,  M.D.,  Nashville 
Margaret  Veller,  M.D.,  Nashville 

Insulin  Mixtures 

Julian  Lentz,  M.D.,  Maryville 

Theoretical  Considerations  Concerning  the 
Etiology  of  Diabetes  Mellitus 

Philip  K.  Bondy,  M.D.,  Emory  University, 
Atlanta 

Evening  Session 
Annual  Dinner,  6:30  P.M. 

Guest  Speaker — Philip  K.  Bondy,  M.D. 
Subject:  Treatment  of  Diabetic  Acidosis 

Election  of  Officers: 

President — William  C.  Crowder,  M.D., 
Maryville 

Vice-President  — C 1 e o W.  Stephenson, 
M.D.,  Memphis 

Secretary-Treasurer  — Albert  Weinstein, 
M.D.,  Nashville 


Tennessee  Academy  of  Ophthalmology 
and  Otolaryngology 

Knoxville,  April  7,  1952 
Andrew  Johnson  Hotel 

Registration:  8:00  A.M. 

President:  Dr.  C.  Fowler  Hollabaugh 
Nashville,  Tennessee 
Vice-President:  Dr.  R.  Graham  Fish 
Paris,  Tennessee 

Secretary-Treasurer:  Dr.  Roland  H.  Myers 
Memphis,  Tennessee 

Program — Rose  Room 

9:00  a.m.  Retrolental  Fibroplasia 

Dr.  Robert  S.  Leach  and  Dr.  Jack 
Chesney,  Knoxville 

Discussor:  Dr.  John  L.  Mont- 
gomery, Knoxville 

9:45  a.m.  New  and  Simplified  Method  of 
Treating  Facial  Fractures 

Dr.  McCarthy  DeMere,  Memphis 
Discussors:  Dr.  Harold  Alper, 
Chattanooga 

Dr.  Joseph  A.  Buchignani, 
Memphis 

10:30  a.m.  Histoplasmosis 

Dr.  Wesley  W.  Wilkerson,  Jr., 
Nashville 

Discussors:  Dr.  Charles  D. 

Blassingame,  Memphis 

Dr.  Olan  E.  Ballou,  Knoxville 

11:15  a.m.  Argyrosis  of  Cornea  (Case  Re- 
port) 

Dr.  James  W.  Wilkes,  Resident 
in  Ophthalmology,  Memphis 
EENT  Hospital 

Discussors:  Dr.  Phil  M.  Lewis, 
Memphis 

Dr.  J.  Wesley  McKinney,  Mem- 
phis 

11:40  a.m.  Abscess  of  Cervical  Vertebrae 
(Case  Report) 

Dr.  Charles  D.  Blassingame, 
Memphis 

Discussors:  Dr.  Edwin  W. 
Cocke,  Memphis 
Dr.  Stewart  Lawwill,  Chatta- 
nooga 
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Luncheon — 12:00  P.M. — Blue  Room 

Knoxville  Society — Host 

Afternoon  Program 

1:30  p.m.  Bilateral  Occipital  Lobe  Infarc- 
tion Simulating  Retrobulbar  Op- 
tic Neuritis:  Report  of  Case  Ter- 
minating Fatally  While  Using 
ACTH 

Dr.  G.  Allen  Lawrence,  Nash- 
ville 

Discussors:  Dr.  John  M.  Wilson, 
Johnson  City 

Dr.  Henry  C.  Smith,  Nashville 

2:15  p.m.  Salivary  Gland  Tumors  as  a Diag- 
nostic Problem 

Dr.  Edwin  W.  Cocke,  Memphis 
Discussors:  Dr.  James  Prose, 
Dr.  Ralph  R.  Braund,  Memphis 

3:00  p.m.  A Case  of  Pulsion  Diverticulum 
of  Upper  Esophagus 

Dr.  Lamar  L.  Knight,  Knoxville 
Discussors:  Dr.  William  Ken- 
non,  Nashville 

Dr.  J.  Mac  Sams,  Johnson  City 

3:30  p.m.  An  Eye  Case  Report:  Intra-Orbi- 
tal Tumor 

Dr.  Leon  C.  Hoskins,  Knoxville 
Discussors:  Dr.  I.  L.  Arnold, 
Chattanooga 

Dr.  Kate  Zerfoss,  Nashville 
4:00  p.m.  Business  Session 
5:00  p.m.  Cocktail  Party,  Andrew  Johnson 
Hotel,  following  the  business 
meeting 

Knoxville  Society,  Host 

6:00  p.m.  Dinner,  Hotel  Andrew  Johnson, 
Dutch,  Following  Cocktail  Party 
Roland  H.  Myers,  M.D.,  Sec.-Treas. 
State  Academy  of  Ophthalmology  and 
Otolaryngology 

★ 

Tennessee  Pediatric  Society 
April  7,  1952 
Farragut  Hotel,  Knoxville 
Clinical  Program 

1.  Eight  interesting  case  reports  by  region- 
al members 


2.  Guest  speakers: 

The  Uses  and  Abuses  of  Chemotherapy 

Dr.  Francis  Schwentker,  Professor  of 
Pediatrics,  Johns  Hopkins  Medical 
School,  Baltimore,  Maryland 

The  Prevention  and  Management  of  Tet- 
anus 

Dr.  Gilbert  Forbes,  Professor  of  Pedi- 
atrics, Southwestern  Medical  School  of 
the  University  of  Texas,  Dallas,  Texas 

Social  Program 

1.  Sunday  Night,  April  6,  1952 

Cocktails  and  Buffet  Supper — Courtesy 
local  Pediatricians 

2.  Monday  Night,  April  7,  1952 
Cocktails  and  Banquet 

3.  Special  Program  for  the  ladies  all  day 
Monday 

Oliver  W.  Hill,  M.D.,  Sec.  and  Treas. 
4807  Newcom  Avenue 
Knoxville,  Tennessee 

* 

Woman's  Auxiliary  to  the  Tennessee  State 
Medical  Association 

April  7,  8,  9,  1952 
Knoxville 

Headquarters  for  the  Auxiliary  will  be 
the  Farragut  Hotel.  Registration  will  begin 
Monday  at  10:00  a.m.  in  the  lobby  of  the 
Farragut  and  will  continue  through  Tuesday 
morning  from  8:00  to  11:00  a.m. 

The  preconvention  Board  meeting  and  din- 
ner are  scheduled  for  Monday  night  at  7:00 
p.m.  in  the  Skyline  Room. 

The  general  meeting  will  be  held  Tuesday, 
April  8,  at  9:00  a.m.  in  the  Oak  Room  of  the 
Farragut. 

The  annual  luncheon  will  be  held  at  the 
Holston  Hills  Country  Club  on  Tuesday, 
April  8,  at  1:00  p.m. 
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The  time  and  place  of  the  post-convention 
Board  meeting  will  be  announced  during  the 
sessions. 

* 

Other  Groups  and  Organizations  Meeting 
Concurrently  with  State  Association,  Knox- 
ville, April  7,  8,  9,  1952 
The  Public  Health  Council 
The  Postgraduate  Committee 
Organizational  Meeting  for  Tennessee  Chapter  of 
American  College  of  Surgeons 
The  Board  of  Trustees,  Tennessee  State  Medical 
Association 

* 

Obion  and  Dyer-Lake-Crockett  Societies 

Obion  County  Medical  Society  and  Dyer- 
Lake-Crockett  County  Medical  Societies  met 
in  joint  session  in  Dyersburg  on  February 
6.  Dr.  Jack  R.  Holifield  of  Tiptonville,  1952 
president  of  the  Dyer-Lake-Crockett  Soci- 
ety, presided  at  the  dinner  meeting.  Dr. 
W.  C.  Colbert  of  Memphis  presented  a paper 
on  “Internal  Medicine,”  and  Dr.  W.  T. 
Black,  also  of  Memphis,  discussed  “Endo- 
metriosis.” 

* 

Roane  County  Medical  Society 

Dr.  H.  Stratton  Jones  of  Harriman  was 
elected  president  of  the  Roane  County  Medi- 
cal Society  last  month.  Other  officers  are 
Dr.  Dexter  Davis,  Oak  Ridge,  vice-presi- 
dent, and  Dr.  William  P.  Hardy,  Oak  Ridge, 
secretary-treasurer.  Delegates  to  the  Ten- 
nessee State  Medical  Association  are  Dr. 
Dana  Nance,  Oak  Ridge,  and  Dr.  T.  L. 
Bowman,  Harriman,  alternate. 

* 

Lawrence  County  Medical  Society 

At  a meeting  of  the  Lawrence  County 
Medical  Society  on  January  22,  officers  for 
1952  were  elected.  Dr.  Malcolm  H.  Weath- 
ers of  Loretto  was  elected  president,  Dr. 
Thomas  J.  Stockard,  Lawrenceburg,  vice- 
president,  and  Dr.  Villard  Parrish,  of  Lo- 
retto, secretary. 


Blount  County  Medical  Society 

Physicians  in  Blount  County  are  members 
of  a doctor  exchange  which  was  recently  set 
up  to  enable  citizens  to  get  in  touch  with 
their  doctor  more  readily. 

* 

Nashville  Academy  of  Medicine 

At  the  meeting  of  January  22  the  follow- 
ing program,  “Newer  Aspects  of  the  Man- 
agement of  Hypertension,”  was  presented 
by  members  of  the  Nashville  Society  for  In- 
ternal Medicine,  Dr.  J.  Owsley  Manier  pre- 
siding:— “Chemotherapeutic  Agents”  by 
Dr.  Samuel  Riven,  “Current  Status  of  Sym- 
pathectomy” by  Dr.  Cully  Cobb  and  “The 
Effect  of  Adrenolectomv  in  Hypertension” 
by  Dr.  Ross  Kory. 

The  February  5 meeting  was  presented 
by  the  Obstetricians  and  Gynecologists  and 
presided  over  by  Dr.  Sam  Cowan,  Jr.: — 
“Common  Gynecological  Problems  in  Pedi- 
atrics” by  Dr.  Roy  Parker,  “Diabetes  in 
Pregnancy”  by  Dr.  Albert  Weinstein,  “Re- 
view of  Cesarean  Sections  in  Nashville”  by 
Dr.  Robert  Patterson  and  “Menorrhagia”  by 
Dr.  Thomas  Warder. 

On  February  19  the  Academy  had  a din- 
ner in  the  Vanderbilt  University  Hospital 
Cafeteria  and  heard  case  presentations  and 
discussions  on  the  following  subjects: — 
“Renal  Infections”  by  Doctors  Joe  Stray- 
horn  and  C.  E.  Haines,  “Cardiac  Surgery” 
by  Dr.  William  Scott  and  “Chest  Infections 
Resistant  to  Antibiotics”  by  Dr.  E.  B.  An- 
derson. 

The  Academy’s  Board  of  Directors  has 
unanimously  endorsed  a proposal  of  the  city 
of  Nashville  to  provide  sewage  disposal  fa- 
cilities for  the  capital  city.  In  the  directors’ 
resolution  it  was  stated  that  “Adequate 
sewerage  is  the  number  one  public  health 
problem  in  the  community.”  The  resolution 
committed  the  organization  to  “use  every 
means  at  our  command  to  promote  and 
bring  the  project  of  adequate  sewerage  in 
our  community  to  a successful  realization.” 

Members  of  the  Academy  receive  a regu- 
lar newsletter  from  the  Executive  Secre- 
tary’s office.  The  letter  dated  February  27, 
in  a section  entitled,  “Report  to  the  Mem- 
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bership,”  listed  twenty  Academy  projects 
and  activities  which  were  undertaken  and 
completed  during  1951.  This  record  of 
achievement  is  an  enviable  one  and  indi- 
cates the  wide  range  of  professional,  public 
service,  and  public  relations  activities  which 
a medical  society  of  this  size  may  success- 
fully undertake.  Accomplishments  cited 
were : 

(1)  Expanded  Academy  headquarters  as  a medi- 
cal information  center  and  enlarged  the  Society’s 
contacts  with  business,  professional  and  civic  agen- 
cies to  promote  better  public  relations.  (3)  Held 
special  public  service  meetings  for  Academy  mem- 
bers, their  wives  and  other  related  groups.  (3) 
Hosted  physicians  attending  Tennessee  State  Med- 
ical Association  Convention.  (4)  Expanded  an 
actively  functioning  speakers  bureau.  (5)  Es- 
tablished personnel  placement  service  for  the  use 
of  Academy  members.  (6)  Published  and  dis- 
tributed in  Middle  Tennessee  the  Academy’s  1951- 
52  Program.  (7)  Sponsored  the  Fourth  Annual 
Postgraduate  Medical  Assembly.  (8)  Established 
the  Doctors  Call  Service  for  handling  physicians’ 
emergency  calls  under  Academy  direction.  (9) 
Adopted  and  put  into  operation  the  Medical  Press 
and  Radio  Publicity  Code.  (10)  Put  into  working 
form  the  Health  Service  Division  of  Civilian  De- 
fense. (11)  Established  a courting  membership 
covering  physicians  doing  postgraduate  work.  (12) 
Assisted  the  Visiting  Nurse  Service  in  getting  es- 
tablished. (13)  Compiled  a medical  survey  at  the 
request  of  the  Community  Services  Commission. 
(14)  Conducted  essay  contests  in  Davidson  County 
Schools.  (15)  Completed  putting  into  operation  the 
public  service  program  adopted  by  the  Academy. 
(16)  Participated  in  Business-Education  Day  for 
city  and  county  school  teachers.  (17)  Sponsored 
medical  exhibit  at  state  fair  and  distributed  over 
twenty  thousand  pieces  of  medical  literature.  (18) 
Consolidated  and  streamlined  the  administrative 
affairs  of  the  Academy  into  better  working  order. 

(19)  Endorsed  fluoridation  of  public  water  supply. 

(20)  Participated  actively  in  civic  campaigns  for 
the  Community  Chest,  Red  Cross,  and  the  Middle 
Tennessee  Heart  Association. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  was  addressed  recently  by 
Dr.  Tinsley  Harrison  of  Birmingham,  Ala- 
bama, and  by  Dr.  Augustus  McCravey  and 
Mr.  Ben  Harris  of  the  Tennessee  Hospital 
Service  Association.  Mr.  Harris  discussed 
professional  relations  between  Blue  Cross 
and  members  of  the  medical  profession. 

The  Society  effectively  stopped  a bogus 


telephone  “survey  of  sex  habits’  last  month 
by  stating  publicly  that  the  survey  had  no 
sanction  whatever  from  the  Society.  The 
caller  had  represented  himself  as  a re- 
searcher from  the  University  of  Illinois  and 
claimed  during  the  telephone  interview  that 
he  was  working  in  Chattanooga  with  the 
approval  and  endorsement  of  the  Society. 
The  Society’s  attention  was  called  to  the 
matter  when  several  local  physicians  report- 
ed that  their  patients  had  inquired  of  them 
about  the  “survey.” 

* 

Montgomery  County  Medical  Society 

The  Society  ran  the  following  paid  adver- 
tisement in  the  Clarksville  Leaf -Chronicle 
last  month : 

Help  Your  Doctor  to  Help  You 

The  following  list  of  suggestions  is  being  pub- 
lished as  a public  service  by  the  Montgomery  Coun- 
ty Medical  Society  in  order  (1)  to  facilitate  your 
obtaining  medical  care  and  (2)  to  make  your  phy- 
sician’s time  better  available  to  both  his  patients 
and  himself. 

By  helping  the  physicians  to  use  their  working 
time  more  efficiently,  patients  can  be  seen  more 
promptly  and  more  patients  can  be  cared  for. 

(1)  Whenever  possible,  place  your  calls  early  in 
the  day  before  office  hours  begin. 

(2)  Give  all  essential  information  about  your 
case  when  you  call. 

(3)  Except  in  cases  of  EMERGENCY,  please  do 
not  call  on  Thursday  and  Sunday  afternoons  or  holi- 
days. 

(4)  For  EMERGENCY  cases,  requiring  hospi- 
tal treatment,  on  these  days,  if  your  regidar  physi- 
cian cannot  be  reached,  a doctor  is  on  call  at  the 
hospital. 

(5)  In  case  of  serious  injuries  or  accident,  notify 
your  regidar  physician  and  take  patient  to  the  hos- 
pital. 

(6)  Consult  the  yellow  section  of  your  phone 
book,  where  office,  residence  and  alternate  phone 
numbers  are  listed,  if  in  doubt  as  to  hoiv  to  reach 
your  physician. 

(7)  Whenever  possible,  see  your  physician  at  his 
office,  rather  than  calling  him  to  your  home. 

(8)  Do  not  place  calls  with  several  physicians  at 
once. 

(9)  A Doctor's  Telephone  Exchange  is  now  in 
operation,  to  enable  you  to  locate  your  physician 
when  unable  to  reach  him  at  home.  This  phone 
number  is  7388. 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Dr.  M.  L.  Shelby,  a former  president  of 
the  Society,  said  that  the  procedures  set  out 
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above  would  go  a long  way  in  helping  physi- 
cians render  better  service  to  their  patients. 

* 

Consolidated  Medical  Assembly  of  West 
Tennessee 

The  February  5 meeting  of  the  Society 
was  held  in  the  New  Southern  Hotel.  Sig- 
nificant actions  taken  included  the  appoint- 
ment of  Dr.  John  C.  Pearce  as  Chairman 
of  a committee  to  select  the  Assembly’s  can- 
didate for  the  Outstanding  General  Practi- 
tioner Award  to  be  conferred  at  the  State 
Meeting  in  April.  Dr.  G.  H.  Berryhill  dis- 
■ussed  the  need  for  a local  speech  and  hear- 
ng  center  in  Jackson  as  a division  of  the 
Tennessee  Speech  and  Hearing  Center  with 
headquarters  in  Nashville.  The  Society 
voted  to  approve  the  establishment  of  the 
local  center. 

Dr.  John  R.  Thompson,  Jr.,  reported  that 
representatives  of  the  Assembly,  along  with 
physicians  from  Obion  and  Dyer  Counties, 
had  sponsored  a recent  meeting  attended  by 
hospital  administrators,  civic  leaders,  and 
physicians  to  hear  Dr.  H.  H.  Shoulders, 
Chairman  of  the  State  Association’s  Com- 
mittee on  Veterans  Affairs,  discuss  the  Ten- 
nessee proposal  related  to  the  VA's  hospital 
and  medical  care  program.  Those  attend- 
ing endorsed  the  proposal  and  agreed  to 
work  for  its  successful  culmination  by  se- 
curing support  in  local  communities.  The 
Society  also  established  a Grievance  Com- 
mittee. 

The  scientific  program  consisted  of  a pa- 
per on  “Fibrocystic  Disease”  by  Dr.  Fontain 
S.  Hill  of  Memphis  and  a second  paper, 
“Management  of  the  Second  Stage  of  Labor 
and  Its  Complications,”  by  Dr.  Henry  B. 
Turner,  also  of  Memphis. 

Since  the  State  Association  has  received 
many  inquiries  from  local  societies  about 
the  procedure  for  setting  up  grievance  com- 
mittees, the  Assembly’ s by-law  amendment 
creating  its  Grievance  Committee  and  set- 
ting out  its  functions  and  duties  is  pub- 
lished verbatim,  hoping  that  it  may  serve  as 
a model  for  other  societies: 

“BE  IT  RESOLVED — that  the  by-laws  of  the 
Consolidated  Medical  Assembly  of  West  Tennessee 


be  amended  and  supplemented,  so  as  to  provide  for 
a Grievance  Committee,  to  be  selected,  the  duties 
thereof,  and  the  terms  of  office  of  the  respective 
members  thereof,  to  be  as  follows: 

“CHAPTER  IV 
SECTION  V 

“That  a Grievance  Committee  composed  of  three 
members  be  established  as  a permanent  Standing 
Committee,  for  the  purpose  of  reception  and  ad- 
judication of  grievances  between  the  public  and 
members  of  the  Society,  and  between  individual 
members  of  the  Society. 

“The  Committee  shall  be  composed  of  three  mem- 
bers who  shall  be  the  last  three  past  presidents 
of  the  Society,  the  senior  past  president  serving  as 
chairman.  The  first  Committee  shall  be  the  three 
immediate  past  presidents  of  the  Society,  and  the 
senior  past  president  of  the  first  Committee  shall 
serve  until  the  next  annual  election  and  qualifica- 
tion of  the  succeeding  president:  that  the  past 
president  whose  term  of  office  expii’es  next  to  the 
senior  past  president  shall  serve  on  the  first  Com- 
mittee, until  the  second  annual  election  hereafter, 
and  that  the  immediate  past  president  shall  serve 
on  the  first  Committee  until  the  third  annual  elec- 
tion hereafter;  thereafter  the  terms  of  office  of 
each  member  of  the  Committee  shall  be  for  three 
years  each,  as  from  the  date  of  their  appointment 
to  the  Committee. 

“In  the  event  of  a vacancy,  the  Acting  President 
of  the  Consolidated  Medical  Assembly  shall  fill  the 
vacancy  by  appointment  from  among  the  members 
of  the  Society,  to  serve  until  the  next  ensuing  an- 
nual election. 

“All  grievance  matters  coming  before  the  Com- 
mittee shall  be  considered  and  determined  by  the 
full  Committee,  and  the  Committee  shall  refer  its 
full  report  and  recommendation  to  the  Officers  of 
the  Society  and  furnish  a copy  to  the  Grievance 
Committee  of  the  Tennessee  State  Medical  Associa- 
tion.” 

Adopted  February  5,  1952. 

* 

Knoxville  Academy  of  Medicine 

At  the  February  5 meeting  of  the  Acad- 
emy Dr.  W.  Forrest  Powell  read  a paper  on 
“Operative  Course  of  Digitalized  Surgical 
Patients.”  At  the  February  19  meeting  a 
colored  film  prepared  by  Dr.  Glenn  Potter 
of  Los  Angeles  was  shown.  This  was  a 
film  on  anesthesiology  and  its  relationship 
to  surgery  of  the  brain,  nose  and  throat. 

Dr.  R.  H.  Monger,  Secretary,  reported 
that  as  of  this  date  120  members  had  paid 
their  $10.00  voluntary  contribution  to  de- 
fray the  expenses  of  the  Academy’s  role  as 
the  host  society  to  the  Tennessee  State  Med- 
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leal  Association’s  meeting  in  Knoxville  April 
7-9,  1952. 

* 

Hamblen  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  on  February  19  with  Dr.  Herschell 
Penn  of  Knoxville  delivering  a lecture  and 
demonstration  on  the  use  of  the  intrame- 
dullary pins  in  the  reduction  and  fixation 
of  certain  types  of  bone  fracture. 

The  Society  has  appointed  an  Advisory 
Committee  which  will  offer  to  the  Morris- 
town-Hamblen  Hospital  Association  coop- 
eration, consultation  and  advice  in  the  con- 
struction and  maintaining  of  a general  hos- 
pital in  Morristown.  Dr.  Sullenberger  is 
Committee  Chairman ; the  other  members 
are  Doctors  R.  A.  Purvis,  James  W.  Davis 
and  Y.  A.  Jackson. 

The  Society  also  elected  a Grievance  Com- 
mittee. A newspaper  article  stated  that  the 
purpose  of  this  Committee  is  to  hear  and  act 
upon  any  grievance  brought  by  any  person 
against  any  member  of  the  local  Medical 
Society.  It  also  is  to  draft  a schedule  of 
fees  by  which  the  members  of  this  Society 
will  abide. 

A committee  was  also  named  to  promote 
the  Society’s  candidate  for  the  Outstanding 
General  Practitioner  Award  to  be  conferred 
by  the  State  Medical  Association  in  Knox- 
ville at  the  April  meeting. 
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Hospitalization  for  1951 

In  its  report  to  Congress  the  Veterans 
Administration  reported,  for  the  fiscal  year 
1951,  the  following  data  concerning  hospi- 
talization : 


Veterans  Administration 

Dr.  E.  H.  Cushing,  Assistant  Chief  Medi- 
cal Director  for  Research,  has  resigned, 
apparently  because  of  differences  with  the 
Department  of  Medicine  and  Surgery  of  the 
Veterans  Administration. 

34- 

Draft  of  Doctors 

The  pool  of  Priority  I reserves  is  almost 
exhausted.  Unless  the  group  of  physically 
fit,  non-essential  1,000  or  so  left  in  this  cate- 
gory do  not  join  the  reserves,  the  Draft  Law 
of  the  Eighty-First  Congress  will  need  to 
be  invoked  by  about  April.  The  Defense 
Department  has  asked  Selective  Service  for 
335  dentists  during  April  on  a similar  basis. 


University  of  Tennessee  College  of 
Medicine 


A quarter  century  of  growth  has  shown 
an  increase  in  medical  students  from  393 
to  1,756  in  1950,  a gain  of  346.8  per  cent. 

Twenty-five  years  ago  the  Medical  Units 
had  23  full-time  members  on  the  teaching 
staff  and  160  part-time  personnel.  In  1950 
there  were  67  full-time  and  312  part-time 
instructors.  Most  of  the  part-time  teaching 
is  done  by  Memphis  physicians  who  donate 
their  services  in  bedside  teaching  on  pa- 
tients in  John  Gaston  Jlospital. 

The  number  of  patients  visiting  the  Out- 
Patient  Department  of  John  Gaston  Hospi- 
tal was  34,414  in  1950  as  compared  to  18,504 
in  1925.  The  old  General  Hospital  in  1925 
had  only  287  beds  as  against  566  for  John 
Gaston  Hospital.  The  number  of  babies 
born  at  the  hospital  also  has  taken  a leap. 
Twenty-five  years  ago  there  were  only  623 
births,  while  in  1950  there  were  4,029. 

During  the  twenty-five-vear  period,  the 


Illness 

Service 

Connected 

Non-Service 

Connected 

Average  Stay 
Calendar  1950 

Cost  per  Patient  per  Day 
Increase 
Over  1950 

All  patients 

35.0% 

65.0% 

60.8  days 

$11.66 

7.0% 

TB 

41.5% 

58.5% 

205.8  days 

13.82 

1.5% 

Psychosis 

51.0% 

49.0% 

482.1  days 

7.22 

4.5% 

Other  NP 

24.5% 

75.5% 

60.3  days 

7.22 

4.5% 

■General  M&S 

12.2% 

87.8% 

30.8  days 

16.47 

9.2% 
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number  of  volumes  in  the  library  has  in- 
creased from  5,000  to  40,504.  The  number 
of  buildings  has  grown  from  four  to  fifteen. 

* 

Postgraduate  Circuit  News 

By  the  time  this  is  in  print,  the  third 
circuit  in  Medicine,  offered  by  Dr.  John  F. 
Dee,  will  be  finished  in  the  centers  of  Shel- 
byville,  Winchester,  Lebanon,  Murfrees- 
boro and  Meharry  Medical  College.  The 
district  has  102  doctors  taking  the  course. 
Dr.  Dee  states  that  the  free  and  private 
consultations  have  really  kept  him  busy. 

Scores  of  physicians  have  written, 
through  the  questionnaires  following  the 
close  of  the  courses  in  the  districts,  insisting 
that  the  Committee  repeat  the  program  and 
most  of  the  past  subjects  that  have  been  of- 
fered. Many  argue  that  the  numerous 
changes  affecting  all  branches,  such  as  ob- 
stetrics, pediatrics,  gynecology,  etc.,  have 
been  affected  by  antibiotic  drug  therapy  and 
other  new  developments  in  diagnosis  and 
treatment. 

There  are  also  some  six  hundred  physi- 
cians in  practice  in  Tennessee  since  World 
War  II  who  were  not  in  practice  when  the 
previous  courses  were  offered.  Many  doc- 
tors frankly  tell  us  they  make  their  vacation 
plans  to  avoid  the  necessity  of  absence  when 
these  courses  are  scheduled  in  their  commu- 
nities. Still  others  declare  they  cannot  get 
away  or  leave  their  practice  for  extensive 
courses  or  trips  to  medical  meetings  other 
than  in  their  own  county. 

The  next  circuit,  number  four,  will  open 
the  week  of  March  31  in  the  centers  of 
Kingsport,  Bristol,  Johnson  City,  Greene- 
ville  and  Elizabethton.  Dr.  Dee  will  recess 
instruction  during  the  week  of  the  State 
Medical  Association  meeting,  where  Dr.  Dee 
will  be  one  of  the  speakers.  Registrations 
are  already  coming  in  for  circuit  four.  Mr. 
George  Cummings,  the  new  Field  Director, 
will  visit  the  territory  immediately  to  com- 
plete registrations  by  solicitation  and  make 
final  arrangements  for  the  meetings. 

The  exhibit  this  year  at  the  State  meet- 


ing will  be  an  electrical  design  by  Mr.  Cum- 
mings and  all  should  see  it  in  the  Postgrad- 
uate booth. 


Dr.  Jesse  C.  Hill.  Knoxville,  holds  many 
enviable  records  of  faithful  attendance  and 
loyalty  to  his  various  organizations.  He  has 
not  missed  a meeting  of  the  Knoxville  Acad- 
emy in  13  years;  has  missed  2 in  the  past  25 
years;  and  has  missed  only  6 in  the  past  36 
years.  During  this  period  he  served  as  Sec- 
retary of  the  Academy  for  23  years,  as  Presi- 
dent for  one  year,  and  on  the  Judicial  Coun- 
cil for  5 years,  for  a total  of  29  years  of 
elected  offices.  He  has  not  missed  a single 
staff  meeting  at  the  Knoxville  General  Hos- 
pital during  his  17  years  of  membership. 
He  has  a record  of  13  years  of  staff  attend- 
ance at  Fort  Sanders  without  an  absence,, 
and  during  14  years  of  staff  membership  at 
St.  Mary’s  Hospital  he  has  missed  only  6 
meetings. 

Dr.  J.  B.  Naive,  Medical  Director  of  the' 
Beverly  Hills  Sanitarium  and  President  of 
the  Knoxville  Academy  of  Medicine,  spoke 
to  the  Medical  Assistants’  Association  on 
February  4. 

Dr.  Robert  M.  Foote,  Director  of  the  Ten- 
nessee Department  of  Public  Health,  spoke 
at  East  Nashville  High  School  on  February 
18.  His  subject  was  “Mental  Health.” 

Dr.  John  H.  Burkhart  of  Knoxville  spoke 
to  the  Rotary  Club  February  5 on  the  sub- 
ject of  heart  diseases. 

Dr.  Richter  H.  Wiggall  spoke  on  diseases 
of  the  skin  before  a meeting  of  the  Society 
of  Medical  Technicians  on  February  13. 

Dr.  Pope  B.  Holliday,  Chattanooga  physi- 
cian, was  notified  last  month  that  he  has 
passed  the  American  Board  of  Pediatrics’ 
examination. 

Dr.  Alfred  D.  Mason,  Memphis  urolo- 
gist, is  the  new  president  of  the  medical  staff 
of  Methodist  Hospital.  He  succeeds  Dr.  Bat- 
tle Malone.  Dr.  Joseph  H.  Francis,  general 
surgeon,  was  elected  to  serve  his  fourth. term 
as  chief  of  staff.  Dr.  C.  Ferrell  Varner  was 
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re-elected  secretary.  New  members  of  the 
Executive  Committee  are  Dr.  James  M. 
Bethea  and  Dr.  Robin  F.  Mason. 

Dr.  Joe  Killebrew,  Chattanooga,  has  been 
urged  by  many  of  his  friends  to  make  the 
race  for  Congress  in  the  Third  Congressional 
District.  Dr.  Killebrew  said  that  much  of 
his  support  was  outside  the  medical  profes- 
sion. His  aggressive  compaigning  in  the 
Chattanooga  city  election  resulted  in  his  be- 
ing elected  to  the  Council  for  his  first  public 
office. 

Dr.  C.  E.  Perry,  McMinnville,  was  chosen 
“McMinnville’s  Young  Man  of  the  Year”  by 
the  Junior  Chamber  of  Commerce.  Inci- 
dentally, Dr.  Paul  H.  Goodman  received  the 
same  award  last  year.  The  reward  cited 
Dr.  Perry  for  “distinguished  service  to  the 
religious,  civic,  and  business  life  of  his  city.” 

Dr.  Lloyd  S.  Nease,  Newport,  was  named 
President-Elect  of  the  Mid-South  Postgrad- 
uate Medical  Assembly  in  Memphis  last 
month.  Dr.  Dewey  Peters  of  Knoxville  was 
elected  one  of  the  Regional  Vice-Presidents. 

Dr.  J.  C.  Lowe  of  Cleveland  addressed  the 
Woman’s  Club  of  his  city  last  month  on  the 
subject,  “Science  on  the  March.” 

Dr.  Paul  Wylie  of  Jackson  was  scheduled 
to  address  the  Jackson  Society  of  Medical 
and  X-Ray  Technicians  last  month  on  “New 
Techniques  in  Gallbladder  X-Ray.” 

Dr.  William  A.  Garrott,  Cleveland,  was 
named  Chairman  of  the  Medical  Advisory 
Committee  for  the  Bradley  County  Red 
Cross  Chapter’s  new  “Defense  Blood”  pro- 
gram. 
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REPORT  OF  NATIONAL  FALL 
CONFERENCE: 

I wish  that  every  doctor’s  wife  in  Ten- 
nessee might  have  attended  the  Fall  Con- 
ference of  National  Chairmen,  State  Presi- 
dents and  Presidents-elect,  held  November 
14th  and  15th  in  Chicago.  It  was  truly 
inspirational.  In  this  small  space,  I can 
only  touch  on  the  high  points  of  the  panel 
discussions,  and  I urge  you  to  read  more 


of  this  in  the  December  issue  of  our  Na- 
tional Bulletin.  I also  recommend  to  you 
and  your  husbands  the  talks  made  by  our 
conference  speakers — Congressman  Walter 
Judd,  M.D.,  and  Mr.  Edward  IT.  O’Connor. 
They  were  both  splendid  discourses  against 
the  welfare  state.  Mr.  O’Connor  cited  the 
fact  that  Atlee  admitted  only  one-third  of 
the  British  population  had  profited  from 
the  socialistic  system  and  reminded  us  that 
to  accomplish  this  the  strength  of  the  nation 
had  been  sacrificed.  Doctor  Judd  em- 
phasized the  thought  that  whenever  a nation 
or  a parent  does  for  its  people  or  its  children 
something  that  they  have  the  capacity  to 
do  for  themselves,  it  destroys  both  initiative 
and  incentive.  But  every  sentence  of  these 
messages  was  so  thought-provoking  that  I 
hope  not  one  of  you  fails  to  read  them  as 
they  are  published  in  the  Bulletin.  If  you 
aren’t  already  a subscriber,  won’t  you  give 
your  dollar  immediately  to  the  proper  per- 
son so  that  you  may  receive  the  next  issue? 
These  two  talks  alone  are  worth  many  times 
the  subscription  price. 

Our  National  organization  is  aiming  for 
10,000  new  members  this  year.  How  many 
of  these  can  be  found  in  your  community? 
With  another  election  year  ahead  we  need 
every  doctor’s  wife  to  be  informed  and  take 
her  place  in  shaping  the  future  destiny  of 
our  nation.  And  once  they  have  become 
members  of  our  organization,  it  is  our  duty 
to  make  them  see  how  important  their  mem- 
bership can  be.  As  was  mentioned  by  one 
of  our  National  Chairmen : “He  who  would 
kindle  a fire  in  others  must  himself  glow.” 

Our  panel  discussions  brought  out  that 
Program,  Public  Relations  and  Community 
Service  are  closely  related.  We  are  urged 
to  invite  representatives  from  other  organi- 
zations when  we  have  on  our  programs  a 
message  that  they  should  hear.  We  must 
be  active  in  any  voluntary  health  organiza- 
tions and  stimulate  interest  of  lay  people 
in  Health  Councils,  Community  Health 
Days,  and  Rural  Health  programs.  Through 
inter-group  relationships  we  can  multiply 
our  influence  many  times. 

Our  Civil  Defense  program  is  new,  but 
you  will  hear  much  of  it  during  the  next 
months.  Helping  in  the  Nurse  Recruitment 
Program  is  not  new  but  it  is  closely  related 
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with  Civil  Defense  and  is  more  vital  than 
ever  with  the  clangers  of  chemical  and  bio- 
logical warfare  increasing  each  day.  Our 
whole-hearted  support  of  and  cooperation 
with  the  Blood  Donor  program  is  another 
aim  worthy  of  our  most  earnest  efforts. 

I have  not  scratched  the  surface  of  the 
wealth  of  ideas  brought  out  by  leaders  from 
forty-seven  of  our  forty-eight  state  organi- 
zations, but  I do  hope  that  I have  aroused 
your  interest  so  that  you  will  read  the  more 
complete  details  in  your  National  Bulletin. 

— Mrs.  Lynch  D.  Bennett 


TRI  COUNTY  UPS  DUES  FOR 
NURSING  SCHOLARSHIP 

The  Tri  County  Auxiliary  has  increased 
. cs  annual  dues  from  $3.00  to  $5.00  to  pro- 
vide funds  to  finance  a scholarship  for  a 
nursing  student. 

Mrs.  Dillard  M.  Sholes  of  Elizabethton 
reports  that  the  Auxiliary  also  contributed 
to  the  fund  for  college  assistance  to  Altha 
Jane  Turner,  winner  of  last  year’s  Essay 
Contest. 

One  Committee  worked  hard  on  the  cur- 
rent essay  contest  in  schools  of  the  Tri 
County  area  and  another  plugged  for  in- 
creased subscriptions  to  the  Bulletin  and 
to  Today’s  Health. 

The  Auxiliary  conducted  some  interesting 
and  effective  monthly  programs,  including 
one  featuring  as  the  speaker  Mrs.  Bennett, 
State  Auxiliary  President. 


THREE  PROJECTS  FOR 
BLOUNT  AUXILIARY 

Mrs.  M.  A.  Carnes  reports  that  the  Blount 
'County  Auxiliary  has  pushed  three  projects : 

1.  Sponsorship  of  a scholarship  for  a 
nursing  school  student.  The  money  was 
earned  mainly  by  an  all  out  sales  campaign 
for  Today’s  Health.  Each  member  sub- 
scribed twice,  once  for  the  home  and  once 
for  the  doctor’s  office.  A free  subscription 
was  given  to  every  Blount  County  school 
which  had  bought  one.  Doctors  gave  a sub- 
scription to  each  P.-T.A.  president. 


2.  A “fish  pond”  is  furnished  each  year 
for  the  local  Hospital  Auxiliary  Bazaar. 

3.  The  Blount  Auxiliary  decorates  the 
holiday  trays  served  to  patients  in  the  Mary- 
ville Hospital. 


SOLID  PROJECTS  BY 
MEMPHIS  AUXILIARY 

A list  of  impressive  accomplishments  by 
the  Auxiliary  to  the  Memphis  and  Shelby 
County  Medical  Society  is  reported  here  by 
Mrs.  Charles  J.  Deere. 

The  November  meeting  each  year  is  an 
open  house  session  devoted  to  Public  Rela- 
tions. Presidents  or  representatives  of 
other  women’s  clubs  are  invited  to  this  meet- 
ing and  a speaker  is  chosen  for  appeal  to 
laymen. 

The  Auxiliary  has  a student  loan  fund 
held  in  trust  and  guaranteed  by  the  Trustees 
of  the  University  of  Tennessee.  Medical 
students  in  need  of  financial  aid  to  complete 
their  education  may  borrow  at  a low  interest 
rate. 

The  Auxiliary  was  instrumental  in  es- 
tablishing a practical  nursing  school.  Ap- 
plicants are  trained  six  months  in  the  school 
and  six  months  in  a hospital.  They  are  re- 
quired to  pay  only  $1.00  registration  fee 
and  supply  uniforms. 

The  Essay  Contest  was  pushed  con- 
sistently throughout  the  Memphis  and 
Shelby  School  system.  The  medical  society 
donated  cash  prizes  of  one  hundred  dollars, 
fifty  dollars  and  twenty-five  dollars. 

All  community  projects  dealing  with 
health  finds  the  Auxiliary  actively  partici- 
pating. Mrs.  Carrol  C.  Turner  planned  and 
conducted  a special  health  panel  meeting  of 
the  Memphis  Community  Council. 

The  Maternal  Welfare  League,  working 
to  reduce  the  maternal  death  rate,  is  actively 
supported  by  the  Auxiliary.  The  League 
last  year  placed  a blood  bank  refrigerator  in 
the  city  and  county  hospital  to  make  blood 
more  readily  available  to  the  delivery  room. 

Our  tuberculosis  chairman  provides  work- 
ers for  a Christmas  seal  sale  booth  during 
the  holiday  season.  We  also  are  active  in 
the  cancer  drive  each  year. 

Our  Christmas  project  was  providing 
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gifts  and  necessities  for  a family  of  six,  the 
children  ranging  from  19  months  to  15 
years.  Clothing  included  a suit  for  the 
father.  The  family  was  so  deserving  and 
appreciative  that  the  Auxiliary  has 
“adopted”  it  and  will  continue  help  through- 
out 1952. 

The  respective  chairmen  have  been  push- 
ing hard  for  increased  circulation  of  the 
Bulletin  and  Today’s  Health. 

The  December  meeting  featured  as  guest 
speaker  Mrs.  Lawrence  Megel  from  the 
Story  Tellers  League,  whose  selection  was 
“Lady,  You  Must  Be  Awful  Rich.” 

A Benevolent  Fund,  for  doctors  and  their 
families  in  emergencies  and  for  educational 
needs,  is  built  from  memorials  during  the 
year. 

Active  participation  in  Red  Cross  pro- 
jects and  in  the  Better  Films  Council  are 
two  other  Auxiliary  activities. 


KNOX  AUXILIARY 
IMPROVES  HOSPITAL 

The  Auxiliary  to  the  Knoxville  Academy 
of  Medicine  provides  drapes  for  wards  two 
and  three  in  General  Hospital  and  this 
prompted  the  city  to  order  a complete  new 
paint  job  for  the  institution. 

Mrs.  Joe  S.  Reynolds  reports  plans  to  add 
drapes  to  wards  four  and  five  this  year. 

In  December  a coffee  was  given  for  fresh- 
man nurses  in  General  Hospital. 

Sixty-seven  gowns  were  made  by  Auxil- 
iary members  for  children  patients  in  Gen- 
eral Hospital. 

A special  meeting  honoring  new  members 
provided  a 1952  send-off  in  January.  Mrs. 
Glenn  Grubb  was  Chairman  for  the  day, 
and  Mrs.  W.  W.  Potter  gave  an  interesting 
history  of  the  past  year’s  work. 

An  important  annual  project  is  “Com- 
munity Day”  which  brings  in  as  special 
guest  the  leaders  of  all  women’s  organiza- 
tions in  the  city.  There  is  evidence  that 
these  meetings  are  promoting  a better  un- 
derstanding between  the  laity  and  the  med- 
ical profession. 


GREENE  AUXILIARY 
AIDS  RED  CROSS 

The  Auxiliary  in  Greene  County  is  young 
in  years,  but  solid  in  service. 

Members  have  assisted  several  times  the 
work  of  the  bloodmobile  and  have  helped 
the  Red  Cross  training  school. 

Mrs.  Lynch  Bennett,  State  Auxiliary 
President,  spoke  to  the  November  meeting 
at  the  home  of  Mrs.  L.  E.  Dyer,  local  Presi- 
dent. 

A subscription  drive  was  conducted  for 
Today’s  Health,  and  Auxiliary  members 
have  given  assistance  to  the  local  Civil  De- 
fense Unit. 


NEW  FIVE  COUNTY 
AUXILIARY  BUSY 

The  Five  County  Auxiliary  has  concen- 
trated on  pertinent  and  effective  programs 
for  bi-monthly  meetings. 

Meeting  subjects  have  included  Public 
Service  and  Legislation  concerning  the 
health  and  welfare  of  the  people. 

Special  emphasis  has  been  placed  on  pro- 
motion of  the  Essay  Contest  throughout  the 
school  system  of  the  Five  County  territory. 
Mrs.  T.  M.  Crain  of  Monterey  reports  that 
the  Auxiliary  expects  to  lend  any  assistance 
needed  to  the  Five  County  Medical  Society. 


WEST  TENNESSEE 
AUXILIARY  REPORTS 

The  far-flung  (fifteen  county)  area  em- 
braced by  the  Woman’s  Auxiliary  to  the 
West  Tennessee  Consolidated  Assembly  has 
no  effect  on  the  excellent  attendance,  high 
moral  and  solid  accomplishments  of  this 
Auxiliary. 

Mrs.  G.  H.  Berryhill  of  Jackson  reports 
an  ever  increasing  membership  and  heavy 
attendance  for  this  Auxiliary. 

The  Auxiliary  is  financing  a nurse  now 
attending  Baptist  Hospital  Training  School 
in  Memphis.  She  replaced  another  student 
financed  through  training  school  by  the 
Auxiliary.  The  scholarship  is  an  outright 
gift,  not  a loan. 

The  March  meeting  will  be  devoted  to. 
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Public  Relations.  The  speaker  is  Ed  L. 
Bridges,  Public  Service  Director  of  the  Ten- 
nessee State  Medical  Association. 


FINE  RECORD  FOR 
CHATTANOOGA  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Chatta- 
nooga and  Hamilton  County  Medical  Society 
has  rendered  excellent  assistance  to  both  the 
public  and  the  medical  profession  during 
the  current  Auxiliary  year. 

A benefit  bridge  raised  enough  cash  for 
purchase  of  a two  hundred  fifty  dollar  in- 
cubator for  the  maternity  ward  of  Me- 
morial Hospital. 

The  Auxiliary  also  contributed  $50.00  for 
the  cerebral  palsy  school  fund  and  $30.00 
to  the  Altha  Jane  Turner  college  fund. 

A new  gas  stove  was  given  by  the  Auxil- 
iary to  the  Nurses  home  at  Erlanger  hos- 
pital. 

Last  calendar  year  35  members  worked 
a total  of  400  hours  in  the  medical  library 
of  the  Society.  This  year  this  project  is 
being  continued  and  doctors’  wives  are  staff- 
ing the  library  four  hours  daily,  five  days 
a week. 

A Speaker’s  Bureau  is  maintained  and 
the  Auxiliary  did  some  fine  promotional 
work  for  the  Essay  Contest. 

Arrangements  for  registration  and  for 
dinners  given  for  doctors’  secretaries  dur- 
ing a Public  Relations  Course  were  handled 
by  Mrs.  J.  Culpepper  Brooks,  Jr.,  Auxiliary 
President;  Mrs.  H.  D.  Hickey,  Mrs. 
Augustus  McCravev  and  Mrs.  Clarence 
Landham. 


NASHVILLE  AUXILIARY 
PLANS  OPEN  HOUSE 

A special  Open  House  meeting  with  wives 
of  laymen  the  honor  guests  was  held  on 
March  7.  Richland  Golf  Club,  by  the  Wom- 
an’s Auxiliary  to  the  Nashville  Academy  of 
Medicine  and  Davidson  County  Medical 
Society. 

Guest  speaker  was  Mrs.  Kris  Peterson, 
Administrative  Assistant,  Department  of 
Public  Relations,  American  Medical  As- 
sociation, Chicago.  Mrs.  Peterson  has  a 


solid  store  of  knowledge  of  the  contribu- 
tions made  by  women  to  American  medical 
care.  She  also  has  a special  know-how  in 
assisting  with  Woman’s  Auxiliary  projects 
throughout  the  country. 

The  11:30  A.M.  meeting  was  followed 
by  a Dutch  Luncheon  at  $1.75  a plate.  Those 
invited  included  representatives  of  every 
woman’s  organization  in  Nashville,  The 
Tennessee  State  Nurses  Association,  the 
Nashville  Dental  and  Drug  Auxiliaries,  of- 
ficials of  the  State  Auxiliary,  and  doctors’ 
wives  from  a large  area  of  the  state. 

The  Nashville  Auxiliary  this  year  con- 
centrated on  programs  pertinent  to  the 
various  facets  of  medical  care. 

One  meeting  brought  in  a special  speaker 
on  Civil  Defense.  The  Auxiliary  has  a Civil 
Defense  Chairman,  Mrs.  Clarence  S. 
Thomas. 

A team  of  physicians’  wives  distributed 
plastic  hearts  for  coin  collection  during  the 
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campaign  fund  drive  of  the  Middle  Tennes- 
see Heart  Association. 

Auxiliary  members  sew  and  roll  bandages 
once  each  week  in  General  Hospital. 

A magazine  cart  for  hospital  patients  is 
circulated  among  the  wards  in  the  Nashville 
hospitals. 

The  Auxiliary  entertains  husbands  at  a 
party  in  February  and  a picnic  in  June. 


The  Life  of  Peter  Fayssoux  of  Charleston, 
South  Carolina,  by  Chalmers  G.  Davidson, 
Columbia,  S.  C.,  1950.  Published  by  I he 
Medical  Association  of  South  Carolina, 
150  pages. 

This  is  a delightful  little  biography  of  a 
Charlestonian  physician  who  lived  from 
1745-1795.  He  came  from  a Huguenot  fam- 
ily which  had  migrated  to  South  Carolina. 
Peter  Fayssoux’s  father  was  a baker  who 
lived  comfortably  and  sent  his  son  to  study 
“Physic”  in  Edinburgh  University.  A class- 
mate was  Benjamin  Rush,  later  to  be  the 
outstanding  American  physician  of  his  time 
in  Philadelphia.  These  two  Americans  be- 
came good  friends  and,  as  the  biography 
shows,  carried  on  correspondence  all  during 
the  remainder  of  Fayssoux’s  life. 

Fayssoux’s  experiences  as  a doctor  with 
the  Continental  Army  during  the  Revolu- 


tionary War,  for  a time  a captive  of  the 
British,  led  him  to  be  an  ardent  patriot  and 
inspired  a hatred  for  the  enemy.  The  side- 
lights on  medical  practice  and  descriptions 
of  epidemics  are  most  interesting. 

After  the  Revolution  Fayssoux  gave 
much  time  and  energy  as  a public-minded 
citizen  taking  part  in  the  state  legislative 
body  and  the  South  Carolina  Convention  to 
ratify  the  Constitution  of  the  United  States. 
He  was  opposed  to  the  federalist  type  of 
instrument  wishing  more  checks,  balances 
and  state’s  rights.  However,  after  defeat 
he  devoted  his  energies  to  accomplish  soli- 
darity among  Carolinians  for  the  Constitu- 
tion. 

He  at  his  death  was  the  outstanding  phy- 
sician of  Charleston.  He  was  president  for 
the  first  three  terms  of  the  local  medical 
society  which  he  and  a few  friends  organ- 
ized in  1789.  He,  then,  with  this  group  set 
up  the  first  free  “Dispensary”  in  Charleston 
for  the  poor. 

Anyone  interested  in  the  life  of  a patri- 
otic, broad-minded  doctor  in  Charleston, 
South  Carolina,  in  the  days  before,  during 
and  after  the  American  Revolution  will  find 
this  little  book  both  entertaining  and  infor- 
mative. 

R.  H.  K. 

* 

First  Annual  Report  on  Stress,  by  Hans 

Selye,  M.D.,  Montreal.  Acta,  Inc.,  1951. 

511  pages.  Price  $10.00. 

Selye,  the  exponent  of  the  concept  of 
physiologic  and  pathologic  changes  in  the 
living  organism  upon  exposure  to  stress,  has 
published  this  volume  as  a supplement  to  his 
work  “Stress.”  As  such  it  represents  a 
most  complete  and  detailed  review  of  the 
literature  which  bears  upon  the  subject. 
Naturally,  with  the  rapidly  accumulating 
writings  on  ACTH  and  cortisone,  this  rep- 
resents a wide  survey. 

He  reviews  the  pros  and  cons  of  the  stress 
concept  and  with  this  the  stressor  agents 
and  the  adaptive  hormones,  ACTH  and  cor- 
tisone. The  second  part  of  the  book  reviews 
the  physiology  and  pathology  of  stress  with 
consideration  of  the  metabolism  of  glucose, 
lipids,  nitrogen  and  electrolytes.  This  sec- 
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tion  also  covers  the  pathologic  changes  oc- 
curring in  the  endocrine  glands  during 
stress.  This  leads  into  a review  of  what  is 
being  learned  in  the  “adaptation  diseases” 
of  the  skeletal,  hemapoietic  cardiovascular, 
respiratory,  nervous,  gastrointestinal,  cu- 
taneous and  reticulo-endothelial  systems. 
Here  of  course  are  included  the  allergies, 
collagen  diseases  and  many  others. 

For  the  student  of  these  many  diseases, 
the  relationship  to  cortisone  and  ACTH,  the 
experimental  as  well  as  the  practical,  this 
volume  is  a storehouse  of  reference  mate- 
rial. As  indicated  before,  the  bibliographic 
references  are  detailed  and  complete.  Many 
charts  and  other  illustrations  are  included. 
The  main  objection  to  the  composition  is  the 
extensive  use  of  abbreviations  which  neces- 
sitate constant  reference  to  the  glossary  and 
interferes,  at  least  for  the  reviewer,  with 
the  train  of  thought. 

The  author,  in  his  concept,  makes  the 
clinician  think  of  disease  in  new  light. 

R.  H.  K. 


“Locum  tenens  wanted.  Twenty-eight-year-old 
graduate  of  the  University  of  Tennessee,  now  fin- 
ishing first  year  of  surgical  residency  desires  tem- 
porary position  from  April  1 to  July  1.  Trained  in 
surgery  and  anesthesia.  Would  like  to  earn  enough 
to  continue  residency.  Has  car  and  Tennessee  li- 
cense. Will  travel.” 


A physician  desiring  a location  in  Tennessee 
writes  as  follows: 

“I  am  31,  married,  with  three  children,  a native 
of  Kentucky  even  though  born  in  Chattanooga,  and 
had  41  months  of  service  in  the  Marine  Air  Corps 
during  World  War  II.  I graduated  from  Washing- 
ton University  in  St.  Louis  in  1950  and  served  a ro- 
tating internship  at  St.  Louis  City  Hospital  from 
July  1,  1950,  to  July  1,  1951.  At  present  I am  tak- 
ing a rotating  residency  at  the  charity  hospital  here 
in  Monroe,  Louisiana.  The  training  here  has  a very 
large  surgical  component.  My  year  here  will  be 
up  June  30  and  I will  want  to  go  into  practice 
immediately  thereafter.” 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen^ 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in. 
solving  this  situation  will  be  appreciated.” 

PW-2 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself: 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville,  Tex- 
as, 1949-51.  Now  located  at  VA  Hospital,  Butler, 
Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


A recent  letter  received  in  this  office  requested 
that  the  following  announcement  be  inserted : 


★ 

General  Practitioner  Wanted 

An  established  physician  located  within  50  miles^ 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located, 
in  a prosperous  agricultural  region.  A new  35-bed! 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident; 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
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10,000  population  in  near-by  rural  areas.  Adequate 
office  space  is  available,  together  with  hospital  fa- 
cilities and  the  full  cooperation  of  a group  of  four 
doctors,  and  considerable  practice  is  assured  from 
the  beginning. 

PW-8 


Dr.  W.  N.  Carpenter  has  become  associat- 
ed with  Doctors  M.  A.  Blanton,  Sr.,  M.  A. 
Blanton,  Jr.,  and  Byron  O.  Gardner  in  the 

practice  of  medicine  and  surgery  in  Union 
City. 

Dr.  Earl  R.  Beets  has  opened  an  office  in 
Jefferson  City  for  the  practice  of  medicine. 
Dr.  Beets  is  a native  of  Clinton  and  was 
graduated  from  the  University  of  Tennessee 
Medical  School. 

Dr.  Rufus  Morgan,  a native  of  Chattanoo- 
ga, has  opened  an  office  in  the  Bledsoe  Me- 
morial Hospital  in  Pikeville  for  the  practice 
of  medicine. 

Dr.  John  R.  Sisk  has  begun  the  practice  of 
medicine  in  Harriman.  Dr.  Sisk,  formerly 
of  Trenton,  Tennessee,  is  a graduate  of  the 
University  of  Tennessee  Medical  School. 

Dr.  Lee  C.  Harris,  Sr.,  of  Lawrenceburg, 
announces  the  change  of  the  Harris  Clinic 
from  Gaines  and  Locust  to  its  new  location 
on  the  corner  of  Deller  and  Mahr.  The  new 
clinic  is  modern  in  every  detail  and  equipped 
with  X-ray  and  laboratory  facilities.  Dr. 
Harris  is  beginning  his  thirty-sixth  year  of 
medical  practice  in  Lawrence  County. 

Dr.  Denton  D.  Norris  moved  from 
Jamestown  to  Livingston  early  this  year. 
He  occupies  the  offices  in  Livingston  for- 
merly occupied  by  Dr.  W.  M.  Breeding.  Dr. 
Norris  is  a member  of  the  1950  class  of  the 
School  of  Medicine  of  the  University  of  Ten- 
nessee. 

Dr.  D.  L.  Brint  held  open  house  at  the  new 
Brint  Hospital  in  Bolivar  last  month.  The 
hospital  is  located  at  the  corner  of  Water 
and  Jefferson  Streets  and  is  a modern  brick 
and  semi-fireproof  building  consisting  of  two 
stories  and  a large  basement.  There  are  ten 
hospital  rooms,  eight  for  white  and  two  for 
-colored  patients. 


Postgraduate  Training  tor  the  General 
Practitioner  at  U.  T. 

Arrangements  are  now  being  completed  to  ac- 
cept one  physician  at  a time  into  the  Section  on 
General  Practice.  These  appointments  may  be  for 
varying  times  with  a minimum  of  one  week  with 
59  hours  of  postgraduate  work,  to  a maximum  of 
one  month  with  over  200  hours. 

There  will  be  no  rigid  schedule,  but  afternoons 
will  be  spent  in  active  teaching  in  the  General  Prac- 
tice Clinics.  There  will  be  time  during  some  of  the 
afternoons  for  attending  various  conferences  of  the 
medical  center.  Mornings  will  be  devoted  to  the 
department  chosen  in  advance  by  the  trainee.  Eve- 
nings will  be  devoted  to  the  department  chosen  in 
advance  by  the  trainee.  Evenings  will  be  spent  in 
active  work  in  the  admitting  and  emergency  rooms 
of  the  medical  center  which  are  conducted  under 
the  supervision  of  the  G.  P.  Staff. 

This  program  is  set  up  in  such  a way  that  the 
trainee  may  expect  to  do  active  work  in  the  depart- 
ment of  his  choice  as  well  as  observing  the  more 
advanced  work  that  is  done  by  the  staff  of  visiting- 
specialists.  In  the  Departments  of  Obstetrics,  Med- 
icine and  Surgery,  the  practitioner’s  training  will 
not  consist  entirely  of  lectures  and  demonstration 
ward  rounds,  but  each  man  will  be  allowed  active 
participation  at  approximately  the  resident  level. 
In  addition,  experience  will  be  obtained  in  the  ac- 
tual clinical  teaching  of  medical  students  through 
the  General  Practice  Clinics.  Arrangements  have 
now  been  made  for  training  in  general  surgery  or 
one  of  the  surgical  specialties,  in  general  medicine 
or  one  of  the  medical  specialties,  in  obstetrics,  gyne- 
cology, pediatrics,  X-ray  and  tuberculosis. 

There  will  be  no  fee  for  the  course.  The  only 
requirement  will  be  that  the  applicant  be  a reputa- 
ble physician  currently  engaged  in  general  practice. 
Details  of  each  man’s  proposed  woj-k  will  be  ar- 
ranged by  correspondence  before  he  comes  to  the 
University. 

Suitable  recognition  will  be  given  those  who 
complete  their  proposed  work.  Those  who  desire 
to  make  arrangements  for  such  a course  should 
write  to  the  General  Practice  Office,  University  of 
Tennessee,  Memphis,  Tennessee,  indicating  the  work 
they  would  like  to  do  and  the  time  available. 

* 

American  Academy  of  Forensic  Sciences 

The  Fourth  Annual  Meeting  will  be  held  March 
6,  7 and  8,  1952,  at  the  Biltmore  Hotel,  Atlanta, 
Geoi-gia.  There  will  be  General  Sessions  meeting 
and  special  section  meetings  on  Forensic  Pathology, 
Forensic  Toxicology  and  Forensic  Psychiatry.  All 
those  interested  are  urged  to  attend  these  meetings. 
Professor  Ralph  Turner,  Michigan  State  College, 
East  Lansing,  Michigan,  is  secretary. 


124 


ANNOUNCEMENTS 


March,  1952 


Diagnosis  and  Treatment  of  Malignant 
Disease 

On  April  3,  4 and  5,  1952,  the  Frank  E.  Bunts 
Institute  and  the  Cleveland  Clinic  Foundation  will 
present  a continuation  course  for  physicians  on  this 
subject.  Dr.  Freddy  Homburger,  Research  Profes- 
sor of  Medicine,  Tufts  College  Medical  School,  Bos- 
ton, will  give  the  evening  lecture  on  April  4.  The 
other  guest  speakers  will  be  Dr.  Allan  C.  Barnes, 
Professor  of  Obstetrics  and  Gynecology  and  Chair- 
man of  the  Department,  Ohio  State  University, 


College  of  Medicine;  Dr.  Brown  M.  Dobyns,  Asso- 
ciate Professor  of  Surgery,  Western  Reserve  Uni- 
versity School  of  Medicine,  Cleveland;  and  Dr. 
Thomas  D.  Kinney,  Director  of  Laboratories,  Cleve- 
land City  Hospital,  and  Professor  of  Pathology, 
Western  Reserve  University  School  of  Medicine, 
Cleveland. 

Inquiries  regarding  the  complete  program  and 
registration  may  be  addressed  to  the  Frank  E. 
Bunts  Educational  Institute,  2020  East  Ninety- 
Third  Street,  Cleveland  6,  Ohio. 


FREE  SAMPLE 


ADDRESS- 
CITY 


AR-EX  MULTIBASE 

New  Universal  Ointment  Vehicle  Com- 
patible with  ALL  Topical  Medicaments 

Prescribe  ointments  of  cosmetic  elegance  — made  with  AR-EX  Multi- 
base. Applies  readily,  even  to  hairy  areas,  rinses  off  with  plain 
water.  No  screening  action,  making  all  medicaments  available. 


(£o  unfit  ix  \ <9 


AR-EX  COSMETICS,  INC. 


1036  W.  VAN  BUREN  ST.  CHICAGO  7,  ILL. 


Qlea^iiiiew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in-Chief, 
Nashville 

Henry  B.  Gotten,  Memphis 
Malcolm  T.  Tipton,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 
R.  C.  Kimbrough,  Jr.,  Knoxville 
Cooper  McCall,  Chattanooga 
Charles  P.  Wofford,  Johnson  City 
Addison  B.  Scoville,  Jr.,  Nashville 
James  A.  Loveless,  Gallatin 
Hospitals 

David  W.  Hailey,  Chairman,  Nashville  (1953) 
W.  0.  Baird,  Henderson  (1954) 

J.  L.  Hamilton,  Chattanooga  (1952) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

John  Walter  Oursler,  Humboldt  (1952) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1952) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1952) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  officio,  Nashville 
Ernest  G.  Kelly,  ex  officio,  Memphis 
Liaison 

J.  0.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1952) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1952) 

Medical  Education 

W.  C.  Chaney,  Chairman,  Memphis  (1954) 

John  M.  Lee,  Nashville  (1954) 

Carroll  H.  Long,  Johnson  City  (1952) 

R.  C.  Robertson,  Chattanooga  (1952) 

Emmett  Hall,  Memphis  (1953) 

D.  C.  Seward,  Nashville  (1952) 

R.  B.  Wood,  Knoxville  (1953) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

R.  N.  Buchanan,  Jr.,  Nashville  (1952) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1952) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1952) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  C.  Gardner,  Chairman,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
James  E.  Wilson,  Memphis 
J.  R.  Thompson,  Jr.,  Jackson 


Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1953) 

J.  H.  Sayers,  Nashville  (1952) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Acting  Chairman,  Nashville- 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

Executive  Subcommittee 

Maclin  Davis,  Chairman,  Nashville 

N.  S.  Shofner,  M.D.,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1952) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1953) 

W.  K.  Owen,  Pulaski  (1952) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1952) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1952) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1952) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1952) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1952) 

Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs* 

H.  H.  Shoulders,  Chairman,  Nashville 
L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

E.  G.  Kelly,  Memphis 
Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1952) 

Thayer  Wilson,  Carthage  (1954) 

Frank  H.  Booher,  Lynchburg  (1953) 

James  A.  Loveless,  Gallatin  (1952) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1952) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

H.  W.  Qualls,  Chairman,  Memphis  (1952) 

N.  S.  Shofner,  Nashville  (1953) 

Ralph  Monger,  Knoxville  (1954) 


* Veterans  Affairs  Committee  retained  on  a. 
stand-by  basis. 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — E.  G.  Kelly,  M.D.,  899  Madison  Avenue, 
Memphis 

President-Elect — Daugh  W.  Smith,  M.D.,  240  Doc- 
tors Building,  Nashville 

Vice-President — Julian  K.  Welch,  Jr.,  M.D., 
Brownsville 

Vice-President — C.  B.  Roberts,  M.D.,  Sparta 

Vice-President — Louis  A.  Killeffer,  M.D.,  Harriman 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Vander- 
bilt University  Hospital,  Nashville 

Executive-Secretary — V.  O.  Foster,  504  Doctors 
Building,  Nashville 

TRUSTEES 

Daugh  W.  Smith,  M.D.,  Chairman  and  Treasurer, 
240  Doctors  Building,  Nashville  (1952) 

•C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

■Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

Ralph  II.  Monger,  M.D.,  605  Medical  Arts  Building 
Knoxville 

SPEAKER  OF  THE  HOUSE 

•C.  C.  Trabue  IV,  M.D.,  Nashville 

COUNCILORS 

First  District — L.  E.  Dyer,  M.D.,  Greeneville  (1952) 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.,  Chattanooga 

(1952) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Livings- 
ton (1953) 

Fifth  District — Tavlor  Farrar,  M.D.,  Shelbyville 

(1952) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville 

(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 

Pleasant  (1952) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 

(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1952) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1953) 

R.  B.  Wood,  M.D.,  Knoxville  (1952) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1952) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 
J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec'y. 
Bedford  County 

Sara  Womack,  Shelbyville.  Pres. 
Carl  Rogers,  Shelbyville,  Sec'y. 

Blount  County 

.Tames  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 

Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S.  Heron,  Cleveland,  Sec'v. 
Cocke  County 

Fred  Valentine,  Newport.  Pres. 

Glen  Shults,  Newport,  Sec'y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr.,  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec'y. 
Cumberland  County 

Paul  A.  Ervin,  Crossville,  Pres. 

A.  M.  Taylor.  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End, 
Nashville,  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec'y. 

Jack  E.  Ballentine.  647  Doctors 
Building,  Nashville.  Exec.  Sec’y. 
Dickson  County 

W.  A.  Crosby.  Dickson,  Pres 
Mary  Baxter  Cook.  Charlotte.  Sec’y. 
Dyer.  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec’y. 

Franklin  County 

E.  W.  Kirby-Smith,  Sewanee,  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 

Giles  County 

J.  U.  Speer,  Pulaski.  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 

J.  G.  Hawkins.  Greeneville.  Pres. 
Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge.  Pres. 
R.  A.  Purvis,  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh.  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 
Isaac  Jones,  Paris,  Pres. 

Horace  McSwain.  Paris,  Sec’y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps.  Waverly,  Sec’y. 
Jackson  County 

W T.  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger.  Medical  Arts 
Building,  Knoxville,  Sec’y 
Lauderdale  County 
J.  R.  Lewis.  Ripley,  Pres. 

James  L.  Dunavant,  Ripley,  Sec’y. 
Lawrence  County 
M.  L.  Weathers,  Loretto,  Pi-es. 

V.  L.  Parrish,  Loretto.  Sec’y. 

Lincoln  County 

J.  V.  McRady,  Fayetteville.  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter.  Lafayette.  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost.  Columbia.  Pres. 
James  B.  Miller,  Columbia.  Sec’y. 

McMinn  County 

Jess  A.  Powell,  Jr..  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 

Monroe  County 

R.  C.  Kimbrough,  Madisonville.  Pres. 
D.  F.  Heuer,  Sweetwater,  Sec’y. 
Montgomery  County 
Edward  R.  Atkinson,  Clarksville, 
Pres. 

Sam  N.  Doane.  Jr..  Clarksville,  Sec’y. 

Obion  County 

R.  M.  Darnall,  Union  City,  Pres. 

H.  W.  Calhoun.  Union  City,  Sec’y. 
Overton  County 
A.  B Qualls.  Livingston.  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec’y. 
Putnam  County 

J.  T.  DeBerry,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 
William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 
Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis,  Sec’y. 

Battle  Malone  II.  188  South  Bellevue, 
Memphis.  Treas. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

L.  R.  Sloan,  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 

Hyatt  Brown.  Kingsport,  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland.  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L Hyatt,  Covington,  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
Washington- Carter- Unicoi  Counties 
J.  R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson.  Johnson  City,  Sec’y. 
Weakley  County 

M.  R.  Beyer,  Dresden.  Pres. 

V C.  Fagan.  Greenfield,  Sec’y. 
White.  Warren,  and  Van  Buren 
Counties 

Harold  Andrews,  Sparta,  Pres. 

J.  Franklin  Fisher,  Sparta,  Sec’y. 
Williamson  County 

Louis  Zeidberg,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec’y. 
Wilson  County 

Phillips  Turner.  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon.  Sec’y. 
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MEDICINE'S  PLACE  IN  SOCIETY 

President-Elect’s  Address, 

Tennessee  State  Medical  Association,  One  Hundred  and  Seventeenth  Annual  Session 
DAUGH  W.  SMITH,  M.D.,  Nashville,  Tenn. 


It  is  with  deep  appreciation  and  humility 
that  I accept  the  Presidency  of  a State  Medi- 
cal Association  which  I believe  is  going  to 
set  a national  pattern  in  service  to  the  peo- 
ple. The  establishment  of  this  pattern  is  not 
going  to  be  an  overnight  job.  We  have  been 
at  it  in  earnest  now  only  two  years— since 
our  Public  Service  Program  was  begun. 
Doctors  by  nature  and  training  move  with 
caution  and  prudence. 

I pledge  you  my  best  efforts  to  meet  the 
challenge  you  have  laid  down  for  me  as  your 
next  President.  I am  following  men  whose 
records  provide  a stimulus  for  the  job.  I 
intend  to  borrow  from  their  best  works  and 
ask  their  advice  when  it  will  help  me  to  ad- 
vance our  program.  For,  every  man  is  a 
composite  of  the  good,  or  the  bad,  of  those 
whose  lives  touch  his  own. 

Tennessee  is  the  only  state  in  which  the 
medical  profession  calls  its  public  relations 
program  a Public  Service  Program.  We 
have  been  asked  why  this  is  so.  It  is  so  be- 
cause we  sincerely  feel  that  it  is  public  serv- 
ice and  not  a program  of  propaganda.  A 
positive  program  of  service  does  not  require 
a barrage  of  propaganda.  It  must  mean 
more  service  to  our  patients,  to  the  public  as 
citizenship,  to  our  societies  as  active  mem- 
bership. I repeat  for  emphasis,  our  program 
is  one  of  perfonnance,  not  a program  of 
publicity. 

This  is  not  a night  for  boasting.  Instead, 
it  is  one  on  which  we  of  the  medical  profes- 
sion accept  a challenge.  That  challenge  is 
one  of  leadership.  Who  knows  better  the 
social  and  economic  problems  relating  to 
medicine  than  the  medical  profession?  No 
one!  Then  it  is  our  moral  and  social  obli- 
gation to  furnish  the  leadership  to  aid  in 
bringing  about  the  indicated  adjustments 


and  improvements,  that  might  be  related  to 
medicine. 

The  distinguished  speaker  who  will  follow 
me  will  discuss  some  of  the  problems  facing 
American  medicine.  I propose  to  discuss 
some  of  the  problems  which  exist  here  in  our 
own  state. 

Many  of  the  problems  are  peculiar  to  the 
individual  states  and  must  be  solved  by  the 
various  states. 

Doctors  are  entitled  to  remuneration  for 
the  services  they  render,  yet  any  man  en- 
dowed with  the  talent  of  being  a true  physi- 
cian has  NO  right  to  commercialize  that 
talent.  By  the  same  token  the  person  who 
is  able  to  pay  has  no  right  to  free  services. 
There  is  no  method  by  which  the  value  of 
good  medical  service  can  be  appraised. 

A standard  of  fees  is  recognized  as  essen- 
tial. But  to  maintain  a standard  of  fees 
which  is  prohibitive  to  low  income  groups  is 
neither  morally  or  economically  just.  The 
quality  of  service  should  be  the  same  for  all. 
The  cost  for  that  service  should  be  in  rela- 
tion to  the  advice  rendered  and  the  individ- 
ual’s ability  to  pay.  Such  practice  is  not 
only  a sound  public  policy  but  a basic  re- 
quirement of  our  Code  of  Ethics.  To  do  one 
whit  less  is  a gross  violation  of  the  Hippo- 
cratic Oath. 

May  I say  here  that  we  are  well  aware  of 
the  fact  that  there  is  a sufficient  number  of 
physicians  in  this  state  and  in  the  nation, 
who  charge  excessive  fees,  to  cause  the  pub- 
lic to  blame  the  entire  profession.  You  will 
find  that  true  of  any  group  which  renders  a 
public  service.  But  that  is  no  reason  why 
the  medical  profession  should  tolerate  its 
small  percentage  of  fee  gougers. 

These  men  are  being  dealt  with  through 
recently  activated,  or  re-activated,  griev- 
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ance  committees.  Most  Tennessee  Societies 
have  such  committees.  The  grievance  com- 
mittees are  not  just  for  the  doctors.  Their 
chief  function  is  to  receive  complaints  by 
the  public  seeking  redress  or  adjustment  for 
a justified  cause.  We  invite  the  public  to 
make  use  of  these  committees  if  and  when 
the  occasion  arises. 

The  medical  profession  in  Tennessee  last 
year  through  its  efforts  to  protect  the  public 
and  its  standards,  expelled  six  physicians 
from  their  medical  societies. 

There  should  be  no  mystery  regarding 
fees  for  services  rendered.  I grant  you  it  is 
not  always  possible  to  make  an  accurate 
estimate.  By  the  same  token,  the  possibili- 
ties can  be  discussed  with  the  patient  in 
order  that  he  might  have  some  idea  of  the 
total  expense.  Then  let  us  respect  his  bus- 
iness intellect  by  discussing  the  cost  of  medi- 
cal care.  A large  percentage  of  patients 
want  to  pay  reasonable  amounts  to  their 
doctors  for  services. 

Today  many  families  are  forced  to  budget 
all  their  earnings  and  so  are  many  doctors. 
It  is  necessary  and  only  proper  that  doctors 
assist  their  patients  in  this  regard.  The  suc- 
cess of  any  practice  demands  that  every  doc- 
tor discuss  with  his  patients  the  social  and 
economic  problems  incident  to  illness. 

If  I had  but  one  prayer  for  present  and 
future  medicine  it  would  be  that  those  who 
teach  and  those  who  are  taught  should  never 
allow  the  influence  of  the  economic  side  to 
enter  into  the  plan  of  treatment. 

We  need  to  explain  to  the  public,  carefully 
and  fairly,  the  costs  of  medical  care.  The 
U.  S.  Bureau  of  Labor  statistics  reveals  that 
each  year  the  American  people  spend  about 
three  cents  out  of  their  dollar  for  doctors’ 
services,  about  four  cents  for  cosmetics, 
about  six  cents  for  tobacco  and  about  twelve 
cents  for  whisky,  wine  and  beer.  This  is 
no  temperance  lecture,  it  is  just  a compari- 
son of  the  expenditures  that  come  out  of  the 
American  family’s  budget  dollar. 

You  and  I hear  complaints  every  day 
about  the  cost  of  drugs.  Of  course  these 
drugs  are  higher  than  the  calomel,  aspirin 
and  castor  oil  of  another  era  of  medical  prac- 
tice. But  they  actually  are  cheaper,  if  the 
patient  will  just  compare  his  losses  in  time 
from  work,  the  duration  of  the  illness,  now 


and  in  1900  and  consider  the  fact  that  mod- 
ern drugs  now  save  many  lives,  whereas 
in  1900  they  only  relieved  pain. 

Unfortunately,  many  people  worry  about 
the  unexpected  illnesses  requiring  surgery 
or  long  confinement  after  it  has  occurred. 
Yet,  a combination  hospital-surgical-obstet- 
rical insurance  policy  can  be  had  at  a cost 
well  within  the  reach  of  the  man  who  can 
afford  to  pay  anything  at  all  to  protect  his 
family’s  health  and  budget. 

Man  has  the  same  moral  obligation , to  pro- 
tect himself  and  his  family  against  unfore- 
seen illness  as  he  has  to  protect  himself 
against  fire,  theft,  storms  and  finally,  the 
cost  of  death. 

The  Tennessee  State  Medical  Association 
began  work  before  World  War  II  to  develop 
a prepaid  health  insurance  program.  This 
program,  called  “The  Tennessee  Plan,”  was 
put  into  operation  in  July,  1949.  Since  that 
time  370,000  Tennesseans  have  obtained 
medical  insurance  coverage.  We  hope  that 
half  a million  will  have  obtained  such  cov- 
erage by  January  1.  1953.  This  plan  is  a 
service  plan  under  which  more  than  1,700 
Tennessee  doctors  commit  themselves  to  ac- 
cept from  the  insurance  companies,  not  from 
the  patient,  a schedule  of  fees  as  payment  in 
full  for  all  types  of  surgery  and  obstetrical 
services.  It  now  provides  full  payment  cov- 
erage for  a single  person  with  an  income  up 
to  $2,400  a year  and  for  a family  with  an  in- 
come up  to  $3,600  a year.  All  the  policy- 
holder pays  out  are  nominal  monthly  prem- 
iums. 

While  I am  speaking,  some  of  you  are 
thinking  that  the  income  brackets  are  too 
low.  That  is  true  and  the  House  of  Dele- 
gates of  this  Association  agreed  last  July  the 
10th  to  raise  the  limits  to  keep  pace  with  the 
rising  cost  of  living.  We  are  now  in  the 
process  of  working  out  a liberalized  Tennes- 
see Plan.  It  is  being  threatened  by  a ruling 
of  the  Wage  Stabilization  Board  but  we  are 
fighting  vigorously  to  obtain  reversal  of  that 
ruling. 

Ever  since  this  Association  was  organized 
122  years  ago,  and  long  before,  Tennessee 
doctors  have  been  treating  indigent  patients 
at  no  cost.  They  will  continue  to  do  so.  At 
present  this  Association  has  a plan  for  the 
payment  of  hospital  bills  of  the  indigent  by 
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the  public,  to  be  submitted  to  the  next  legis- 
lature. You  have  read  about  it  in  the  press. 
A survey  is  in  progress  at  present  to  determ- 
ine the  overall  needs  for  such  a plan.  The 
cost  load  of  indigent  care  is  now  on  the  hos- 
pitals, church,  labor  and  civic  groups,  volun- 
tary welfare  agencies  and  individuals.  The 
so-called  National  Health  Program  of  the 
federal  government  does  not  contain  any 
provisions  for  the  care  of  the  indigent  sick. 

So  we  appeal  to  the  public  in  general  to 
help  us  obtain  this  humanitarian  legislation. 
It  will  save  lives,  restore  useful  men  and 
women  to  economic  production,  and  further 
advance  our  standards  of  good  health  in  Ten- 
nessee. 

Many  hard  working  doctors  in  this  state 
are  also  full  time  Citizens.  We  fervently 
hope  there  will  be  many  more  before  an- 
other year  passes.  The  scientific  progress  of 
medicine  has  been  tremendous  in  the  past 
quarter  of  a century,  but  this  progress  has 
caused  many  physicians  to  withdraw  into  a 
scientific  shell  and  take  little  part  in  public 
life.  Perhaps  that  is  the  reason  that  modern 
medicine  has  not  really  earned  a place  for 
itself  in  society.  It  really  has  a most  impor- 
tant place  in  society.  It  just  has  not  asserted 
its  right  to  that  place.  May  I illustrate  the 
attitude  of  the  public. 

Newspapers  and  magazines  often  “glam- 
ourize” the  old  family  doctor,  as  he  should  be 
“glamourized.”  The  modern  doctor  is  pre- 
sented as  crisply  efficient  but  a little  aloof 
and  cool  as  a human  being.  So  it  was  a 
heart  warming  experience  to  read  a letter  to 
the  editor  recently  in  the  Nashville  Tennes- 
sean. It  was  in  reply  to  another  letter  to  the 
editor  complaining  about  the  disappearance 
of  the  old  family  doctor  from  the  American 
Scene.  Here  is  what  a Nashville  woman 
wrote: 

“I  agree  that  it  was  nice  to  have  the  family 
doctor  visit  in  the  home  and  act  as  a sort  of 
‘Cheerer  Upper’  to  the  whole  family  while 
he  administered  to  the  needs  of  the  patient. 
Very  often,  he  listened  to  the  complaints  and 
various  symptoms  of  grandma,  grandpa, 
aunt  or  uncle  who  happened  to  be  sitting  in 
on  the  occasion.  No  doubt  he  did  earn  the 
love,  admiration  and  everlasting  gratitude  of 
the  patient  and  entire  family  as  well — es- 


pecially if  he  did  not  send  a bill  for  his 
services! 

“The  doctor  of  today  is  far  too  busy  to 
make  visits  in  the  home  unless  he  has  an 
emergency  that  requires  it.  He  has  a 
broader  service  than  that  of  the  old  family 
physician.  He  not  only  sees  an  endless  line 
of  patients  in  his  office,  which  is  well  equip- 
ped to  make  all  necessary  examinations  and 
tests,  but  he  must  study  constantly  to  keep 
abreast  in  his  profession  by  the  use  of  new 
medicines  and  drugs;  by  practicing  the  best 
methods  of  treatment;  and  by  employing 
modern  skills  in  surgery.  He  must  also  pre- 
pare speeches  on  public  health;  write  arti- 
cles for  his  professional  magazines;  and  at- 
tend medical  meetings  when  time  will 
permit.” 

As  your  President-elect,  I am  happy  to 
see  here  tonight  so  many  leaders  of  organi- 
zations other  than  medicine.  They  have 
been  introduced  to  you.  I have  been  asked 
by  some  of  my  colleagues  and  laymen,  “What 
is  the  rift  between  labor  and  medicine,  or 
does  a rift  truly  exist?”  I,  for  one,  do  not 
believe  a barrier  exists  between  medicine 
and  the  working  man.  A false  screen  or 
artificial  barrier  has  been  manufactured. 
The  relationship  between  the  laboring  man 
and  his  personal  physician  for  the  most  part 
is  excellent.  The  average  laboring  man  has 
always  by  necessity  been  required  to  budget 
the  cost  of  living.  He  has  been  no  less  de- 
sirous of  an  opportunity  to  budget  the  cost 
of  unforeseen  illness.  In  the  absence  of  a 
positive  program  which  would  help  solve 
this  medical  economic  problem  some  of  the 
so-called  leaders  of  labor  have  supported  a 
philosophy  which  we  feel  is  contrary  to  our 
American  way  of  life.  I say  the  average 
working  man  is  just  as  eager  to  preserve  his 
freedom  in  matters  pretaining  to  medical 
care  as  we  physicians  are  to  preserve  our 
own  freedom.  The  freedom  of  both  is  es- 
sential to  the  preservation  of  our  American 
way.  For  the  entire  membership  of  our 
organization  to  be  “labeled”  because  of  a 
few  leaders  is  an  unjust  stigma.  Such  a 
“label”  has  been  placed  by  certain  members 
of  the  medical  profession  without  the  sanc- 
tion of  the  rank  and  file  membership.  This 
artificial  barrier  was  created  on  the  national 
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level  by  parties  from  both  sides,  labor  and 
medicine. 

What  I am  saying  tonight  may  not  be  100 
per  cent  popular.  Those  who  feel  that 
everything  is  all  right,  or  that  it  is  as  right 
as  it  should  be,  certainly  are  going  to  dis- 
agree with  me.  What  I am  trying  to  say  is 
that  if  we  do  not  constantly  strive  for  im- 
provement there  can  be  no  progress,  only 
stagnation  and  death.  To  quote  a great 
statesman,  “If  we  do  not  look  backward,  we 
never  look  forward.” 

One  labor  leader  recently  made  the  state- 
ment that  his  group  most  certainly  did  NOT 
want  Socialized  Medicine,  but  that  it  sought 
some  way  to  require  all  its  members  to  pro- 
tect their  families  through  health  insurance. 

Asked  if  we  wanted  his  compulsion  to  be 
handled  through  Washington,  the  labor 
leader  replied  vigorously:  “No,  indeed.  We 
do  not.  We  want  it  at  home.”  Well,  I 
sympathize  with  this  problem,  and  it  is  not 
one  confined  to  labor.  Many  groups  in  this 
country  are  still  unable  to  persuade  all  their 
members  to  invest  in  health  insurance.  So, 
I am  wondering  if  local  clubs,  associations, 
brotherhoods,  unions,  or  orders  could  not 
solve  this  problem  by  encouraging  the  pur- 
chase of  health  insurance.  This  would  add 
one  more  good  trait  to  the  man’s  character — 
the  fact  that  he  felt  and  discharged  his  re- 
sponsibility to  his  family.  Under  such  a 
plan,  you  would  have  local  control,  or  as 
some  put  it,  home  rule. 

Are  we  making  the  progress  we  should 
toward  solving  the  health  problems  of  the 
American  worker?  Are  we  helping  manage- 
ment in  solving  those  problems;  are  we  of- 
fering our  services  to  improve  health  condi- 
tions in  factories  and  the  home  environment 
of  the  workers?  Labor  leaders  generally 
say  that  we  are  not  measuring  up  to  those 
responsibilities.  Then  why  not  begin  now 
to  plan  a series  xrf  medico-labor  and  medico- 
management  meetings  looking  to  ultimate 
solution  of  all  our  problems.  The  results  of 
such  conferences,  in  my  opinion  would  re- 
move barriers  and  promote  an  understand- 
ing of  the  problems  by  all.  In  Nashville,  the 
Labor  Temple  is  directly  across  Polk  Avenue 
from  the  Doctors’  Building.  It  is  possible, 
through  contacts  and  tolerence  of  each 
others  point  of  view  to  greatly  shorten  the 


figurative  distance  between  those  two  sym- 
bolic buildings. 

Management  has  done  much  to  bring  high 
level  health  conditions  into  Tennessee’s 
mighty  industrial  plants  and  it  would  wel- 
come all  the  help  and  advice  we  could  give. 

Now,  may  I talk  a moment  about  the  phy- 
sician’s responsibilities  as  a citizen.  Because 
of  the  nature  of  his  training  he  is  an  objec- 
tive student  of  the  human  body  in  health 
and  disease.  It  has  been  said  that  he  could 
logically  fit  into  a diagnosis  and  treatment  of 
the  ills  of  the  body  politic.  And  few  will 
deny  that  there  are  cancers  eating  away  at 
the  body  politic  in  this  country. 

When  government  interferes  too  much 
with  local  affairs  and  business,  production 
drops,  black  markets  appear  and  corruption 
becomes  rampant. 

The  physician,  having  diagnosed  this  na- 
tion’s major  disease  as  oppressive  bureauc- 
racy and  social  planning,  is  ready  to  recom- 
mend a treatment.  The  remedy  is  less  gov- 
ernment, reduction  of  stifling  taxes  and  wise 
expenditure  of  tax  funds.  Truly,  the  patient 
nation  is  “waste-ing  away” — and  that  is 
spelled  “waste-ing.” 

By  any  comparison  with  other  nations,  our 
economic  system  has  always  been  superior. 
Why?  Because  we  respect  the  rights  and 
privileges  of  the  human  individual  and  have 
put  into  his  hands  the  tools  to  increase  his 
productive  power.  Our  system  is  not  perfect 
— but  perfectible. 

The  modern  physician  must  remember 
that  a principle  function  of  the  government 
is  to  protect  the  individual  in  the  accumula- 
tion and  enjoyment  of  the  fruits  of  his  labor. 
Only  in  such  a way  can  we  hope  to  abolish 
poverty  and  to  feed  the  three  and  one  half 
billion  people  that  will  shortly  be  on  this 
earth.  That  is  a real  challenge. 

The  moral  breakdown  in  government  at 
the  national  level  is  a challenge  to  the  forty- 
eight  states  to  rebuild  this  country’s  moral 
fibre,  and  do  it  from  the  grass  roots.  We 
can  join  with  other  citizens  in  a demand  for 
restoration  of  the  government  to  the  people. 
But  we  can’t  do  it  by  apathy  and  indiffer- 
ence. We  can’t  do  it  by  staying  at  home  in 
great  numbers  on  election  day.  We  can’t  do 
it  by  refusing  to  participate  in  public  affairs, 
by  forever  singing  the  theme  song:  “I’m  Too 
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Busy.”  If  we  do,  there  are  other  busy  bodies 
who  will  take  over  and  we’ll  have  only  our- 
selves to  blame. 

May  I draw  for  you  a parallel  on  states’ 
rights  and  responsibilities.  We  have  our 
State  Medical  Associations,  and  then  we 
have  as  the  national  organization  the  Amer- 
ican Medical  Association,  represented  here 
tonight  by  its  distinguished  President-elect. 
The  State  Associations  are  the  parents,  and 
the  AMA  is  the  child.  That  is  because  dele- 
gates from  the  forty-eight  states  and  three 
territorial  possessions  are  charged  with 
formulating  AMA  policies.  These  delegates 
cannot  delegate  their  policy  making  power 
to  the  executive  body  of  the  AMA.  To  do 
so  would  be  shirking  duty  and  responsibil- 


ity, and  for  the  executive  body  to  assume 
these  powers  would  be  a wanton  usurpation 
of  rights  that  flow  from  the  home  level. 

As  citizens,  doctors  have  a Public  Con- 
science to  which  they  must  listen.  If  we  set 
the  example  of  always  treating  our  fellow 
men  right  we  can  be  a big  force  for  the  re- 
building of  morality  in  government.  It  is 
true  sometimes  that  reputation  is  what  peo- 
ple think  you  are  and  character  is  what  you 
are.  Some  of  the  people  may  be  fooled  some 
of  the  time,  but  we  can  never  fool  the  still, 
small,  but  very  insistent  voice  of  our  con- 
science. May  I leave  with  you  this  chal- 
lenging quotation: 

“Be  Loyal  to  the  Royal  That  is  Within 
Thyself.” 


The  Encephalopathy  of  Hyperinsulinism,  Feinberg, 

S.  K.,  and  Altschul,  A.;  Ann.  Int.  Med.,  36:536, 

1952. 

The  authors  use  the  term  hyperinsulinism  to 
describe  the  clinical  state  which  follows  the  excess 
administration  of  insulin,  either  from  endogenous 
sources  or  insulin  received  by  hypodermic  injec- 
tions. They  emphasize  the  inadvisable  use  of  the 
terms  insulin  shock,  since  no  collapse  of  the  circu- 
lation is  involved  or  insulin  coma,  since  coma  is 
only  one  phase  of  hyperinsulinism. 

The  clinical  manifestations  all  point  to  origin  in 
the  encephalon.  Five  phases  are  described. 

(1)  Cortical  phase — depression  of  cortical  func- 
tions, characterized  by  trembling,  tenseness,  palpi- 
tation, hunger,  weakness,  sweating,  mental  retard- 
ation, emotional  instability,  headaches,  nausea, 
numbness,  diplopia,  excitement,  mania,  somnolence 
and  disorientation. 

(2)  Diencephalic  phase — freeing  of  subcortical 
motor  nuclei  from  cortical  regulation.  Rigidity, 
muscle  twitchings,  primitive  movements,  restless- 
ness, snarling,  grimacing,  and  hyperirritability  are 
often  seen. 

(3)  Mesencephalic  phase — mid-brain  liberation. 

(4)  Premyelencephalic  phase — resembles  decer- 
ebrate rigidity — rigidity,  positive  Babinski  sign  and 
opisthotonos  are  characteristic. 

(5)  Myelencephalic  phase — bradycardia,  flaccid- 
ity,  hypothermia,  myosis,  absent  corneal  reflex, 
and  absent  deep  reflexes  are  commonly  noted. 

Although  complete  recovery  usually  follows 
proper  treatment,  there  are  instances  when  death 
occurs,  even  though  hyperglycemia  has  been  in- 
duced. Following  hyperinsulinism  permanent 


changes  have  been  recorded,  such  as  hemiparesis, 
ataxia,  aphasia,  choreiform  movements,  Parkin- 
sonism, epilepsy,  and  mental  deterioration.  The 
incidence  of  occurrence  of  untoward  results  is 
difficult  to  determine.  Even  in  severe  types  of 
induced  hypoglycemia,  such  as  that  seen  during 
the  so-called  Sakel  method  of  treatment  of  psy- 
choses, cerebral  damage  is  noted  in  3 % to  30%, 
according  to  different  authors. 

Five  cases  are  presented  in  detail.  One  patient 
following  hypoglycemia  developed  personality 
changes;  a second,  mental  deterioration,  partial 
paralysis  and  aphasia;  a third,  marked,  but  for- 
tunately, temporary  encephalopathy;  and  two  pa- 
tients died,  even  though  hyperglycemia  had  re- 
placed hypoglycemia. 

The  pathological  findings  consisted  of  destruction 
of  neurones  of  the  cortex,  and  basal  ganglia,  polif- 
eration  of  glial  tissue  and  petechial  hemorrhages. 
These  changes  are  like  those  seen  following  mor- 
phine or  nitrous  oxide  poisoning. 

The  mechanism  of  the  change  may  be  the  result 
of  a direct  toxic  effect  of  large  doses  of  insulin. 
It  is  more  probable  that  the  damage  follows  the 
interruption  of  normal  glucose  metabolism,  as  a 
result  of  disruption  of  normal  enzymatic  activity 
of  hexokinase.  Since  this  enzyme  activity  nor- 
mally is  inhibited  by  pituitary  and  adrenal  cortical 
activity,  and  promoted  by  the  presence  of  insulin, 
it  is  suggested  that  ACTH  and  cortisone  be  used 
when  hypoglycemic  encephalopathy  does  not  re- 
spond to  glucose  and  permanent  cerebral  damage 
is  imminent.  (Abstracted  for  the  Tennessee  Dia- 
betics Association  by  Albert  Weinstein,  M.D.,  Nash- 
ville, Tenn.) 
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The  end  result  in  hand  injuries,  in  terms  of  function,  is  dependent  in 
large  part  upon  the  skill  and  technics  of  the  operator.  All  who  are 
so  situated  as  to,  of  necessity,  do  this  type  of  work  must  give  the 
subject  much  thought  and  attention. 

THE  MANAGEMENT  OF  INJURIES  TO  THE  HAND 

S.  BENJAMIN  FOWLER,  M.D.*  Nashville,  Tenn. 


Injuries  to  the  hand  are  common  in  both 
industry  and  in  the  home  and  they  frequent- 
ly result  in  much  disability,  often  reducing 
the  patient’s  future  income.  When  we  care- 
fully analyze  the  result  of  treatment  of  in- 
jured hands,  it  is  often  strikingly  evident 
that  the  residual  disability  exceeds  the  orig- 
inal injury.  We  see  that  our  treatment  may 
actually  increase  and  spread  disability.  A 
patient  with  a fractured  carpal  or  metacar- 
pal may,  as  a result  of  his  treatment,  end  up 
with  stiff  fingers,  due  to  improper  splinting. 

Important  factors  which  contribute  to  the 
disability  and  spread  it  beyond  its  original 
barriers  are  infection,  improper  surgical  in- 
cisions, overzealous  debridement,  improper 
splinting  and  failure  to  control  hemostasis 
and  to  prevent  edema. 

Infection 

The  prevention  of  infection  is,  of  course, 
not  always  within  the  control  of  the  sur- 
geon. By  careful  skin  preparation,  cleans- 
ing of  the  wounds,  removal  of  devitalized 
tissue,  the  use  of  as  few  sutures  as  is  com- 
patible with  repairing  the  divided  tissues 
and  securing  hemostasis,  the  closure  of  fa- 
vorable wounds  and  the  generous  use  of 
antibiotics,  infection  can  generally  be  con- 
trolled. 

Surgical  Incisions 

It  is  very  important  to  avoid  longitudinal 
incisions  over  the  palmar  surface  of  the  fin- 
gers. These  incisions  will  almost  invariably 
contract  and  lead  to  flexion  deformities. 
Likewise,  longitudinal  incisions  over  the 
palm  of  the  hand  and  over  the  dorsum  and 
palmar  surfaces  of  the  wrist  are  to  be  avoid- 
ed at  all  costs.  Longitudinal  incisions  over 
the  dorsum  of  the  fingers  are  not  so  apt  to 
trouble  as  are  palmar  longitudinal  incisions, 
but  they  too  are  to  be  avoided.  Curved  or 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  Tenn.,  April  10-11,  1951. 


transverse  incisions  may  be  used  over  the 
dorsum  of  the  fingers.  Any  portion  of  the 
fingers  may  generally  be  exposed  through 
a mid-lateral  longitudinal  incision.  This  in- 
cision passes  halfway  between  the  flexor 
and  extensor  surface  of  the  finger  and  heals 
without  scar  contracture.  Incisions  over  the 
palm  of  the  hand  should  be  designed  not  to 
cross  flexion  creases  of  the  skin  at  right  an- 
gles and  should  cross  them  at  as  an  acute 
angle  as  possible.  This  can  be  achieved  by 
curved  incisions,  or  in  an  occasional  case  by 
the  use  of  a zigzag  type  of  incision.  Curved 
or  transverse  incisions  are  made  over  the 
surfaces  of  the  wrist. 

Debridement 

Conservatism  should  be  exercised  in  the 
debridement  of  wounds  of  the  hand.  We 
should  not  do  a complete  wound  excision 
but  should  remove  only  that  portion  of  the 
skin  which  is  obviously  devitalized,  and  ex- 
cise only  such  subcutaneous  tissue  as  ap- 
pears unlikely  to  survive.  Foreign  bodies 
that  can  conveniently  be  removed  should 
be  removed,  but  certainly,  one  should  not 
further  mutilate  an  injured  hand  in  an  at- 
tempt to  find  a small  foreign  body.  If  it  is 
necessary  to  remove  a large  portion  of  the 
skin,  then  replacement  with  a split  thickness 
graft  is  generally  advisable.  The  best  meth- 
od of  preventing  infection  is  to  close  the 
wound,  whether  it  is  done  by  suturing  or  by 
skin  graft. 

Splinting 

Whenever  possible,  the  hand  should  be 
splinted  in  a position  of  function.  In  this 
position,  the  wrist  is  dorsified  15  to  20  de- 
grees and  there  is  moderate  flexion  of  the  fin- 
gers. The  thumb  is  held  in  almost  a direct 
extension  of  the  radius  so  that  it  opposes 
the  tips  of  the  fingers  but  does  not  quite 
contact  them.  Any  variation  from  this  posi- 
tion in  splinting  must  be  done  with  caution. 
This  is  particularly  true  with  the  joints  of 
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the  fingers,  as  they  stiffen  much  more  read- 
ily than  the  wrist  joint.  Metacarpopha- 
langeal joints  which  are  splinted  in  exten- 
sion will  very  rapidly  stiffen  in  that  posi- 
tion in  the  presence  of  edema.  Edema  fluid 
has  a high  protein  content  and  will  effec- 
tively glue  all  gliding  parts  of  the  hand. 
Therefore,  we  must  be  particularly  careful 
not  to  splint  parts  which  need  immobiliza- 
tion and  splint  the  hand  in  as  near  a position 
of  function  as  possible  when  formal  splint- 
ing is  needed. 

Prevention  of  Edema 

Prevention  of  edema  following  injuries  to 
the  hand  is  most  important.  It  is  best  con- 
trolled by  a bulky  pressure  dressing,  applied 
with  the  hand  in  position  of  function.  It  is 
further  controlled  by  elevation.  A bulky 
pressure  dressing  is  the  most  effective  meth- 
od of  controlling  edema  and  we  use  it  rou- 
tinely following  any  operative  procedure  on 
the  hand  for  at  least  five  days.  If  fractures 
are  present,  they  can  be  reduced  and  gen- 
erally held  in  position  very  satisfactorily 
with  the  hand  in  position  of  function.  This, 
of  course,  is  not  true  in  those  avulsed  frac- 
tures over  the  dorsum  of  the  phalanges,  due 
to  rupture  of  the  extensor  tendon  insertions. 

Primary  Treatment 

A careful  evaluation  of  the  injured  hand 
is  necessary.  The  wound  may  be  gently 
inspected  by  retraction  of  the  skin  margins 
but  it  should  not  be  probed  and  no  instru- 
ment should  be  put  in  the  wound  without 
adequate  preparation.  The  wound  should 
be  covered  quickly  with  a sterile  sponge. 
Motion  in  the  fingers  should  be  tested 
against  resistance  and  sensation  in  the  fin- 
gers should  be  carefully  checked.  If  frac- 
tures are  suspected,  an  X-ray  examination 
should  be  made.  The  extent  of  the  injury 
is  now  determined.  If  anything  more  than 
simple  closure  of  the  wound  is  necessary,  the 
patient  should  be  transported  to  an  operat- 
ing room,  where  adequate  assistance,  instru- 
ments, drapes,  lighting  and  anesthesia  can 
be  provided.  The  repair  of  divided  nerves 
and  tendons,  open  reduction  of  fractures  and 
skin  grafting  should  not  be  done  in  an  emer- 
gency room. 

A blood  pressure  cuff  is  next  applied  above 
the  elbow,  the  arm  exsanguinated  and  the 


cuff  elevated  to  300  millimeters  mercury. 
With  a sterile  sponge  over  the  wound,  the 
hand  and  distal  half  of  the  forearm  should 
be  carefully  prepared  with  bland  soap  and 
water  and  the  skin  shaved.  After  the  skin 
around  the  wound  is  carefully  cleansed,  the 
wound  itself  may  be  irrigated.  Tap  water 
is  generally  satisfactory,  although  sterile 
water  may  be  theoretically  superior.  The 
skin  may  next  be  prepared  with  a weak 
iodine  solution,  cai’e  being  taken  not  to  get 
any  skin  antiseptic  in  the  wound  proper. 
Sterile  drapes  are  next  applied.  Conserva- 
tive debridement  is  then  done  with  removal 
of  all  devitalized  tissue  but  with  preserva- 
tion of  tendons,  nerves  and  skin  insofar  as 
possible.  Compound  fractures  are  reduced 
and  may  be  transfixed  with  small  stainless 
steel  pins  if  it  is  considered  necessary.  Ten- 
dons are  preferably  sutured  with  one  single 
strand  of  fine  woven  steel  wire.  Nerves  may 
be  repaired  with  00000  silk  or  with  000000 
silk,  using  interrupted  sutures  through  the 
perineurium.  No  sutures  are  used  in  the  ten- 
don sheaths  or  in  subcutaneous  tissues.  The 
tourniquet  is  next  relaxed  and  hemostasis 
secured  by  pressure  and  elevation  and  by 
ligature  of  as  few  vessels  as  is  compatible 
with  good  hemostasis.  The  finest  blood  ves- 
sel silk  is  used  for  ligating  vessels.  The 
wound  is  then  closed  with  interrupted  su- 
tures and  a bulky  pressure  dressing  is  ap- 
plied, with  the  hand  in  a position  of  func- 
tion. The  suture  line  of  nerves  and  tendons 
is  relaxed  by  moderate  flexion  of  the  wrist 
and  the  forearm  is  fixed  by  the  application 
of  a plaster  of  paris  splint.  It  is  almost 
always  advisable  to  splint  the  fingers  in  a 
position  of  function  and  to  slack  tension  off 
the  suture  line  by  positioning  the  wrist 
rather  than  the  fingers.  The  sterile  pressure 
dressing  is  left  in  place  for  at  least  five  days, 
following  which  slight  motion  of  the  fingers, 
both  active  and  passive,  may  then  be  begun. 
The  splint  should  be  left  on  for  three  weeks 
after  the  suturing  of  either  a nerve  or  a ten- 
don. In  the  case  of  extensor  tendons  of  the 
wrist  and  fingers,  it  is  generally  advisable 
to  leave  the  splint  in  place  for  four  weeks. 
Three  or  four  weeks  of  splinting  is  also 
generally  adequate  for  metacarpal  and  pha- 
langeal fracture  healing. 

After  removal  of  the  splint  the  patient 
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must  be  instructed  in  active  exercises. 
Forceful  passive  manipulations  are  general- 
ly harmful.  Physical  therapy  in  the  form 
of  whirlpool,  ultra  violet  and  infra  red  lights 
is  of  no  special  value  and  the  patient  can 
just  as  well  do  his  own  physical  therapy  at 
home. 

Repair  of  Nerves  in  the  Hand 

The  repair  of  divided  nerves  at  the  wrist 
and  hand,  and  even  in  the  fingers,  can  be 
done  with  excellent  promise  of  successful 
regeneration.  Care  must  be  taken  to  accur- 
ately approximate  the  nerve.  Only  the  fin- 
est suture  material  should  be  used  and 
these  sutures  shoidd  pass  only  through  the 
outer  sheath  of  the  nerve  and  should  not 
strangulate  the  nerve  bundles.  Care  must 
be  used  to  preserve  the  rotation  so  that 
motor  bundles  are  against  motor  bundles 
and  sensory  bundles  against  sensory  bun- 
dles. The  suture  line  must  be  free  from 
tension  and  this  is  obtained  by  positioning 
the  wrist  or  the  elbow,  or  both,  and  main- 
taining the  desired  position  by  a plaster  of 
paris  splint  for  at  least  three  weeks.  Tech- 
nically, it  is  easier  to  suture  a peripheral 
nerve  two  to  three  weeks  after  it  has  been 
divided,  than  it  is  at  the  time  of  injury.  The 
perineurium  is  very  thin  but  following  the 
division  of  the  nerve  it  undergoes  hypertro- 
phy and  holds  sutures  much  better  at  the 
end  of  two  to  three  weeks,  and  for  that  rea- 
son many  investigators  have  reported  su- 
perior results  when  nerve  suture  is  delayed. 
We  feel,  however,  that  unless  a specific  con- 
traindication exists,  the  nerve  should  be  su- 
tured immediately.  The  failure  to  achieve 
restoration  of  function  in  a divided  nerve 
following  suture  depends  upon  one  of  three 
complications.  Separation  of  the  suture  line 
following  neuroanastomosis  due  to  tension 
on  the  suture  line,  an  error  of  rotation  or 
excess  scar  tissue  formation  at  the  suture 
line. 

Repair  of  Tendons 

If  the  wound  has  been  cleanly  incised  and 
is  no  more  than  six  hours  old,  it  is  felt  that 
tendons  may  be  safely  repaired. 

Not  all  tendons  should  be  sutured  primar- 
ily, even  under  the  most  ideal  conditions. 
If  several  tendons  are  repaired  within  a 
small  area,  scar  tissue  formation  will  fuse 


the  whole  mass  of  tendons  into  one  conglom- 
erate scarred  mass  so  that  nothing  can  work 
and,  therefore,  in  the  presence  of  multiple 
tendon  injuries  it  is  advisable  to  repair  only 
those  which  are  functionally  most  impor- 
tant. Repair  of  the  palmaris  longus  is  never 
necessary,  because  it  has  no  worth-while 
function.  If  both  sublimis  and  profundus 
tendons  to  a digit  are  divided,  it  is  necessary 
to  repair  only  the  profundi,  as  they  are  the 
most  important  functionally,  and  to  attempt 
to  repair  both  tendons  will  result  in  excess 
scar  tissue  formation  and  adhesions.  When 
both  flexor  tendons  to  a digit  are  divided  in 
the  area  between  the  distal  flexion  crease  of 
the  palm  of  the  hand  and  the  proximal  inter- 
phalangeal  joint,  tendon  suture  should  not 
be  attempted.  Delayed  tendon  graft  is  then 
the  best  method  of  treatment,  done  some 
three  to  six  weeks  following  wound  healing, 
and  after  complete  passive  motion  has  been 
restored  to  the  digit.  When  all  flexor  ten- 
dons are  severed  at  the  wrist,  it  is  not  prac- 
tical to  attempt  complete  repair  and  only  the 
profundi  to  the  fingers  and  the  flexor  pollicis 
longus  should  be  repaired.  The  wrist  flex- 
ors and  flexor  digitorum  sublimi  may  be 
ignored.  Wrist  extensors  are,  however, 
much  more  important  to  function  of  the 
hand  than  the  wrist  flexors  and  their  repair 
should  be  done  whenever  possible. 

When  local  conditions  of  the  wound  are 
not  ideal  for  primary  healing,  or  when  ade- 
quate operating  facilities  are  not  available, 
it  is  best  to  defer  repair  of  tendons  until 
complete  wound  healing  has  taken  place. 
A secondary  tendon  repair  may  readily  be 
done  at  three  to  six  weeks  following  injury, 
when  conditions  are  more  ideal,  and  when 
primary  wound  healing  may  be  assured.  If 
tendon  suture  is  for  any  reason  delayed  be- 
yond six  to  twelve  weeks,  then  contracture 
of  the  muscle  and  tendon  occurs,  which  ne- 
cessitates tendon  grafting.  Tendon  grafting 
is,  however,  preferable  to  an  unsuccessful 
primary  repair  followed  by  infection  and 
excess  scar  tissue  formation,  which  will  for- 
ever limit  the  potential  advantages  of  re- 
constructive surgery. 

Conclusions 

The  results  of  treatment  of  injuries  of  the 
hand  can  be  immeasurably  improved.  If 
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anything  more  than  simple  cleansing  of  the 
wound  and  closure  of  the  skin  is  necessary, 
adequate  operating  facilities  and  trained 
personnel  are  necessary.  Wound  infection 
is  best  prevented  bv  adequate  cleansing  of 
the  wound,  closure  of  the  skin,  and  the  use 
of  antibiotics.  Splinting  in  a position  of 
function  greatly  reduces  morbidity.  Divided 


tendons  should  be  repaired  primarily  only 
when  specific  indications  exist.  It  is  not 
always  necessary  to  suture  divided  tendons. 
Delayed  tendon  suture  and  tendon  grafting 
are  often  the  procedure  of  choice. 

DISCUSSION  by  Robert  Brasher,  M.D.,  Knox- 
ville. 


The  Care  of  Hand  Injuries — Lacerated  Wounds, 

American  College  of  Surgeons  Committee  on 

Trauma. 

Any  of  the  structures  of  the  hand  may  be  dam- 
aged by  a lacerating  injury.  The  treatment  of 
such  injuries  is  aimed  at: — (1)  protection  from 
infection,  (2)  restoration  of  structures,  (3)  avoid- 
ance of  deformity,  (4)  early  restoration  of  func- 
tion. Under  the  proper  conditions,  as  described 
previously,  examination  of  the  hand  should  be 
carried  out  to  determine  the  location  and  extent 
of  the  injury,  the  source  of  any  major  bleeding, 
presence  of  foreign  material,  function  of  tendons 
(test  against  resistance)  and  intrinsic  muscles, 
condition  of  nerves  (sensory  and  motor  function), 
and  the  integrity  of  bone  and  joint.  Examinations 
should  be  followed  by  thorough  cleansing  of  the 
wound  and  meticulous  hemostasis.  Repair  of  dam- 
aged structures  should  be  done  in  those  instances 
where  infection  has  not  become  established,  where 
there  is  no  gross  contamination  by  highly  infective 
material  and  in  relatively  clean  wounds  not  more 
than  three  or  four  hours  old.  In  wounds  that  are 
not  amenable  to  immediate  repair,  cleansing 
should  still  be  carried  out  and  the  several  nerve 
ends  identified  with  nonabsorbable  suture  mate- 
rial, or  the  ends  loosely  untied. 

When  repair  is  undertaken,  the  nerves  should 
be  approximated  with  arterial  silk  on  fine  needles 
using  sutures  through  perineurium  only.  Care 
should  be  taken  to  avoid  axial  rotation  in  both 
motor  and  sensory  nerves  and  all  severed  nerves 
should  be  repaired  including  digital  nerves. 
Nerves  may  be  distinguished  from  tendons  by  their 
anatomic  position,  softer  texture,  pinker  color, 
small  sui’face  capillaries,  and  by  the  distinct  nerve 
bundles  seen  on  cut  ends.  Pulling  on  a nerve  will 
not  flex  a finger.  Care  should  be  taken  to  handle 
nerves  gently,  never  allowing  them  to  be  crushed, 
rubbed  or  to  become  dry. 

Repair  should  include  all  severed  tendons,  in- 
cluding those  of  the  intrinsic  muscles.  However, 
in  the  instance  of  flexor  tendons  divided  either 
within  the  flexor  sheath  or  in  the  digital  flexor 
canal,  primarily  suturing  rarely  leads  to  a suc- 
cessful restoration  of  useful  function  even  if  the 
profundus  alone  is  sutured  and  the  sublimis  re- 
moved, and  almost  never  if  both  are  repaired. 
So  in  this  instance,  it  is  sound  practice  to  repair 


the  remaining  structures  involved  and  to  defer 
repair  of  the  flexor  tendons  in  this  area  until  a 
later  date  when  secondary  reconstruction  may  be 
carried  out.  Approximation  of  tender,-  should  be 
accomplished  with  non-absorbable  suture  mate- 
rial (silk  or  wire)  after  the  ends  of  the  tendon 
have  been  cleanly  squared  off  with  a sharp  knife. 
Additional  incisions  to  expose  retracted  tendon 
ends  should  follow  flexion  creases,  should  be 
curved  or  transverse,  never  longitudinal,  and  never 
in  the  palmar  or  dorsal  mid-line  of  a finger.  This 
is  to  avoid  contractures  and  to  minimize  disability 
from  the  scars.  The  same  care  should  be  exer- 
cised in  handling  tendons  as  in  handling  nerves. 

Muscles  should  be  repaired  by  loose  interrupted 
mattress  sutures,  avoiding  tension  and  the  muscle 
approximated  should  always  be  alive,  contractile 
and  vascular.  Devitalized  muscle  should  be 
trimmed  away.  The  repair  of  nerves,  tendons  and 
muscle  should  be  accomplished  in  a dry  field 
maintained  by  a proximal  hemostatis  blood  pres- 
sure cuff.  After  this  part  of  the  repair  is  complete, 
the  cuff  may  be  released  and  hemostasis  assured 
by  ligature  of  bleeding  vessels. 

The  remaining  layers  of  the  hand  should  be 
lightly  approximated  with  fine  suture  material  and 
a firm  pressure  dressing  applied  separating  the 
fingers.  The  hand  should  be  splinted  in  the  posi- 
tion of  function  except  in  those  instances  where 
the  suture  of  severed  tendons  requires  that  the 
splinting  be  in  the  position  of  least  tension  on  the 
suture  lines.  This  splinting  in  position  of  function 
is  especially  important  in  nerve  injuries  so  that 
disabling  contractures  may  be  avoided  in  active 
muscles  where  their  opponents  are  paralyzed  or 
denervated. 

Aftercare  of  the  hand  should  include  elevation 
for  three  or  four  days,  systemic  administration  of 
antibiotics,  tetanus  prophylaxis  (toxoid  or  anti- 
toxin as  indicated),  and  no  change  of  dressing, 
unless  infection  develops,  until  the  end  of  the  first 
week.  It  will  require  three  weeks  of  undisturbed 
immobilization  for  several  tendons  and  nerves  to 
heal.  Corrective  splinting  may  be  required  after 
that  time  until  re-innervation  of  paralyzed  mus- 
cles has  occurred. 

The  restoration  of  function  is  best  secured  after 
healing,  by  directed  voluntary  exercise  and  ap- 
propriate occupational  therapy.  (Abstracted  by 
Benjamin  F.  Byrd,  Jr.,  M.D.,  Nashville,  Tenn.) 
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As  the  author  emphasizes  so  well,  there  is  probably  no  portion  of  the 
body  so  mistreated  as  the  skin.  Both  lay  and  professional  persons  too 
often  consider  skin  disease  so  lightly  that  self-medication  or  injudicious 
prescribing  are  astoundingly  common.  N ewspaper  advertising  is  es- 
pecially pernicious  in  the  continued  mismanagement  of  disorders  of 
the  skin. 

FALLACIES  ABOUT  THE  SKIN 

FRANK  G.  WITHERSPOON,  M.D.,  Nashville,  Tenn. 


There  are  many  popular  misconceptions 
concerning  our  skin  which  are  met  with 
daily  by  all  of  us.  Some  of  these  have  been 
fostered  by  the  neighbor  across  the  back 
fence  or  other  well  meaning  friends.  Some 
have  been  accepted  without  question  by  the 
patient  from  patent  medicine  ads  or  that 
sometime  diagnostician  and  therapist,  the 
corner  druggist.  Some  have  been  handed 
down  from  generation  to  generation  and  are 
pure  and  simple  “old  wive’s  tales.”  Some 
have  been  born  of  a little  knowledge  which 
can  most  assuredly  be  a dangerous  thing, 
and  still  others,  I am  afraid,  are  due  to 
improper  counseling  on  the  part  of  the 
physician.  I feel  the  skin  receives  more 
insults  than  any  other  part  of  the  body.  Few 
laymen,  for  instance,  would  dare  to  attempt 
treatment  of  the  heart  but  ask  anyone  of 
them  his  remedy  for  poison  ivy,  ringworm 
or  eczema  and  you  hear  a very  enthusiastic 
discourse.  In  this  short  paper  I will  attempt 
to  quote  some  of  the  common  fallacies  which 
we  in  dermatology  hear  nearly  every  day. 
Then  I will  attempt  to  point  out  what  is 
wrong  with  these  theories  and  why.  This 
is  not  intended  to  be  aimed  at  any  special 
group,  as  everybody  diagnoses  and  treats 
skin  disorders. 

Fallacy  Number  1:  “Acne  is  perfectly 

normal  at  your  age.  There  is  no  use  in 
doing  anything  about  it  as  it  will  probably 
go  away  by  the  time  you  are  25  or  30  any- 
way.” This  is  a very  serious  matter  and 
such  an  attitude  is  reprehensible.  In  the 
first  place,  acne  is  not  normal  but  is  defi- 
nitely a serious  skin  disorder  for  two  rea- 
sons. First,  the  scarring  which  will  last 
through  life  and  which  could  be  avoided 
in  many  cases  by  some  proper  treatment  by 
the  family  physician  and  by  some  energy 
and  willingness  on  the  part  of  the  patient  to 


follow  directions.  Secondly,  and  probably 
more  important,  is  the  psychological  effect. 
Acne  comes  at  a most  significant  age.  It 
begins  when  the  child  is  about  to  become  a 
man  or  woman.  He  is  beginning  to  be  inter- 
ested in  the  opposite  sex  and  his  budding 
social  life  is  the  utmost  importance  to  them. 
I think  that  severe  “complexes”  and  occa- 
sionally perhaps  even  schizophrenia  can  be 
avoided  when  a nice  skin  can  make  an  ado- 
lescent feel  socially  acceptable. 

Fallacy  Number  2:  “The  older  I get,  the 
more  I seem  to  itch,  particularly  in  the  win- 
ter time.  Although  I bathe  more  often,  the 
itching  is  not  relieved.”  This  is  heard  so 
frequently  from  elderly  patients.  They 
must  be  made  to  understand  that  as  we 
become  older  it  is  inevitable  that  the  seba- 
ceous glands  atrophy  and  consequently  the 
skin  becomes  drier.  The  treatment  for  this 
is  not  more  soap  and  water.  Actually  the 
patient  should  not  bathe  more  often  than 
once  a week  in  the  winter.  Relief  will  be 
obtained  in  most  cases  by  the  use  of  an  oil 
or  a lubricating  material  of  some  sort  and 
curtailment  of  bathing. 

Fallacy  Number  3:  (This  fallacy  has  many 
variations,  so  I will  divide  it  into  some  sub- 
divisions.) (1)  “This  is  an  acute,  severe 
rash,  so  I’ll  use  something  strong  on  it”; 
or  (2)  “Doctor,  that  medicine  you  gave  me 
wasn’t  strong  enough,  so  I went  to  the  drug- 
gist and  got  something  good  and  strong”; 
or  (3)  “I  guess  I have  tried  everything  for 
this  rash,  Doctor,  at  least  anything  anybody 
tells  me.”  All  three  of  these  stories  are 
variations  of  the  same  theme,  adding  up  the 
same  answer,  overtreatment  dermatitis. 
Putting  something  strong  on  an  acute  rash 
to  “kill”  the  infection  is  about  like  curing 
a badly  burned  area  by  pouring  boiling  wa- 
ter over  it.  We  must  treat  an  acute  eruption 
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with  soothing  applications,  which  in  most 
cases  are  best  exemplified  by  wet  com- 
presses. I suppose  the  majority  of  cases 
of  overtreatment  dermatitis  are  from  self- 
medication  and  many  of  these  patients  have 
used  a dozen  or  more  proprietory  lotions  or 
ointments  only  to  become  worse  and  worse. 
Just  this  week  a patient  told  me  that  she 
had  had  “poison  ivy”  for  two  or  three  weeks 
and  it  was  becoming  worse.  This  I doubted, 
since  uncomplicated  poison  ivy  dermatitis 
doesn’t  last  that  long.  Examination  revealed 
an  oozing,  crusted  eruption  of  the  arms  and 
chest  with  all  the  earmarks  of  an  overtreat- 
ment dermatitis.  Sure  enough  she  had  been 
applying  a cream  containing  benzocaine 
which  she  had  kept  on  using  as  “the  poison 
ivy  was  becoming  worse.”  Benzocaine,  be- 
ing a potent  sensitizer,  the  diagnosis  was 
obvious  and  only  soothing  compresses  were 
necessary  for  her  long-continued  “poison 
ivy  rash.” 

Fallacy  Number  4:  “I’m  a mechanic;  it 
won’t  hurt  my  hands  to  wash  them  in  gaso- 
line and  oil.  I’ve  done  it  for  years.”  This 
is  a story  frequently  heard  with  slight  varia- 
tions, such  as  the  occupation  being  that  of 
a painter,  filling  station  attendant  or  dry 
cleaner,  but  the  answer  is  the  same.  Pro- 
tracted use  of  organic  solvents  removes  oil 
from  the  skin,  causing  itching,  oozing  ec- 
zematous eruptions  about  the  hands.  Folli- 
culitis when  oil  is  used,  and  Assuring  with 
secondary  infection  also  occur.  In  cold 
weather  prolonged  immersion  in  water  or 
strong  soaps  will  cause  the  same  disorder. 
It  should  be  mentioned  at  this  time  that 
housewives  frequently  suffer  from  eczema 
of  the  hands  due  to  the  defatting  process  of 
strong  detergents  and  soaps,  as  in  dish  wash- 
ing and  household  cleaning.  It  all  sums  up 
to  the  fact  that  few  skins  can  tolerate  long 
continued  removal  of  oil  from  the  hands. 

Fallacy  Number  5:  “Everybody  says  I 

break  out  because  my  ‘blood  is  too  acid.’  ” 
We,  as  physicians,  know  that  blood  must  be 
somewhat  on  the  alkaline  side,  with  a pH 
of  7.38  to  7.42  and  that  buffering  substances 
keep  it  within  this  narrow  margin.  Most 
patients  seem  to  think  that  citrus  fruits  will 
cause  hyperacidity  while  actually  these 
fruits  are  alkalinizing  though,  of  course,  not 
altering  the  pH  of  the  blood  appreciably.  I 


suppose  every  kind  of  rash  from  acne  to 
shingles  has  been  thought  due  to  “too  much 
acid”  by  one  patient  or  another. 

Fallacy  Number  6:  “Since  this  rash  is 

oozing  so  much,  I guess  I had  better  dry  it 
up,  therefore  talcum  powder  and  calamine 
lotion  should  do  the  job.”  This  is  probably 
one  of  the  most  common  mistakes  in  treat- 
ment of  the  skin.  Actually  the  edema  is 
relieved  by  drainage  and  encouragement  of 
drainage  by  wet  compresses  is  indicated.  I 
think  the  best  rule  of  thumb  here  is,  if  the 
skin  is  wet,  use  wet  compresses.  If  the  skin 
is  itchy  but  neither  oozing  nor  too  dry,  use 
lotions,  creams  or  ointments.  If  the  skin  is 
quite  dry,  use  a lubricating  ointment  or  lini- 
ment. The  use  of  calamine  lotion  on  an 
oozing  rash  causes  the  formation  of  a crust 
with  the  invitation  to  secondary  infection. 
Also  the  use  of  a heavy  grease  on  an  oozing 
eruption  causes  further  edema  by  mechani- 
cal blockage. 

Fallacy  Number  7:  “This  may  be  skin 
cancer,  but  let’s  just  watch  it  for  a while 
and  see  what  happens.”  It  is  definitely  a 
bad  policy  to  play  a waiting  game  with  sus- 
pected malignancy.  Few  cancers  of  the  skin 
cannot  be  cured.  Early  diagnosis  is  impor- 
tant and  treatment  in  all  cases  consists  of 
complete  destruction  of  the  malignant  tu- 
mor. To  “watch”  an  epithelioma  and  give  it 
a chance  to  metastasize  is  nothing  short  of 
criminal  negligence.  There  is  no  temporiz- 
ing with  cancer.  I think  that  all  of  us  in 
private  practice  should  act  as  our  own  pri- 
vate cancer  detection  clinic.  Certainly  it 
does  not  do  any  harm  to  look  at  the  back  of 
the  hands  and  the  face  and  neck  of  patients 
coming  into  our  offices.  Be  most  suspicious 
of  farmers  and  other  outdoor  men,  being 
doubly  watchful  if  they  have  red  hair  be- 
cause of  the  thinness  of  the  skin.  Redheads 
have  a much  higher  incidence  of  skin  malig- 
nancy because  of  irritation  by  the  sun’s 
rays. 

Fallacy  Number  8:  “Soap  is  a mighty  good 
antiseptic,  so  scrub  those  weeping  eczema- 
tous areas  with  a good  strong  soap  and  a 
stiff  brush  three  times  a day.”  It  is  aston- 
ishing how  frequently  patients  will  come  in 
who  have  been  scrubbing  an  acutely  in- 
flamed rash  with  tincture  of  green  soap.  I 
can  imagine  few  things  which  could  insult 
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the  skin  more.  Soap  is  contraindicated  in 
an  acute  dermatitis  and  should  be  avoided. 
Use  water,  either  plain  or  with  epsom  salts, 
boric  acid,  potassium  permanganate,  alu- 
minum acetate  or  the  like, — but  never  soap! 

Fallacy  Number  9:  “It  couldn’t  be  this 

sulfathiazole  ointment;  I have  always  heard 
it  will  heal  almost  anything.”  We  hear 
this  same  theme  repeated  again  and  again. 
There  is  little,  if  any , excuse  for  putting  a 
sulfonamide  on  the  skin.  The  rate  of  sen- 
sitization is  so  high  that  the  cost  in  chemical 
dermatitis  is  prohibitive.  So  frequently  are 
patients  sensitized  and  their  skin  severely 
irritated  by  sulfa  ointments  that  the  Section 
on  Dermatology  of  the  American  Medical 
Association  passed  a resolution,  three  years 
ago,  recommending  that  sulfonamide  oint- 
ments be  outlawed.  Yet  we  go  merrily  on 
applying  them  to  the  skin  and  causing  many 
patients  to  become  much  worse  with  what- 
ever skin  condition  they  have.  Too  many 
dispensary  shelves  of  the  hospital,  industrial 
plant  or  doctor’s  office  hold  sulfonamide 
ointments.  Patients  will  frequently  use  sul- 
fathiazole ointment,  become  worse,  and  so 
they  try  sulfadiazine  ointment  and  possibly 
even  a third  member  of  the  group,  heaping 
insult  upon  insult  on  their  helpless  epider- 
mis, which  is  “tearfully”  trying  to  tell  them 
to  quit! 

Fallacy  Number  10:  “I  guess  since  I have 
got  a skin  rash,  I will  go  get  my  skin  tested.” 
Many,  many  patients  ai~e  going  to  the  ex- 
pense and  discomfort  of  having  an  entire 
battery  (perhaps  150  or  so)  of  intradermal 
and  scratch  test  performed.  When  there  is 
a real  reason  for  this  as  in  asthma  or  hay 
fever,  that  is  well.  With  skin  eruptions  this 
is  completely  unnecessary  in  99  per  cent  of 
cases.  I have  stopped  doing  this  for  some 
time  because  of  the  obvious  futility  of  such 
a procedure.  Very  few  dermatoses  are 
caused  by  food  and  inhalants.  Now,  patch 
tests  in  cases  of  contact  dermatitis  are  of  a 
great  deal  of  value;  small  amounts  of  sus- 
pected materials  are  applied  to  the  skin  in 
a manner  outlined  in  a previous  paper. 

Fallacy  Number  11:  “I  shoiddn’t  have 

played  with  that  frog;  now  I have  warts 
coming  all  over  my  hand.”  This  is  probably 
one  of  the  oldest  of  the  “old  wive’s  tales” 
which  all  of  us  have  heard  all  of  our  lives, 


an  assertion  probably  originating  because  of 
the  warty  epidermis  of  the  toad. 

Fallacy  Number  12:  “I  can  pass  within  a 
hundred  yards  of  poison  ivy  and  develop  a 
rash.”  This  is  a commonly  believed  fallacy 
in  all  walks  of  life.  The  truth  obviously  is 
that  in  even  extremely  hypersensitive  indi- 
viduals, the  oily  resins  of  the  poison  ivy 
plant  must  get  on  the  skin.  The  only  possi- 
ble way  they  could  get  into  the  air  would  be 
in  the  burning  of  poison  ivy  plants  with  tiny 
droplets  of  oil  being  present  in  the  smoke. 
The  best  way  still  for  a hypersensitive  per- 
son to  avoid  poison  ivy  dermatitis  is  to  stay 
away  from  the  plant.  Poison  ivy  injections 
are  of  no  value  in  the  prevention  of  this 
condition  and  should  be  discontinued  by  the 
medical  profession.  Oral  desensitization  by 
poison  ivy  extract  is  occasionally  somewhat 
helpful  but  must  be  given  over  a period  of 
many  months  in  very  gradually  increasing 
dosage. 

Fallacy  Number  13:  “A  round  lesion  on 
the  body?  Oh,  that  is  ringworm!’’  A great 
number  of  skin  diseases  have  oval  to  round 
lesions  of  various  sizes,  shapes  and  appear- 
ances. To  many  people,  however,  anything 
falling  in  this  category  is  immediately  clas- 
sified as  “ringworm.”  Actually,  fungus  dis- 
eases of  the  skin,  with  the  exception  of  those 
on  the  feet  and  in  the  crural  region,  are 
quite  uncommon.  Therefore,  we  should 
think  first  of  pityriasis  rosea,  contact  dermi- 
titis,  seborrheic  dermatitis  or  psoriasis.  In 
fact,  “ringworm”  should  be  placed  far  down 
the  list  of  possibilities  when  one  observes 
an  annular  eruption  upon  a patient’s  body. 
Let  us  not  forget  the  circular  eczematous 
lesions,  so  commonly  seen  on  the  dorsum  of 
the  hand.  This  is  much  more  likely  to  be  a 
so-called  “housewives  eczema”  than  ring- 
worm. One  will  get  much  further  by  re- 
moving these  hands  from  contact  with  soap 
and  the  use  of  a mild  tar  cream  than  by 
using  Whitfields  ointment  or  other  strong 
fungicide. 

Fallacy  Number  14:  “This  dandruff  rem- 
edy is  guaranteed  to  cure  my  dandruff.” 
When  we  consider  the  pathology  of  so-called 
“dandruff,”  the  fallacy  of  this  statement  is 
obvious.  Dandruff  is  due  to  excessive  ac- 
tivity of  the  oil  glands  of  the  skin.  By  the 
use  of  various  preparations  this  can  be 
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removed  from  the  surface  and  secondary 
infection  cleared  up.  It  is  not  possible, 
however,  to  stop  these  glands  from  over- 
producing and  to  prevent  the  condition  from 
recurring  when  medication  is  discontinued. 
The  job  of  the  physician  is  to  find  the  proper 
combination  of  medications  which  will  con- 


trol dandruff  and  cut  down  the  frequency  of 
their  use  as  far  as  possible,  still  keeping  the 
scalp  clear. 

There  are  many  other  misconceptions  re- 
garding our  skin.  I have  tried  to  point  out  a 
few  of  the  more  common  ones  which  crop 
up  in  the  doctor’s  office. 


Occurrence  of  Innocent  or  Adventitious  Cardiac 

Sounds  in  Childhood,  Friedman,  S.,  Robie,  W. 

A.,  and  Harris,  T.  W.;  Pediatrics,  4:782,  1949. 

The  differentiation  of  adventitious  heart  sounds 
which  are  of  functional  or  physiological  origin 
from  those  of  organic  origin  is  important  yet  often 
difficult  in  childhood.  In  a study  of  “functional” 
heart  sounds  Friedman,  Robie  and  Harris  exam- 
ined by  auscultation  500  children  between  the  ages 
of  2 and  12  years  who  attended  the  Medical  Out- 
patient Department  of  the  Children’s  Hospital  of 
Philadelphia.  Patients  were  selected  at  random 
with  the  single  exception  that  all  patients  with  a 
history  or  physical  signs  of  rheumatic  fever,  cho- 
rea, congenital  heart  disease  or  hypertension  were 
excluded.  All  adventitious  sounds  noted  were, 
therefore,  thought  to  be  functional  or  physiological 
in  origin.  Each  patient  was  examined  in  the  erect 
and  supine  positions  and  again  in  recumbency 
following  a period  of  exercise. 

Results 

Incidence.  Of  the  500  children  examined,  234 
or  46.8%  were  found  to  have  a systolic  murmur 
over  some  area  of  the  precordium.  Location  of 
murmurs  was  as  follows:  182  (36.5%  of  the  group) 
in  the  midprecordium,  that  is,  in  the  third,  fourth 
or  fifth  interspaces  to  the  left  of  the  sternum  but 
definitely  to  the  right  of  the  apex;  and  in  91 
(18.2%)  in  the  pulmonic  area.  Thirty-nine  chil- 
dren (7.8%)  had  separate  murmurs  in  the  mid- 
precordium and  in  the  pulmonic  area.  Ten  chil- 
dren were  found  to  have  murmurs  loudest  at  the 
apex  and  one  loudest  at  the  aortic  area,  which  by 
virtue  of  their  quality  characteristics  were  con- 
sidered to  be  of  no  pathologic  significance. 

Quality.  There  was  a striking  and  almost  con- 
stant correlation  between  the  location  and  quality 
of  the  great  majority  of  these  functional  mur- 
murs; those  audible  in  the  pulmonic  region  were 
typically  blowing  and  low  pitched,  while  the  pre- 
cordial variety  were  in  almost  all  cases  vibratory 
or  buzzing  in  acoustic  quality.  In  contrast  to  the 
typical  high-pitched  apical  systolic  blowing  mur- 
mur of  mitral  insufficiency  the  murmurs  heard  in 
the  present  study  were  of  lower  pitch. 

Intensity.  Of  the  273  murmurs  85.4%  were 


classed  as  barely  audible,  14.1%  as  moderately 
loud  and  0.5%  were  considered  to  be  very  loud. 

Transmission.  Aside  from  the  10  murmurs 
heard  best  at  the  apex,  a total  of  39  other  murmurs 
which  had  their  point  of  maximal  intensity  in 
some  other  location  over  the  precordium  could  be 
detected  at  the  apex. 

Position.  The  incidence  of  murmur  in  relation 
to  position  was  as  follows: 


Position  Murmurs 

Erect  101 

Recumbent  199 

Both  erect  and  recumbent  98 

Recumbent  but  not  in  erect  128 

Erect  but  not  in  recumbent  5 

Recumbent,  additional  murmurs  heard 

only  after  exercise 42 


Recumbent,  disappearing  after  exercise  28 

Pulse.  The  highest  incidence  of  functional  mur- 
murs was  found  in  those  children  with  a cardiac 
rate  of  90  beats  per  minute  or  less  (491/*>%).  The 
incidence  was  47%  in  the  pulse  range  90-110  beats 
per  minute,  and  in  those  children  with  a pulse  rate 
above  110  beats  per  minute  the  incidence  of  mur- 
murs was  22  per  cent.  Age,  sex,  state  of  nutrition 
and  hemoglobin  level  apparently  did  not  affect  the 
incidence  of  adventitious  murmurs. 

Extra  Cardiac  Sounds.  In  the  500  children 
examined,  a total  of  157  extra  cardiac  sounds  were 
detected  in  137  (27.4%)  patients.  One  hundred 
children  (20%)  demonstrated  a physiologic  third 
cardiac  sound  heard  best  on  the  apex  or  slightly 
to  the  right  of  this  point;  34  (6.8%)  showed  a re- 
duplication of  the  second  cardiac  sound;  and  20 
(4%)  showed  a reduplication  of  the  first  cardiac 
sound.  A degree  of  association  was  observed  be- 
tween the  occurrence  of  functional  murmurs  and 
the  other  adventitious  cardiac  sounds. 

Familiarity  with  the  high  incidence  and  charac- 
teristics of  adventitious  or  functional  heart  sounds 
in  children  should  facilitate  the  differentiation  of 
such  sounds  from  the  murmurs  associated  with 
organic  heart  disease.  (Abstracted  for  the  Middle 
Tennessee  Heart  Association  by  Thomas  S.  Weav- 
er, M.D.,  Nashville,  Tenn.) 
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The  ophthalmoscope  is  a most  useful  instrument  in  the  general  physical 
examination  in  suspected  systemic,  disease,  acute  or  chronic.  Your 
editor  would  agree  that  it  should  be  ranked  with  the  stethoscope  as 
stated  by  the  author.  Its  uses  are  many  in  prognosis  and  diagnosis 
in  neurologic,  vascular  and  metabolic,  as  well  as  other  diseases. 

THE  USE  AND  VALUE  OF  THE  OPHTHALMOSCOPE 


ALLEN  LAWRENCE,  M.D.,  Nashville,  Tenn. 

Thirty-five  years  after  the  invention  of  the 
stethoscope,  Helmholtz  devised  the  ophthal- 
moscope. The  centennial  anniversary  of  his 
work  is  now  being  celebrated.  Although 
the  two  instruments  are  of  nearly  equal  age 
the  use  of  the  ophthalmoscope  has  not  be- 
come as  popular  as  the  stethoscope.  There 
are  several  reasons  for  this  which  if  under- 
stood could  be  corrected. 

A common  cause  is  that  many  of  us  fail  to 
acquaint  ourselves  sufficiently  with  its  use 
during  our  training  years.  Frequently  the 
initial  cost  is  enough  to  frighten  the  average 
student  into  postponing  its  purchase.  There 
is  also  a tendency  to  think  of  the  ophthalmo- 
scope as  an  instrument  of  the  specialist. 
This  concept  would  change  if  the  idea  could 
be  conveyed  that  the  eye  is  not  just  an  in- 
dividual organ  of  the  body  but  has  certain 
characteristics  which  render  it  important  in 
determining  the  state  of  health  of  other  near 
and  distant  structures.  It  provides  the  one 
area  of  the  body  wherein  both  portions  of 
the  peripheral  vascular  system  and  a nerve 
tract  of  the  brain  can  be  directly  visualized 
unobstructed  by  other  tissue.  The  trans- 
parency of  the  eye  permits  visualization  of 
ocular  changes  resulting  from  many  sys- 
temic diseases  which  are  inflammatory, 
neoplastic  and  degenerative  in  origin. 

Finally,  the  ophthalmoscope  might  be  used 
more  successfully  if  it  were  considered  as 
a means  for  accomplishing  a more  complete 
general  inspection  in  the  physical  examina- 
tion. A small  amount  of  effort  in  learning 
to  use  it  would  provide  much  information. 

How  to  Use  the  Ophthalmoscope 

If  it  is  assumed  that  the  reader  has  no 
knowledge  of  how  to  use  the  hand  size  elec- 
tric ophthalmoscope,  there  are  a few  direc- 
tions which  might  help  him.  The  instru- 
ment is  designed  for  examination  of  the 
interior  cavity  of  the  eyeball.  The  optic 


media  consists  of  the  aqueous,  the  lens  and 
the  vitreous  jel.  The  posterior  lining  of  the 
eye  is  termed  the  optic  fundus  and  includes 
the  head  or  disc  of  the  optic  nerve,  the  four 
groups  of  retinal  arterioles  and  veins,  the 
transparent  retina  and  underlying  choroid. 
The  various  lenses  in  the  ophthalmoscope 
allow  the  examiner  to  adjust  his  eye  at  the 
different  depths  of  these  structures.  If  a 
regular  routine  is  followed  in  the  examina- 
tion, it  not  only  insures  that  all  shall  be  seen 
that  can  be  seen  but  it  shall  be  seen  more 
easily. 

It  is  well  to  have  the  patient  direct  his 
gaze  at  an  object  in  front  of  and  slightly 
above  the  horizontal  line  of  vision.  This 
helps  him  to  avoid  moving  his  eyes  and  it 
also  prevents  the  contraction  of  the  pupil 
associated  with  accommodation.  A subdued 
illumination  in  the  examining  room  is  of 
value  in  keeping  glare  from  the  surface  of 
the  cornea  and  in  reducing  the  effect  of  light 
in  the  opposite  eye  from  constricting  both 
pupils,  the  consensual  light  reflex.  The  ex- 
aminer should  wear  his  own  glasses  if  they 
are  required  and  use  his  right  eye  to  exam- 
ine the  patient’s  right  eye  and  his  left  eye 
for  the  patient’s  left  eye.  This  can  be  ac- 
complished more  easily  by  taking  up  a posi- 
tion at  the  side  instead  of  in  front  of  the 
patient.  It  is  then  suggested  that  the  plus 
eight  lens  be  rotated  into  place  in  the  oph- 
thalmoscope and  from  a distance  of  approxi- 
mately eight  inches  the  light  is  directed  into 
the  pupil.  In  the  normal  eye  a circular  red 
glow  will  be  seen  called  the  red  or  fundus 
reflex  and  is  due  to  the  reflection  of  light 
from  the  inner  eye. 

If  there  is  an  opacity  in  the  optic  media 
the  red  reflex  will  be  obstructed  and  a black 
area  will  be  seen  corresponding  to  it  in  size 
and  position.  The  opacity  may  be  movable 
or  fixed.  If  it  is  movable,  it  is  located  in  the 
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aqueous  or  in  a fluid  vitreous.  If  it  is  fixed, 
it  is  in  the  lens  or  the  vitreous  jel  which  has 
not  liquefied.  A diffuse  cataract  or  opacity 
of  the  lens  will  prevent  any  red  reflex  from 
being  seen.  Extensive  hemorrhage,  inflam- 
matory exudate,  neoplasm  and  fibroplastic 
proliferation  into  the  vitreous  can  also  cause 
a complete  obliteration  of  the  reflex.  By 
simultaneously  reducing  the  strength  of  the 
lens  in  the  ophthalmoscope  and  the  distance 
of  the  instrument  from  the  patient’s  eye  the 
focus  will  change  from  the  anterior  media  to 
the  posterior  media.  This  enables  visuali- 
zation of  the  opacity  at  its  own  depth.  With 
a little  practice  it  is  not  difficult  to  see  the 
clear  space  behind  the  pupil  occupied  by  a 
normal  lens  and  thus  differentiate  a cataract 
and  a vitreous  opacity.  Fibroplastic  prolif- 
erations result  from  diabetes,  tuberculosis, 
prenatal  inflammation,  congenital  folds  or 
malformation  and  more  recently  from  retro- 
lental  fibroplasia  of  prematurely  born  in- 
fants. 

As  the  strength  of  the  ophthalmoscope 
lens  is  further  reduced,  the  fundus  detail 
will  gradually  appear.  For  orientation  the 
optic  disc  is  usually  examined  first.  This  is 
found  by  following  the  retinal  blood  vessels 
to  their  source  as  they  emerge  from  the 
nerve.  It  is  located  slightly  to  the  nasal 
side  of  a line  drawn  perpendicular  to  the 
center  of  the  pupil.  The  disc  is  round, 
sharply  outlined  and  pink  in  color.  It  has 
a central  depression  from  which  the  vessels 
emerge  called  the  physiological  cup  or  ex- 
cavation. This  is  paler  in  color.  There  can 
be  considerable  variation  in  the  appearance 
of  the  disc  with  no  abnormal  significance. 
The  apparent  size  may  be  small  in  a far- 
sighted eye,  large  in  a near-sighted  eye  and 
elliptical  in  an  astigmatic  eye.  The  medul- 
lation  of  the  nerve  fibers  or  axons  of  the 
retina  which  join  to  compose  the  optic 
nerve  do  not  normally  appear  on  the  retina. 
However,  this  medullation  may  be  found 
extending  outward  from  the  disc  causing  the 
normally  sharp  edge  to  become  blurred  or 
elevated.  This  should  not  be  confused  with 
an  edematous  nerve  head. 

The  normal  pale  pink  coloring  of  the 
nerve  is  lost  when  it  becomes  atrophic  and 
the  nutrient  capillaries  are  occluded.  The 
disc  assumes  a white  or  silvery  color  in  com- 
plete atrophy  with  less  pallor  in  lesser  de- 
grees of  atrophy.  There  is  usually  a loss  of 


substance  manifested  by  a deeper  and  wider 
optic  cup.  It  is  unwise  to  depend  entirely 
on  pallor  alone  to  make  the  diagnosis.  It 
should  be  accompanied  by  some  loss  of  func- 
tion characterized  by  decreased  central  or 
side  vision.  A normal  disc  may  seem  to  be 
pale  by  contrast  in  a patient  with  a dark 
surrounding  fundus.  It  can  also  be  pale  in 
infancy  and  in  anemic  individuals  without 
being  atrophic.  Optic  atrophy  may  follow 
retinal  disease,  either  inflammatory  or  de- 
generative or  after  circulatory  interference 
as  in  arteriosclerosis  or  arterial  occlusion.  It 
may  also  occur  from  pressure  or  traction 
exemplified  by  glaucomatous  ati'ophy  or 
that  resulting  from  tumors,  aneurism,  bony 
pressure,  prolonged  edema  and  traumatic 
avulsion.  Optic  atrophy  appears  after  local 
or  central  nervous  system  disease  such  as 
tabes  and  multiple  sclerosis.  The  optic 
nerve  can  be  destroyed  by  toxins  such  as 
alcohol,  lead,  quinine  and  arsenicals. 

When  the  disc  details  are  lost,  the  physio- 
logical cup  obliterated  and  the  margins  ele- 
vated from  the  surrounding  fundus,  it  may 
indicate  edema.  In  such  a case  there  is 
usually  increased  redness  from  congestion 
and  dilatation  of  the  veins.  Flame-shaped 
hemorrhages  of  varying  size  may  radiate 
from  the  disc  along  the  course  of  the  vessels. 
Edema  of  the  disc  occurs  from  increased 
intracranial  pressure,  thrombosis  of  the  cen- 
tral retinal  vein  or  cavernous  sinus,  severe 
hypertensive  disease,  chronic  nephritis, 
blood  dyscrasias,  severe  septicema,  optic 
neuritis  and  other  local  and  systemic  dis- 
eases. 

After  the  disc  has  been  examined,  the 
light  of  the  ophthalmoscope  should  be  di- 
rected outward  along  the  course  of  the  ret- 
inal vessels.  The  veins  are  a darker  red 
and  slightly  larger  than  the  corresponding 
arteriole  in  a ratio  of  3:2.  The  vessels  are 
transparent  except  when  there  is  intrinsic 
or  extrinsic  sclerosis.  The  arterioles  show 
a surface  reflection  extending  along  the  cen- 
tral portion  of  the  vessel  called  the  reflex 
stripe.  As  the  vessels  extend  to  the  periph- 
ery they  divide,  cross  and  become  smaller 
in  caliber  but  maintain  their  proportion  to 
each  other.  The  arterioles  can  be  reduced 
in  diameter,  either  along  their  entire  course, 
in  which  case  they  are  said  to  be  attenuated 
or  in  localized  areas,  when  they  are  de- 
scribed as  being  vasospastic.  Both  types  are 
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observed  in  essential  hypertensive  disease 
toxemia  of  pregnancy  and  so  forth  and  do 
not  necessarily  indicate  that  arteriosclerosis 
is  present.  Vasospasm  indicates  more  active 
hypertension  than  simple  attenuation.  The 
first  suggestion  of  organic  change  in  the 
arterioles  from  sclerosis  is  an  increase  in  th<- 
brightness  of  the  reflex  stripe.  As  the 
sclerosis  progresses  the  red  color  of  the 
vessels  assumes  a copper  hue  and  in  the 
advanced  stage  a silvery  appearance,  as  the 
blood  column  can  no  longer  be  seen.  The 
edge  of  the  arteriole  is  also  irregular  or 
notched  instead  of  smooth.  Compression  of 
the  arteriolar-venous  crossings  develops 
when  the  sclerosis  is  greater  in  severity  and 
of  longer  duration.  Extrinsic  or  secondary 
sclerosis  may  occur  following  previous  in- 
flammation in  the  retina  and  is  really  a 
fibrotic  repair  process.  It  is  characterized 
by  parallel  bright  lines  extending  along  the 
margins  of  the  vessels.  It  does  not  ordina- 
rily affect  the  function  of  the  arteriole. 
Phlebo-  or  venous  sclerosis  occurring  in 
hypertensive  disease,  diabetes  mellitus  and 
ocular  inflammations  impairs  the  flow  of 
venous  blood.  The  veins  also  become  dilat- 
ed from  partial  or  complete  obstruction  far- 
ther along  in  the  direction  of  flow  as  in  ven- 
ous thrombosis,  leukemia  and  external  com- 
pression. The  phenomenon  of  venous  and 
arterial  pulsation  on  the  surface  of  the  optic 
disc  is  an  interesting  but  normal  one.  The 
vein  collapses  during  arterial  systole  and 
fills  on  diastole. 

Upon  completion  of  the  visualization  of 
the  disc  and  blood  vessels  the  intervening 
area  of  the  fundus  is  observed.  It  has  a 
diffuse  red  coloring  due  to  the  vascular  bed 
of  the  choroid.  The  greater  the  amount  of 
choroidal  pigmentation  the  darker  will  be 
the  fundus.  The  less  the  pigment  the  more 
distinctly  will  the  vessels  in  the  choroidal 
circulation  be  seen.  The  fundus  is  pale  in 
anemia  and  practically  white  in  occlusion 
of  the  central  retinal  artery.  Hemorrhages 
associated  with  systemic  and  local  diseases 
are  flame-shaped  and  diffuse  when  they  oc- 
cur in  the  tangentially  running  layer  of  the 
retina  or  punctate  or  petechial  when  occur- 
ring in  the  deeper  perpendicularly  placed 
layers.  Hemorrhages  result  from  severe  hy- 
pertensive disease,  chronic  nephritic  disease, 
anemia,  leukemia,  septicema,  venous  throm- 


bosis and  incomplete  obstructions,  diabetes 
mellitus,  head  trauma  and  other  causes. 

The  fundus  can  also  become  edematous 
e'i'.er  diffusely  in  the  stroma  or  in  localized 
patches  on  the  surface.  It  will  occur  from 
venous  obstruction  and  hypoproteinemia  of 
various  origins.  A great  deal  of  localized 
and  generalized  fundus  edema  with  relative- 
ly little  arteriolar  changes  is  suggestive  of 
chronic  nephritis  as  the  primary  process  in 
contrast  to  a smaller  amount  of  edema, 
greater  number  of  hemorrhages  and  definite 
arteriolar  changes  which  occur  in  severe 
primary  hypertension.  The  two  pictures 
often  blend  as  would  be  expected. 

Pigmentation  also  occurs  in  the  fundus. 
It  varies  in  its  amount,  shape  and  distribu- 
tion. It  can  be  scattered  diffusely  in  small 
patches  in  primary  pigment  degeneration  of 
the  retina  and  subsequent  to  certain  diffuse 
retinal  or  choroidal  inflammations  or  it  can 
be  accumulated  densely  in  one  area  as  in 
the  inactive  phase  of  a choroiditis,  after 
trauma  or  in  a neoplasm. 

The  macular  area  of  the  fundus  is  re- 
served for  the  last  of  the  examination.  This 
is  done  because  it  is  in  this  area  that  the 
patient  is  least  able  to  tolerate  the  light.  It 
is  difficult  to  expect  prolonged  cooperation 
in  many  individuals  after  it  has  been  ex- 
posed to  direct  illumination.  The  macular 
area  is  located  approximately  the  distance 
covered  by  two  optic  disc  diameters  on  the 
lateral  side  of  the  optic  nerve.  The  retinal 
vessels  arch  above  and  below  it.  It  is  darker 
red  than  the  rest  of  the  fundus  and  reflects 
less  light  except  for  the  foveal  spot.  This 
is  a glistening,  retractile,  discrete,  pinpoint 
size  reflection  originating  from  the  sides  of 
the  depression  in  the  center  of  the  macula. 
Abnormalities  which  are  seen  in  the  macula 
are  more  likely  to  affect  the  central  visual 
acuity  as  it  is  this  portion  of  the  retina  which 
is  used  for  central  fixation  of  vision. 

When  the  routine  of  the  ophthalmoscopic 
examination  has  been  completed  in  one  eye 
it  is  repeated  in  the  other.  It  is  well  to 
remember  the  appearance  of  a structure 
noticed  in  the  first  eye  and  compare  the 
similar  one  in  the  second  eye.  This  method 
is  of  value  in  differentiating  normal  varia- 
tions. Extreme  contrast  in  what  is  seen  in 
the  two  eyes  is  not  too  frequently  a normal 
situation. 
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Thayer  Veterans  Administration 
Hospital 


DR.  ROBERT  A.  GOODWIN:  This  Con- 
ference will  be  concerned  primarily  with 
discussion  of  recent  attitudes  in  the  treat- 
ment of  pulmonary  tuberculosis. 

Case  Report 

DR.  MARJORIE  F.  ELLICOTT:  The  patient  is 
a 27-year-old  married  Negro  male  premedical  stu- 
dent who  was  admitted  to  this  Hospital  on  October 
27,  1947,  complaining  of  hemoptysis  two  weeks 
previously,  followed  by  productive  cough,  weak- 
ness and  fever.  The  past  history  was  non-con- 
tributory  except  for  an  episode  of  pleurisy  of  the 
right  side  in  1945,  at  which  time  examinations  of 
the  sputum  and  pleural  fluid  were  reported  as 
negative  for  acid-fast  bacilli. 

Physical  examination  at  the  time  of  admission 
included  a temperature  105,  pulse  110  and  respir- 
ations of  44  per  minute.  The  patient  appeared 
severely  ill  and  acutely  toxic.  There  was  consoli- 
dation over  the  major  portion  of  the  left  lung  field 
with  numerous  rales. 

Laboratory  studies  were  within  normal  limits  ex- 
cept for  an  elevated  sedimentation  rate.  The  spu- 
tum was  strongly  positive  for  acid-fast  bacilli.  An 
initial  chest  X-ray  film  showed  a dense  pneumonic 
type  of  infiltrate  in  the  lower  half  of  the  left  lung 
with  a confluent  exudative  process  in  the  upper 
half  of  the  left  lung,  and  a diffuse  fine  fresh  infil- 
trative spread  throughout  the  entire  right  lung 
field. 

On  admission  the  patient  was  started  on  abso- 
lute bed  rest  and  on  November  6,  1947,  strepto- 
mycin, one  gram  daily,  was  begun.  Early  X-rays 
showed  an  extensive  spread  to  the  right  upper  lobe 
with  cavitation;  however,  subsequently,  on  bed 
rest  and  streptomycin  there  was  a gradual  clearing 
of  the  disease  and  contraction  of  the  left  lower 
lobe.  In  March,  1948,  streptomycin  was  discon- 
tinued after  a total  of  120  days  of  therapy. 

In  August,  1948,  there  were  intermittent  hemop- 
tyses  and  X-ray  studies  demonstrated  cavitation  in 
the  contracted  left  lower  lobe.  A large  pneumo- 
peritoneum was  instituted  and  on  August  27,  1948, 
a left  phrenic  crush  operation  was  performed 
with  gradual  cessation  of  bleeding. 


*From  the  Departments  of  Medicine  and  of  Sur- 
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By  early  1949  there  had  been  marked  clearing 
of  the  right  lung  field  and  the  left  upper  lobe  as 
shown  by  the  X-ray.  However,  the  sputum  con- 
tinued positive  for  acid-fast  bacilli,  and  on  April 
28,  1949,  a left  lower  lobectomy  was  performed 
without  streptomycin.  Pneumoperitoneum  was 
abandoned  within  three  weeks  following  the  pro- 
cedure. Sputum  became  negative,  and  six  months 
following  surgery  activity  was  gradually  increased. 

In  May,  1950,  a course  of  PAS  (para-aminosali- 
cylic acid),  12  grams  daily  for  120  days,  was  given 
because  of  positive  sputum  which  was  considered 
to  come  from  tuberculous  bronchitis  of  the  stump 
of  the  left  lower  lobe. 

In  early  1951,  a distinct  cavity  became  visible 
at  a previous  area  of  nodular  infiltration  in  the 
left  upper  lobe  and  on  April  19,  1951,  streptomycin, 
1 gram  daily,  and  PAS,  12  grams  daily,  were  begun 
prior  to  a thoracoplasty  in  May.  This  was  fol- 
lowed by  a left  upper  lobectomy  on  June  7,  1951, 
thus  completing  the  left  pneumonectomy.  Strep- 
tomycin and  PAS  were  discontinued  six  weeks  fol- 
lowing surgery. 

The  patient’s  subsequent  hospital  course  was  one 
of  progressive  improvement  with  sputum  remain- 
ing consistently  negative  and  the  right  lung  ap- 
pearing stable  on  X-ray  study  on  gradually  in- 
creasing activity.  On  October  24,  1951,  at  which 
time  he  was  on  five  hours  of  activity  daily,  he  was 
discharged  to  continue  his  rehabilitation  at  home. 

DR.  GOODWIN:  This  case  presents  the 
problem  of  the  management  of  severe,  acute, 
far  advanced  pulmonary  tuberculosis,  with 
a large  element  of  tissue  destruction.  The 
character  and  extent  of  the  infection,  and 
the  factor  of  lower  natural  resistance,  asso- 
ciated with  the  patient’s  race  produce  a dis- 
ease picture  long  described  as  the  “galloping 
consumption,”  which  but  a few  years  ago 
was  almost  invariably  fatal. 

Success  in  the  present  day  treatment  of 
this  type  of  case  requires  the  integrated 
use  of  medical  and  surgical  techniques.  The 
decisions  made  at  each  step  in  the  manage- 
ment of  this  case  represent  the  combined 
judgment  of  the  medical  and  surgical  staff. 

The  treatment  of  tuberculosis  of  the  lung 
can  be  only  as  successful  as  the  treatment 
of  the  person  who  has  tuberculosis.  The 
fears,  the  uncertainties,  the  financial  inse- 
curities, the  necessary  long  drawn  out  and 
unpleasant  restrictions  of  “The  Cure”  and 
fears  and  uncertainties  for  the  future  have 
a profound  effect  on  the  personality  of  the 
patient.  The  adjustment  of  the  average 
patient  to  these  overwhelming  problems  is 
extremely  difficult,  and  requires  in  many 
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cases  the  support  of  the  best  judgment, 
counseling  and  patience  on  the  part  of  the 
private  physician  or  the  members  of  the 
hospital  staff.  The  success  of  any  program 
of  treatment  is  dependent  in  a large  part 
on  the  degree  of  physical  and  emotional 
relaxation  of  the  patient. 

The  case  presented  demonstrates  clearly, 
although  somewhat  in  an  extreme  degree, 
the  two  general  phases  in  the  treatment  of 
pulmonary  tuberculosis.  The  first  phase  is 
control  of  the  acute  inflammatory  stages  of 
the  disease  where  bed  rest,  chemotherapy 
and  perhaps  later,  temporary  collapse  pro- 
cedure are  the  most  effective  methods  of 
treatment. 

The  second  phase  is  the  management  of 
the  chronic  residuals  where  control  of  the 
destruction  and  necrotic  lesions  is  accom- 
plished when  indicated,  by  surgical  methods 
with  or  without  the  support  of  chemother- 
apy- 

Dr.  Johnson,  would  you  discuss  the  medi- 
cal aspects  of  this  case? 

DR.  HOLLIS  E.  JOHNSON:  There  is  one 
interesting  point  I think  we  should  discuss 
in  the  treatment  of  this  case  of  tuberculosis, 
and  that  is  the  fact  that  the  patient  had 
pleurisy  with  effusion  some  years  befoi’e  he 
entered  the  Hospital.  He  was  treated  appar- 
ently successful  at  that  time.  Two  years 
later,  he  had  acute  exudative  tuberculosis. 
The  best  treatment  for  this  type  of  tubercu- 
losis, or  any  other  tuberculosis  is  prevention, 
and  here  is  a man  who  had  pleurisy  with 
effusion  in  which  no  acid-fast  bacilli  was 
demonstrable  at  the  time,  and  a man  who 
was  apparently  successfully  treated  at 
that  time.  Obviously,  he  had  no  follow-up 
after  this  illness.  A serious  mistake  was 
made  in  not  following  him  closely  after  he 
had  pleurisy  with  effusion.  It  is  well  known 
that  even  though  we  sometimes  cannot  dem- 
onstrate tubercle  bacilli  in  the  fluid,  it  is  not 
proof  that  it  is  not  tuberculous.  This  man 
should  have  been  treated  as  though  he  were 
known  to  have  tuberculosis,  because  the 
chances  were  about  40  per  cent  that  he 
would  subsequently  develop  pulmonary 
tuberculosis.  That  fact  was  not  kept  in 
mind.  This  man  should  have  been  exam- 
ined at  two  to  three  month  intervals  from 
the  time  he  had  the  effusion  until  the  time 


he  came  here.  That  is  the  first  point. 

The  second  point  is  that  he  had  acute 
exudative  tuberculosis  which  continued  to 
spread  under  bed  i*est.  I think  that  the 
treatment  using  streptomycin  and  PAS  defi- 
nitely was  indicated  in  this  case  because  it 
is  of  the  type  that  responds  to  that  sort  of 
therapy.  Subsequent  films  show  how  well 
he  did  respond.  He  no  doubt  would  have 
been  saved  much  hospitalization  time  and 
morbidity  if  he  had  been  put  on  these  reme- 
dies as  soon  as  he  was  admitted  to  the  Hos- 
pital. However,  at  the  time  he  was  treated 
these  drugs  were  administered  under  proto- 
col and  could  not  be  given  without  a two- 
month  observation  period. 

When  he  developed  his  left  basal  cavity, 
collapse  therapy  was  indicated.  The  only 
collapse  measure  that  could  be  effective  here 
was  pneumoperitoneum,  and  this  procedure 
was  made  more  effective  by  a temporary 
phrenic  paralysis.  The  pneumoperitoneum 
was  effective  in  helping  control  the  disease 
in  the  right  lung.  If  the  cavity  in  the  left 
base  had  closed  under  the  collapse  measures 
employed,  resection  might  not  have  been 
necessary.  However,  the  large  area  of  case- 
ation in  the  lower  left  lobe  makes  it  likely 
that  we  would  have  thought  resection  was 
indicated  anyway. 

Phrenic  paralysis  alone  might  have  been 
considered  here,  but  with  exudative  disease, 
which  does  not  collapse  effectively,  it  almost 
certainly  would  have  been  of  no  help. 

Intrapleural  pneumothorax  might  have 
been  considered,  but  it  would  not  have  col- 
lapsed the  exudative  disease.  The  only  col- 
lapse obtained  would  have  been  in  the  un- 
diseased portion  of  the  lung.  This  would  not 
have  been  effective  and  would  likely  have 
resulted  in  pleurisy  with  effusion  and  sub- 
sequent tuberculous  empyema.  Therefore, 
phrenic  paralysis,  plus  artificial  pneumo- 
peritoneum was  the  treatment  of  choice. 
The  results  testify  to  their  efficacy. 

DR.  GOODWIN:  Dr.  Daniel  will  discuss 
the  surgical  aspects  of  the  case. 

DR.  ROLLIN  A.  DANIEL:  I think  it  is 
important  to  point  out  that  at  the  time 
lobectomy  was  carried  out,  the  diffuse  exu- 
dative disease  had  become  pretty  well  sta- 
bilized, adding  considerably  to  the  safety 
of  the  operative  procedure.  During  1947 
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and  1948,  he  was  treated  with  antibiotics, 
bed  rest  and  subsequently  pneumoperito- 
neum. as  a result  of  which  the  disease  in  the 
opposite  lung  became  fairly  stable.  The 
lower  lobe  on  the  left  became  quite  small 
and  contracted  so  that  at  the  time  of  opera- 
tion there  were  several  factors  in  his  favor 
working  for  us  with  him. 

In  the  first  place,  the  lower  lobe  was  well 
demarcated  and  delineated  and  collapsed, 
and  not  too  difficult  to  separate  from  the 
air-containing  lobe.  In  the  second  place,  he 
had  had  a phrenic  paralysis  with  elevation 
of  the  diaphragm  and,  therefore,  the  filling 
of  the  space,  so  important  following  resec- 
tive  surgery  in  the  lung  and  particularly  in 
a tuberculous  patient,  was  quickly  and  eas- 
ily accomplished  here.  The  upper  lobe,  the 
remaining  portion  of  the  lung  on  the  left 
side,  re-expanded  well  and  there  was  little 
or  no  dead  space  in  which  fluid  could  col- 
lect, and  which  would  lead  subsequently  to 
infection. 

He  did  well  after  operation.  However, 
later  when  the  patient  was  increasing  his 
activity,  a cavity  appeared  in  the  upper  lobe. 
If  this  had  been  the  only  significant  area  of 
disease  he  had  in  the  remainder  of  the  left 
lung,  we  might  have  been  able  to  remove  it 
by  “wedging”  out  this  cavity,  or  removing 
that  particular  segment  of  the  upper  lobe 
and  to  have  preserved  still  some  tissue  on 
the  left  side.  Apparently  at  the  time  of  this 
operation  we  felt  there  were  other  scattered 
areas  of  disease  which  we  thought  should 
be  left  behind  and  therefore  we  completed 
a pneumonectomy  on  the  left  side. 

DR.  GOODWIN:  I’d  like  to  ask  Mrs. 
Scruggs,  the  Social  Service  Worker,  if  she 
would  talk  about  the  patient  as  a person, 
indicating  the  social  problems  which  have 
had  a particular  bearing  on  the  patient’s 
reaction  to  medical  treatment. 

MRS.  NELL  B.  SCRUGGS:  At  the  same 
time  that  the  patient  was  inter-acting  with 
the  Medical  Staff  in  relation  to  treatment  of 
his  diseased  lungs,  which  you  have  been 
discussing,  he  was  also  reacting  to  things 
happening  within  his  family  group.  These 
things  affected  his  total  well-being  possibly 
as  much  as  the  medical  problems  did. 

The  patient,  a proud,  sensitive,  ambitious 
young  Negro  veteran,  is  the  son  of  a Meth- 


odist minister  in  North  Alabama.  The  Ne- 
gro family  had  caught  a vision  of  higher 
cultural  standards  for  themselves  and  were 
moving  towards  that  goal.  Several  siblings 
already  had  professional  status.  Our  patient 
could  allow  himself  to  do  no  less,  but  the 
call  to  Service  came  and  delayed  his  plans. 
Now  illness  had  come  to  disrupt  them. 

Treatment  of  his  tuberculosis  meant  long 
separation  from  his  young  wife  and  two  in- 
fant children,  one  of  whom  was  only  two 
days  old.  He  and  his  wife  had  planned 
theirs  to  be  the  ideal  family,  and  were 
making  a studied  effort  towards  proper 
child-raising.  It  meant  a change  in  the  liv- 
ing arrangements  and  temporary  depend- 
ence upon  his  sister  to  house  his  wife  and 
children  one  hundred  miles  away  from  the 
Hospital.  It  meant  interruption  of  educa- 
tional plans  launched  two  years  previously 
by  his  entry  into  A.  and  I.  College  to  take 
a pre-medical  course.  He  had  made  excel- 
lent grades  and  was  happy  in  the  prospect 
of  becoming  a successful  doctor  one  day. 

The  patient’s  wife  decided  to  get  a degree 
from  A.  and  I.  College  while  the  patient  was 
hospitalized.  This  deprived  the  children  of 
daytime  care  of  either  mother  or  father. 
This  also  presented  the  possibility  of  the 
wife  assuming  and  wanting  to  keep  the 
dominant  role  in  the  family,  a possibility 
intolerable  to  the  proud  and  sensitive  pa- 
tient. 

Frustrations  naturally  engendered  fears 
and  hostilities.  With  the  positive  help  of 
his  family,  the  doctor  and  the  social  worker, 
the  veteran  was  able  to  handle  his  environ- 
mental problems  and  his  negative  feelings 
with  the  defense  mechanisms  he  had  learned 
to  use.  He  fled  from  his  resentments  and 
fears  into  a pattern  of  conformity,  exterior 
cheerfulness,  intellectualization.  In  this 
way  he  got  approval  and  status  in  his  new 
environment,  thereby  remaining  relatively 
comfortable  psychologically.  While  a por- 
tion of  his  energies  went  into  resolving  his 
emotional  conflicts  relating  to  himself  as  a 
person  and  his  family,  it  is  believed  the 
patient  had  sufficient  inner  resources  and 
outside  help  to  enable  him  to  conserve  the 
major  portion  of  his  energies  for  healing  his 
tuberculosis. 

DR.  GOODWIN:  Under  the  impetus  of 
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the  recent  developments  in  the  more  effec- 
tive use  of  chemotherapy  and  the  greater 
experience  and  skill  in  surgical  methods, 
there  is  a continuous  progressive  change  in 
the  management  of  pulmonary  tuberculosis. 
Certain  aspects  of  the  present  concepts  of 
treatment  will  be  discussed.  Dr.  Haltom, 
would  you  please  discuss  the  role  of  bed  rest 
in  the  treatment  of  pulmonary  tuberculosis? 

DR.  THOMAS  B.  HALTOM:  In  these 

times  of  modern  surgical  techniques  and  an- 
tibiotic therapy,  one  is  apt  to  neglect  the  ba- 
sic therapeutic  approach  to  pulmonary  tu- 
berculosis, namely,  bed  rest.  Summarily,  it 
may  be  said  that  best  rest  alone  is  indicated 
in  those  patients  in  which  collapse  therapy, 
excisional  therapy,  or  antibiotics  are  either 
not  indicated  or  are  contra-indicated.  One 
must  remember  that  although  bed  rest  does 
have  its  limitations,  it  most  emphatically 
has  no  substitute  and  further,  when  other 
therapeutic  measures  are  indicated,  they 
most  certainly  should  be  utilized  in  conjunc- 
tion with  bed  rest. 

Complete  bed  rest  means  getting  the  pa- 
tient, in  so  far  as  possible  to  as  near  basal 
status  for  every  24-hour  period.  This  is 
easier  said  than  done,  and  it  cannot  be 
accomplished  simply  by  telling  the  patient 
to  “go  to  bed”  or  “stay  in  bed  completely.” 
The  patient  should  have  a thorough  explana- 
tion in  minute  detail  of  the  rest  program  at 
the  start  of  his  treatment.  Subsequently, 
strict  enforcement  and  constructive  super- 
vision are  essential  if  the  patient  is  to  suc- 
ceed. It  should  be  emphasized  that  just 
simply  staying  in  bed  is  not  sufficient.  Re- 
laxation, physically  and  mentally,  is  the 
goal  the  patient  should  seek. 

In  general,  all  patients  with  active  tuber- 
culosis are  initially  treated  with  complete 
bed  rest.  This  should  include  such  items  as 
eating,  reading,  writing,  shaving,  etc.,  not 
only  lying  down  but  in  as  comfortable, 
relaxed,  unstrained  position  as  possible.  A 
bedside  commode  chair  is  preferred  to  the 
bed  pan,  and  should  be  utilized  unless  the 
bathroom  is  within  a few  steps  of  the  bed. 
Bed  baths  should  either  be  given  to,  or 
taken  by  the  patient,  depending  upon  the 
severity  of  the  disease. 

Complete  bed  rest,  in  general,  is  main- 
tained until  the  disease  has  been  stabilized 


as  shown  by  X-ray  examinations  and  the  pa- 
tient’s sputum  has  been  negative  for  a period 
of  time,  the  length  of  time  depending  pri- 
marily upon  the  original  extent  and  type  of 
disease.  If  permanent  collapse  or  excisional 
therapy  is  performed,  the  patient  generally 
is  kept  on  complete  bed  rest  post-operatively 
for  six  months  or  longer,  this  depending 
upon  the  original  extent  of  disease,  the  situ- 
ation at  the  time  of  surgery  and  the  results 
obtained  by  surgery. 

Following  the  period  of  complete  bed  rest, 
there  is  a prolonged  period  of  modified  bed 
rest  and  rehabilitation  with  gradually  in- 
creasing physical  activity.  The  period  of 
time  consumed  in  this  phase  of  the  program 
depends  primarily  upon  the  extent  and  type 
of  disease,  the  patient’s  occupation  and  his 
plans  for  the  future.  During  the  latter  part 
of  the  rehabilitation  program,  vocational  re- 
habilitation may  be  advisable. 

DR.  GOODWIN:  Dr.  Woodcock,  would 

you  discuss  the  role  of  the  anti-microbial 
drugs? 

DR.  CLARENCE  C.  WOODCOCK:  Sev- 
eral principles  governing  the  chemotherapy 
of  tuberculosis  may  be  stated. 

The  first,  already  mentioned,  is  that  chem- 
otherapy alone  will  not  cure  tuberculosis. 
It  is  an  adjunct,  however,  valuable  in  bed 
rest,  just  as  adequate  nutrition  and  other 
measures  are  of  proven  worth.  The  patient 
with  active  tuberculosis  receiving  optimal 
chemotherapy  but  remaining  ambulatory 
will  get  worse  more  often  than  he  will  get 
better. 

Second,  chemotherapy  should  be  used  only 
as  part  of  a carefully  considered,  total 
though  tentative  plan  of  treatment  of  the 
entire  illness.  The  time  and  type  of  possible 
surgery  must  govern  somewhat  the  timing 
of  chemotherapy.  The  extent  and  type  of 
pulmonary  involvement,  the  presence  or  ab- 
scence  of  extrapulmonary  tuberculosis  and 
the  organs  involved  should  influence  the 
dosage  and  the  duration  of  chemotherapy. 

Third,  streptomycin  should  rarely  be  used 
alone.  Preservation  of  organism  sensitivity 
to  streptomycin  is  of  obvious  value.  The 
incidence  of  streptomycin  resistant  strains 
of  tubercle  bacilli  in  patients  remaining  spu- 
tum positive  after  a given  course  of  strep- 
tomycin can  be  cut  in  half  if  para-animo 
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salicylic  acid  (PAS)  is  given  concurrently. 
Others,  particularly  “Amithiozone”  (TBI, 
“Tibione”),  are  useful  alternates  for  PAS  if 
intolerance  is  encountered  but  none  has  yet 
proven  as  good  as  PAS  for  this  purpose. 

Streptomycin  remains  the  most  successful 
antituberculous  drug.  Dihydrostreptomycin 
is  equally  tuberculostatic  and  has  been  ad- 
vertised as  clinically  superior  due  to  sup- 
posedly less  frequent  toxic  side  actions. 
These  advertisements  are  not  entirely  true. 
When  used  in  dosages  common  in  treating 
tuberculosis,  drug  fever  and  drug  dermatitis 
may  be  less  frequent  with  dihydrostrepto- 
mycin but  the  more  serious  neurotoxic  reac- 
tions, especially  deafness,  are  more  frequent. 

The  chief  value  of  PAS,  itself  moderately 
tuberculostatic,  has  been  discussed.  The 
optimal  oral  dose  is  12  grams  daily  in  divid- 
ed doses  throughout  the  duration  of  stepto- 
mycin  therapy.  This  is  about  the  largest 
dose  that  can  be  tolerated  by  most,  and 
many  have  gastrointestinal  irritation  even 
at  this  dose.  To  avoid  reactions  the  drug  is 
best  given  with  food  and  in  the  form  of  its 
sodium  salt  though  some  will  tolerate  the 
acid  form  and  not  the  salt.  Effervescent 
preparations  are  now  available  and  reduce 
nausea  and  vomiting  even  further.  Lyo- 
philized  sodium  para-aminosalicylate,  from 
which  solutions  for  parenteral  use  can  be 
prepared  (1  percent  subcutaneously  or  3 
per  cent  intravenously)  will  be  released 
soon.  This  will  be  useful  particularly  in 
meningeal  tuberculosis  where  PAS  can  be 
be  given  in  amounts  of  30-40  Gm.  daily  via 
the  parenteral  route  with  improved  results. 

Other  drugs  are  under  study  but  none  are 
yet  advisable  for  general  use.  Amithiozone 
parallels  PAS  in  its  tuberculostatic  activity 
but  its  toxicity  is  greater,  hepatic  and  renal 
damage  occurring  fairly  often.  Neomycin 
is  too  toxic  for  any  but  local  use  in  man. 
Viomycin  is  relatively  non-toxic  but  has  not 
proven  as  tuberculostatic  in  vivo  as  in  vitro. 
Mycomycin  shows  much  promise  but  a satis- 
factorily stable  form  has  not  yet  been  found. 

The  recent  deplorably  premature  and 
overly  enthusiastic  announcement  in  the  lay 
press  of  a new  “wonder”  drug  for  tubercu- 
losis has  aroused  great  excitement.  The 
drug  is  the  hydrazide  of  isonicotinic  acid.  It 
is  in  the  preliminary  stages  of  clinical  inves- 


tigation only,  and  there  is  nothing  so  far  to 
indicate  that  it  will  be  superior  to  strepto- 
mycin and  certainly  nothing  to  indicate  that 
it  will  be  a miraculous  wonder  cure. 

The  indications  for  chemotherapy  become 
continually  broader.  Within  the  limits  of 
the  principles  stated  above,  it  should  be  used 
in  any  acute  tuberculous  pulmonary  lesion, 
either  alone  or  in  the  presence  of  chronic 
disease,  in  tuberculosis  involving  mucosal 
or  serous  surfaces  or  lymph  nodes,  in  hema- 
togenous disseminations  and  with  surgical 
procedures  wherever  tuberculous  tissue  is 
to  be  divided.  It  should  be  used  with  thora- 
coplasty only  to  assist  in  stabilizing  lesions 
in  the  contralateral  lung,  where  copious 
sputum  must  be  reduced  prior  to  thoraco- 
plasty, or  in  event  of  the  unusual  post- 
theracoplasty  bronchogenic  spread  of  tuber- 
culosis. Treatment  in  the  latter  instance  is 
just  as  effective  when  started  soon  after  the 
spread  as  when  started  “prophylactically” 
before  operation. 

In  the  case  under  discussion,  lobectomy 
was  done  without  the  advantage  of  concur- 
rent streptomycin  therapy.  I expect  this 
was  done  because  streptomycin-resistant  or- 
ganisms had  been  found  in  his  sputum.  To- 
day, a report  of  streptomycin  resistance 
would  not  prevent  the  use  of  streptomycin 
for  7-10  days  pre-operatively  and  for  2-8 
weeks  post-operatively.  The  interpretation 
of  in  vitro  resistance  to  streptomycin  in 
tubercle  bacilli  is  uncertain  and  many 
patients  with  streptomycin  resistant  or- 
ganisms in  vitro  have  satisfactory  clinical 
responses  to  streptomycin.  A few  rare  in- 
stances of  emergence  of  streptomycin  de- 
pendent strains  of  tubercle  bacilli  have  been 
reported.  This  is  rare,  and  fear  of  it  should 
not  hinder  the  use  of  the  drug  where  indi- 
cated in  the  individual  with  resistant  organ- 
isms. 

Treatment  schedules  of  0.5  Gm.  to  2 Gm. 
of  streptomycin  daily  or  intermittently  over 
periods  of  from  30  to  120  days  or  more  have 
been  used  and  studied  intensively.  For  a 
while  the  most  successful  clinical  results  in 
pulmonary  tuberculosis  were  obtained  with 
1 Gm.  of  streptomycin  given  daily  for  120 
days.  This  schedule  was  improved  by  a 
slight  increase  in  the  clinical  effectiveness 
and  a great  decrease  in  the  incidence  of 
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streptomycin  resistance  when  12  Gm.  of  PAS 
daily  was  added.  Recently  it  has  been  shown 
that  the  incidence  of  streptomycin  resistance 
can  be  further  reduced  without  change  in 
clinical  effectiveness  by  giving  12  Gm.  of 
PAS  daily  for  120  days  and  streptomycin  1 
Gm.  daily  until  the  patient  becomes  afebrile, 
then  1 Gm.  every  third  day  throughout  the 
balance  of  120  days.  In  far  advanced  pul- 
monary disease  and  hematogenous  dissemi- 
nation (especially  meningeal,  bone  and  re- 
nal tuberculosis),  increased  effectiveness  is 
probable  when  daily  PAS  and  intermittent 
streptomycin  are  continued  throughout  6,  9, 
12  or  18  month  periods. 

DR.  GOODWIN:  Will  you  discuss  the 

present  day  use  of  temporary  collapse  pro- 
cedures, Dr.  Johnson? 

DR.  JOHNSON:  Temporary  collapse 
measures  in  general  use  are  artificial  pneu- 
mothorax, which  is  the  oldest  form  of  col- 
lapse to  be  generally  used,  artificial  pneu- 
moperitoneum, and  temporary  phrenic  pa- 
ralysis. The  last  two  were  combined  very 
successfully  in  the  case  just  presented. 

The  indications  for  artificial  pneumotho- 
rax are  in  a general  way  those  of  collapse 
therapy.  Pneumothorax  was  used  almost 
exclusively  until  the  permanent  forms  of 
collapse  were  developed.  The  complica- 
tions of  pneumothorax  are  so  dangerous 
that  with  other  procedures  available  which 
are  of  less  danger,  it  has  become  of  second- 
ary importance. 

An  indication  for  pneumothorax  now  em- 
ployed is  when  there  is  a cavity  in  one  lung 
and  a relatively  good  lung  on  the  other  side. 
It  should  not  be  employed  in  this  instance 
until  after  a period  of  three  months,  more  or 
less,  has  been  devoted  to  bed  rest.  This 
should  halt  the  progress  of  the  disease  and 
make  pneumothorax  less  hazardous.  One 
may  employ  streptomycin  and  PAS  to  ac- 
complish this  status  before  beginning  pneu- 
mothorax, and  the  administration  of  these 
agents  may  be  continued  for  a time  after  the 
collapse  has  been  started.  Artificial  pneu- 
mothorax may  be  used  for  the  control  of 
hemorrhage.  However,  with  the  availability 
of  streptomycin  and  PAS,  it  is  doubtful  if 
the  first  indication  will  apply  very  often. 

Artificial  pneumoperitoneum  may  be  used 
under  the  same  circumstance  as  indicated 


for  pneumothorax,  and  it  has  the  added  ad- 
vantage of  closing  basal  cavities  in  many 
instances  in  which  artificial  pneumothorax 
is  not  effective.  Many  times  a basal  cavity 
will  not  close  by  pneumothorax,  but  will 
only  be  shifted  into  the  area  formerly  occu- 
pied by  the  mediastinum. 

Temporary  phrenic  paralysis  is  also  indi- 
cated under  the  same  general  circumstances 
in  which  artificial  pneumothorax  is  indi- 
cated, but  it  is  more  of  a passive  procedure 
than  either  pneumothorax  or  pneumoperi- 
toneum. It  can  promote  closure  of  cavities 
by  relaxing  the  lung  around  the  cavity.  It 
may  also  be  used  to  slow  up  the  expansion 
of  a lung  after  pneumothorax  has  been  dis- 
continued. 

One  of  its  most  effective  indications  is  in 
a case  such  as  has  been  presented  here, 
where  it  was  combined  with  artificial  pneu- 
moperitoneum to  control  a basal  infection 
with  cavity. 

All  of  these  measures  may  be  employed 
for  the  purpose  of  converting  an  inoperable 
case  into  an  operable  one.  Many  times  the 
temporary  collapse  measure,  or  preliminary 
collapse  measure,  may  be  curative  and  re- 
move the  necessity  of  surgery. 

DR.  DOUGLAS  RIDDELL:  I thought  it 
might  be  interesting  to  present  some  figures 
today  on  the  types  of  surgical  treatment 
used  on  the  Tuberculosis  Service  in  this 
Hospital  during  the  past  three  years.  I 
would  like  to  compare  the  use  of  thoraco- 
plasty with  resective  surgery,  and  I think 
the  figures  will  stay  in  our  minds  better  if 


I jot  them  down  for  you. 

1949 

1950 

1951 

Primary  thoracoplasty 

24 

28 

17 

Resective  surgery 

6 

18 

29 

Starting  off  with  primary  thoracoplasties 
done  as  definitive  treatment  in  two  or  three 
stages:  In  1949,  there  were  24  patients  who 
had  primary  thoracoplasties;  in  1950,  there 
were  28;  and  in  1951,  there  were  17.  The 
use  of  resective  surgery,  including  all  types, 
shows  the  following  trend:  In  1949,  6 pa- 
tients underwent  resective  surgery;  in  1950, 
18;  and  in  1951,  there  were  29.  In  1952,  there 
will  be  even  more  than  the  1951  figure. 
That  includes  wedge  resections  of  isolated 
lesions,  multiple  wedge  resections  and  sin- 


150 


STAFF  CONFERENCE 


April,  1952 


gle  resections,  segmental  resections  and 
pneumonectomies.  The  trend  toward  the 
increasing  use  of  resective  surgery  is  rather 
striking. 

DR.  WALTER  L.  DIVELEY:  Thoracoplas- 
ty is  a relatively  safe  and  effective  form  of 
surgical  therapy  in  the  treatment  of  pul- 
monary tuberculosis.  The  procedure  is  ideal 
for  the  collapse  of  cavities  located  in  the 
posterior  portion  of  the  apex  of  the  upper 
lobe.  Even  though  pulmonary  resection  is 
being  done  with  increasing  frequency,  tho- 
racoplasty is  still  a useful  form  of  treatment. 
In  certain  cases  a thoracoplasty  is  done  as  a 
preliminary  procedure.  Pulmonary  resec- 
tion can  then  be  done  later,  if  necessary, 
under  more  ideal  circumstances  as  far  as  the 
patient’s  condition  is  concerned. 

DR.  DANIEL:  I might  say  that  experi- 
ences at  Vanderbilt  Hospital  have  paralleled 
experiences  here.  The  proportion  of  patients 
subjected  to  excisional  surgery  in  the  last 
two  years  has  outnumbered  patients  on 
whom  we  have  done  theracoplasty.  Under 
what  circumstances  will  we  advise  excision- 
al surgery?  I do  not  think  we  can  answer 
that  at  the  present  time  completely.  We  can 
say  that  patients  with  bronchial  disease, 
particularly  stenosis  of  the  bronchus  and 
cavitation,  should  have  excisional  surgery  if 
their  condition  permits.  Patients  with  solid 
lesions  should  be  subjected  to  this  type  of 
procedure  because  those  blocked  cavities  are 
filled  with  exudate.  We  call  this  lesion  a 
tuberculoma.  Once  the  cavity  is  closed,  it 
does  not  always  remain  closed.  It  may  re- 
open or  excavate  later  or  after  temporary 
collapse  is  abandoned.  I think,  also  chroni- 
cally ill  patients  who  have  gotten  residual 
small  cavities  or  residual  solid  lesions  with 
an  occasional  positive  sputum,  are  candi- 
dates for  resection.  As  time  goes  on  we  will 
certainly  add,  I think,  more  patients  to 
these.  I do  believe  at  the  present  time  we 
will  be  inclined  to  do  less  thoracoplasties 
and  more  excisional  surgery.  In  this  con- 
nection, it  is  important  to  point  out  that  we 
have  not  strived  during  the  last  three  years 
toward  this  reversing  trend.  It  has  come 
about  from  our  careful  deliberation  and 
consideration  of  the  patient’s  problems.  We 
did  not  know  until  Dr.  Riddell’s  figures, 
that  this  had  come  about.  We  haven’t  tried 


to  plan  a series  of  lobectomies  or  pneumo- 
nectomies or  wedge  resections  to  see  how 
they  came  out.  We  have  taken  each  patient 
and  tried  to  decide  on  the  basis  of  the  dis- 
ease that  the  patient  had,  which  procedure 
was  best.  I would  also  wish  to  point  out 
that  we  do  strive,  and  we  should  continue 
to  strive  to  save  as  much  pulmonary  tissue 
for  the  patient  as  possible.  That  is  why  the 
idea  of  the  removal  of  the  segment  of  the 
lobe  appeals  to  us.  We  have  thought  in  the 
past  that  this  is  a more  dangerous  procedure 
perhaps  than  the  removal  of  the  whole  lung, 
because  we  thought  that  the  incidence  of 
complications  might  be  greater.  I think  they 
have  been  a little  more  frequent,  but  I think 
they  are  becoming  less  frequent  as  time  goes 
on,  and  with  the  improvement  of  operative 
technic,  we  will  be  able  to  save  more  and 
more  pulmonary  tissue. 

I would  like  to  comment  on  thoracoplasty 
following  lobectomy  and  pneumonectomy. 
We  feel  that  no  dead  space  should  be  left. 
This  is  much  more  important  in  patients 
with  tuberculosis  than  in  other  types  of 
pulmonary  disease,  particularly  in  a patient 
who  has  to  have  a whole  lung  removed.  I 
prefer  to  do  the  thoracoplasty  as  a separate 
operation.  Sometimes  we  like  to  precede 
the  pneumonectomy  with  a partial  thora- 
coplasty, completing  it  at  the  time  of  oper- 
ation if  justifiable.  Following  lobectomy  or 
at  the  same  time,  not  infrequently  we  re- 
move short  segments  of  the  first,  second,  or 
third  rib  to  help  fill  the  apical  space  left.  I 
would  like  to  emphasize  a point  Dr.  Wood- 
cock made  in  regard  to  the  indiscriminate 
use  of  antibiotics  in  patients  with  tubercu- 
losis. They  should  be  given  as  an  adjunct 
and  should  be  started  only  after  a plan  of 
treatment  has  been  evolved  for  the  individ- 
ual. A patient  with  tuberculosis  should  not 
be  begun  on  antibiotics  without  foreseeing 
what  definitive  treatment  may  be  carried 
out. 

I think  we  can  look  upon  thoracoplasty  in 
some  instances  as  a temporary  procedure. 
We  have  subjected  patients  in  this  institu- 
tion to  thoracoplasty,  realizing  that  this  is 
a preliminary  operation;  that  if  the  condi- 
tion improves,  we  may  take  out  the  lobe  or 
whole  lung. 

DR.  GOODWIN:  This  discussion  would 
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not  be  complete  without  at  least  a mention 
of  the  use  of  pulmonary  function  studies. 
Not  many  years  ago,  the  goal  of  treatment 
of  pulmonary  tuberculosis  did  not  extend 
much  past  that  of  merely  saving  life  regard- 
less of  the  cost  to  pulmonary  function. 

Present  day  attitudes  accept  an  arrest  of 
the  disease  in  the  vast  majority  of  cases,  and 
are  concerned  with  accomplishing  this  end 
securely  with  the  preservation  of  a maxi- 


mum degree  of  function  of  the  lung.  Spe- 
cially equipped  laboratories  are  able  to 
measure  many  aspects  of  the  defects  in  pul- 
monary function  produced  by  disease.  These 
methods  hold  considerable  promise  in  a more 
accurate  evaluation  of  the  potential  gain  or 
loss  of  function  as  the  result  of  surgical 
procedures  and  an  evaluation  of  the  capacity 
of  the  patient  to  withstand  the  hazards  of 
surgery. 


Hydration  Treatment  of  Eclampsia.  Turner,  II.  B., 

DeLozier,  O.,  and  YVhitacre,  F.  E.;  J.A.M.A.,  148: 

979,  1952. 

Eclampsia  represents  an  altered  body  physiology 
affecting  primarily  the  circulatory  system,  mani- 
fested by  hypertension  and  a disturbed  water 
metabolism.  A therapeutic  regime  has  been  pre- 
sented which  strikes  at  the  principal  points  of 
physiological  abnormality  found  in  this  symptom 
complex.  Comparisons  have  been  drawn  between 
two  series  of  cases,  the  chief  difference  of  manag- 
ment  being  the  large  volumes  of  fluid  given  pa- 
tients in  the  second  group.  Although  hydration 
therapy  has  not  altered  maternal  mortality,  it  is 
believed  that  morbidity  has  been  lessened  and 
that,  in  general,  patients  given  adequate  amounts 
of  fluid  fare  better  than  those  who  are  further 
dehydrated  as  a result  of  therapy.  Gross  fetal 
morbidity  has  been  slightly  lessened,  but  definite 
conclusions  will  not  be  drawn  until  the  second 
series  can  be  enlarged  to  equal  the  first,  which 
consists  of  100  consecutive  cases  of  eclampsia. 

The  complications  of  hydration  therapy  have 
been  mentioned  and  steps  to  avoid  these  pitfalls 
have  been  outlined.  There  are  two  potential  pit- 


falls to  be  avoided  when  patients  are  given  large 
volumes  of  fluids.  These  conditions  must  be 
especially  kept  in  mind  when  fluid  is  administered 
intravenously.  Mengert  and  Hermes  have  report- 
ed cases  in  which  pulmonary  edema  was  precipi- 
tated by  administration  of  large  amounts  of  fluid 
by  vein.  The  authors  share  fully  this  concern  of 
overloading  an  already  impaired  circulatory  sys- 
tem in  the  eclamptic  patient,  but  among  the  cases 
reported  here  this  complication  has  not  been  ob- 
served. The  second  complication  of  hydration 
therapy  is  the  so-called  “low  salt  syndrome.”  The 
authors  have  observed  slightly  low  serum  sodium 
levels  in  three  instances.  They  have  not  lost  sight 
of  the  fact  that  prophylaxis  through  good  prenatal 
care  is  by  far  the  most  effective  treatment  of  tox- 
emia of  pregnancy,  and  the  authors  continue  to  do 
what  they  can  to  encourage  this  principle.  How- 
ever, the  authors  have  to  accept  a large  number  of 
eclamptic  patients  and  this  report  deals  only  with 
the  treatment  of  active  cases.  In  these  cases  the 
object  is  to  empty  the  uterus  by  the  most  conserv- 
ative means  at  the  optimum  time,  and  the  fore- 
going supportive  and  corrective  measures  seem  to 
the  authors  to  be  worth  while.  (Abstracted  by 
Hamilton  V.  Gayden,  M.D.,  Nashville,  Tenn.) 
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Methodist  Hospital,  Memphis,  Tenn. 

A 68-year-old  white  female  consulted  her  phy- 
sician, complaining  of  weakness  and  loss  of  weight. 
Her  illness  began  about  9 months  previously,  prog- 
ressed slowly  and  was  characterized  by  dyspnea, 
weakness  and  an  enlarging  abdomen.  She  was 
admitted  to  the  hospital  in  an  ambulatory  state  on 
September  13,  1951. 

A review  of  the  systems  and  past  history  re- 
vealed nothing  significant. 

On  admission  the  patient  had  a blood  pressure 
of  165/95,  pulse  110,  temperature  99.4°.  She  was 
pale  and  appeared  to  be  anemic.  The  head,  neck, 
chest  and  heart  were  considered  negative.  There 
was  a suggestion  of  fluid  in  the  abdomen.  The 
edge  of  the  liver  was  felt  4 fingerbreadths  below 
the  right  costal  margin.  A freely  movable,  firm, 
non-tender  mass  was  palpated  in  the  left  upper 
quadrant.  Lipoma-like  masses  were  found  on  the 
left  arm  and  in  the  left  scapular  region.  The 
remainder  of  the  physical  examination  was  nega- 
tive. 

The  initial  red  blood  count  was  3,200,000,  hemo- 
globin 5.5  Gm.;  WBC  5,200,  with  48%  segs,  14 
bands,  36  lymphocytes,  1 monocyte  and  1 eosino- 
phil. The  red  blood  cells  showed  marked  poikilo- 
cytosis  and  anisocytosis.  Blood  Kahn  and  Kline 
tests  were  negative  and  the  urine  was  negative. 

Between  September  13  and  October  22,  the 
patient  received  5 blood  transfusions,  September 
14,  15  and  21,  and  two  transfusions  on  October  22. 

Laboratory  studies  were  done  as  follows: 

September  17,  1951:  RBC  3,530,000;  Hgb  8.5 
Gm.;  WBC  6,700  with  29%  segs  and  32%  bands; 
test  for  Bence-Jones  protein  was  negative;  serum 
protein  6.2  Gm.%;  A/G  ratio  1.3/1;  total  quanti- 
tative Van  den  Bergh  test  1.7  mg.  per  cent. 

September  17:  Urinalysis  negative;  capillary 

fragility  test  negative;  direct  Van  den  Bergh  test 
0.3  mg.%;  RBC  3,460,000;  Hgb.  8 Gm.;  WBC  5,400 
with  59%  segs,  5 bands,  25  lymphocytes,  2 mye- 
locytes, 9 metamyelocytes.  There  was  3 plus 
aniscocytosis  and  poikilocytes.  Two  nucleated  red 
blood  cells  were  found  in  the  smear  and  there  was 
moderate  polychromasia. 

September  20:  Cephalin  flocculation  test  2 plus 
in  24  and  48  hours. 

September  24:  Sedimentation  rate  5.5  mm.  per 
hour  (Wintrobe);  packed  cell  volume  36%;  cor- 
rected sedimentation  rate:  43  mm.  per  hour;  serum 
alkaline  phosphatase  21  Bodansky  units;  RBC 
3,840,000;  Hgb.  9 Gm.;  WBC  7,600  with  37%  segs, 
19  bands,  22  lymphocytes,  2 monocytes,  6 myelo- 
cytes, 6 metamyelocytes  and  2 progranulocytes. 

September  28:  Bleeding  time  1 minute,  15  sec- 
onds (Duke’s  method);  coagulation  time  7 minutes, 
30  seconds  (slide  method);  prothrombin  time  80% 
of  normal;  Lee  and  White  coagulation  time  15 
minutes;  platelets  136,880  (normal  200,000  to  600,- 


000);  RBC  4,720,000;  Hgb.  12  Gm.;  WBC  10,050, 
with  46%  segs,  16  bands,  29  lymphocytes,  1 mono- 
cyte, 2 basophils  and  6 metamyelocytes. 

October  4:  Urine  negative. 

October  6:  Prothrombin  time  68%  of  normal; 
platelets  41,740;  RBC  2,780,000;  Hgb.  7:5  Gm.; 
WBC  8,750  with  49%  segs,  25  lymphocytes,  3 
eosinophils,  6 myelocytes  and  6 metamyelocytes. 

October  9:  Bleeding  time  2 minutes;  BSP  8% 
retention  in  45  minutes  (dose:  5 mg.  per  Kg.); 
serum  calcium  7.8  Gm.%;  phosphorus  4.2  mg.%; 
alkaline  phosphatase  19.8  units;  direct  Van  den 
Bergh  test  0.19  mg.%;  total  Van  den  Bergh  1.1 
mg.%;  clot  retraction  time  2 hours,  30  minutes. 

October  19:  Platelets  77,070;  RBC  3,670,000; 

Hgb.  7.5  Gm.;  WBC  9,100  with  34%  segs,  19  bands, 
24  lymphocytes,  12  myelocytes,  11  metamyelocytes 
and  1 atypical  cell. 

October  30:  Platelets  133,280;  RBC  3,420,000; 

Hgb.  9.0  Gm.;  WBC  10,000  with  23%  segs,  26 
bands,  24  metamyelocytes,  12  myelocytes  and  12 
lymphocytes. 

A plain  X-ray  film  of  the  abdomen  revealed 
normal  position  of  the  kidneys  and  an  enlarged 
spleen.  A KUB  film  on  September  18  was  reported 
as  no  evidence  of  Hodgkins.  Films  of  the  skull  on 
September  24  showed  some  evidence  of  calcifica- 
tion of  the  glomus  of  the  choroid  plexus,  otherwise 
there  was  no  remarkable  abnormality.  An  EKG 
on  October  9 was  negative. 

During  her  stay  in  the  hospital  there  was  almost 
a daily  rise  of  temperature  in  the  afternoon.  The 
fluctuations  varied  from  normal  to  as  high  as 
102.2°. 

Several  consultations  were  obtained  with  intern- 
ists, surgeons,  surgery,  and  hematologists.  On  two 
occasions  the  patient  was  taken  to  the  operating 
room  for  diagnostic  procedures.  Therapy  in  the 
hospital  was  supportive.  The  patient  was  dis- 
charged, slightly  improved  on  October  21,  1951. 

DR.  J.  B.  WITHERINGTON:  The  X-ray 
films  are  here.  They  will  be  interpreted  by 
Dr.  Mabry. 

DR.  E.  H.  MABRY.  This  KUB  film,  which 
was  made  on  September  14,  shows  a large 
mass  in  the  region  of  the  spleen  extending 
down  to  the  left  iliac  crest.  A normal  kid- 
ney silhouette  can  be  seen  through  this 
mass.  The  bones  of  the  pelvis  and  verte- 
brae are  denser  than  normal.  This  density 
is  fairly  homogeneous.  There  is  no  increase 
in  the  size  of  the  bones.  In  the  PA  view  of 
the  chest,  the  heart  appears  enlarged  to  the 
left  and  it  has  a configuration  suggestive  of 
left  ventricular  enlargement.  The  lung 
fields  show  fibrosis.  The  ribs  also  show  in- 
creased density.  Views  of  the  skull  show  no 
remarkable  abnormality.  The  increased 
density  of  the  skeletal  system,  excepting  the 
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skull,  consists  of  coarse  trabeculations  of  the 
bony  architecture,  with  invasion  of  the  me- 
dullary bone,  and  a lack  of  spongiosa  and 
medullary  structures.  These  findings  are 
compatible  with  myelosclerosis. 

DR.  WITHERINGTON:  Dr.  Gendel,  of 
Kennedy  Veterans  Administration  Hospital, 
has  been  invited  to  discuss  this  case. 

DR.  B.  R.  GENDEL:  This  patient  presents 
a very  interesting  but  difficult  clinical  prob- 
lem and  I do  not  believe  that  I can  arrive  at 
a single  diagnosis  with  the  information  at 
hand.  I will  attempt  to  narrow  down  the 
possibilities  to  one  or  two,  and  then  to  ask 
for  certain  additional  information.  The  ma- 
jor features  are,  (1)  the  presence  of  sple- 
nomegaly and  (2)  a leukemoid  reaction  in 
the  peripheral  blood.  I propose  to  consider 
the  problem  of  differential  diagnosis  from 
these  two  standpoints. 

First,  with  reference  to  the  splenomegaly, 
this  may  be  caused  by  a number  of  condi- 
tions. (1)  Acute  infections  may  result  in 
splenomegaly  and,  interestingly  enough, 
some  of  these  may  also  be  responsible  for  a 
leukemoid  reaction.  Subacute  bacterial  en- 
docarditis should  be  considered  because  of 
the  accompanying  fever.  However,  no  heart 
changes  were  observed,  no  hematuria  pres- 
ent and  I do  not  believe  that  we  need  con- 
sider this  diagnosis  further.  Tuberculosis 
may  give  a picture  similar  to  this,  particu- 
larly when  there  is  miliary  dissemination 
involving  the  spleen  and  producing  massive 
splenomegaly.  However,  there  were  no  evi- 
dences of  miliary  tuberculosis  elsewhere. 
Brucellosis  and  Hodgkin’s  disease  should  be 
mentioned.  Sarcoidosis  may  produce  mas- 
sive splenomegaly.  However,  the  patient’s 
age  and  the  absence  of  hyperproteinemia  of 
hyperglobulinemia  are  against  this  diagno- 
sis. (2)  Cirrhosis  of  the  liver  with  conges- 
tive splenomegaly  could  give  a picture  such 
as  this.  It  is  noteworthy  that  there  were 
some  abnormalities  in  liver  function  tests, 
indicating  the  presence  of  liver  disease.  (3) 
Myeloid  metaplasia  of  the  spleen  is  charac- 
terized by  splenomegaly  and  a leukemoid 
reaction.  This  condition  will  be  discussed 
later.  (4)  Gaucher’s  disease  may  produce 
massive  splenomegaly.  This  disease  usually 
begins  earlier  in  life  and  need  not  be  dis- 
cussed. (5)  Hemolytic  anemia  is  accompa- 


nied by  splenomegaly,  by  anemia,  by  the 
elevated  serum  bilirubin  and  in  crisis  may 
show  a leukemoid  reaction.  A leukocyte 
count  and  urobilinogen  studies  of  the  urine 
and  feces  would  have  been  helpful  in  fur- 
ther considering  this  possibility.  On  the 
basis  of  the  splenomegaly,  the  two  strongest 
possibilities  are  cirrhosis  of  the  liver  with 
congestive  splenomegaly  and  myeloid  meta- 
plasia of  the  liver  and  spleen. 

The  second  point  of  departure  for  further 
consideration  is  the  presence  of  a leukemoid 
blood  reaction  and  by  this  I mean  either  (1) 
the  presence  of  immature  white  or  red  cells 
in  the  peripheral  blood  or  (2)  a leukocyte 
count  over  50,000.  On  the  basis  of  the  first 
of  these  criteria,  this  patient  had  a leuke- 
moid reaction.  In  fact,  one  must  consider 
whether  the  patient  had  leukemia.  This 
would  not  seem  likely  because  the  periph- 
eral blood  picture  was  not  sufficiently  strik- 
ing. In  addition,  fever  was  present.  When 
fever  accompanies  leukemia,  it  has  been  my 
experience  that  the  patient  either  has  an 
intercurrent  infection,  acute  leukemia  or  is 
developing  an  acute  exacerbation  of  chronic 
leukemia.  The  latter  possibilities  do  not 
seem  to  be  the  case  because  of  the  absence 
of  blast  cells  in  the  peripheral  blood.  I do 
not  believe  the  patient  had  leukemia. 

The  causes  of  the  various  leukemoid  re- 
actions are:  (1)  Infections.  These  may  sim- 
ulate lymphocytic  or  granulocytic  leukemia 
as  is  the  case  in  this  patient.  The  fever 
would  further  support  an  infection  but  no 
evidence  of  a pneumococcic  or  meningococ- 
cic  infection  was  present  here.  As  men- 
tioned previously,  miliary  tuberculosis  may 
also  simulate  leukemia  but  there  is  also  no 
supporting  evidence  for  this.  (2)  Intoxica- 
tions and  drugs,  such  as  burns  or  sulfona- 
mide administration  can  be  easily  ruled  out 
in  this  case.  (3)  Hemorrhage,  hemolysis  or 
thromboses.  There  is  no  evidence  here  for 
bleeding;  hemolysis  has  been  discussed  pre- 
viously, and  there  is  no  evidence  for  throm- 
bosis. (4)  Bone  marrow  disturbances.  These 
include  a number  of  conditions  involving 
the  bone  marrow  and  occasionally  resulting 
in  leukemoid  reactions.  Metastatic  carci- 
noma is  the  most  common  of  these  but  there 
is  no  evidence  for  the  usual  primary  site  in 
the  thyroid,  breast,  lungs  or  kidneys.  Mul- 
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tiple  myeloma  produces  a leukemoid  reac- 
tion in  about  55  per  cent  of  the  cases  and  I 
notice  this  was  under  consideration  because 
a test  for  Bence-Jones  protein  in  the  urine 
was  reported  as  negative.  Hyperglobuline- 
mia  was  not  present  and  while  hepatomegaly 
and  splenomegaly  may  occur  in  multiple 
myeloma,  they  are  not  common.  I believe 
that  we  may  dismiss  this  diagnosis  from  fur- 
ther consideration.  Next,  we  must  consider 
a condition  which  appears  in  the  literature 
as  myelofibrosis,  agnogenic  myeloid  meta- 
plasia, myeloid  metaplasia  of  the  liver  and 
spleen  and  a host  of  other  names.  This  con- 
dition may  produce  a massive  splenomegaly, 
may  give  a leukemoid  reaction  with  the 
presence  of  immature  red  and  white  cells  in 
the  peripheral  blood.  This  diagnosis  is  one 
of  the  strongest  possibilities  and  is  supported 
bv  the  characteristic  radiographic  findings 
in  the  bones.  Hodgkins  disease  and  xan- 
thomatosis may  also  give  rise  to  leukemoid 
reaction  but  there  is  no  strong  evidence  for 
these  diagnoses.  (5)  Carcinoma  without 
bone  marrow  involvement  may  occasionally 
result  in  a leukemoid  reaction.  In  general, 
this  is  due  to  metastases  to  the  spleen,  hem- 
orrhage, necrosis  or  rarely  may  occur  for  no 
obvious  reason. 

From  a consideration  of  both  these  lines 
of  thought,  I believe  we  can  come  to  a ten- 
tative diagnosis  and  at  this  point  we  can 
state  that  the  most  likely  possibilities  in  this 
patient  are, — (1)  idiopathic  myelofibrosis 
with  myeloid  metaplasia  of  the  liver  and 
spleen,  or  (2)  metastatic  carcinoma  of  the 
bone  marrow  or  spleen  with  a leukemoid 
reaction.  In  order  to  differentiate  these 
conditions,  I believe  the  following  studies 
would  be  indicated:  first,  a sternal  puncture, 
and  if  this  were  unsuccessful,  as  it  might  be 
in  myelofibrosis,  a trephine  biopsy  of  the 
sternum  would  be  indicated;  second,  liver 
aspiration  biopsy  or  splenic  aspiration  biop- 
sy; third,  a reticulocyte  count  and  urobilin- 
ogen studies  would  be  of  value  in  connection 
with  the  possibility  of  a hemolytic  anemia. 
Was  there  a biopsy  of  the  bone  marrow? 

DR.  WILLIAM  W.  TRIBBY:  Yes,  a biop- 
sy of  the  bone  marrow  was  done.  But,  pre- 
ceding this,  an  attempt  was  made  to  aspirate 
marrow  from  the  sternum.  A fair  variety 
of  marrow  cells  was  obtained,  including 


some  nucleated  red  cells.  About  4 per  cent 
of  the  cells  were  histiocytes.  This  was  con- 
sidered suggestive  of  aplasia  of  the  marrow. 
As  was  indicated  by  Dr.  Gendel,  we  were 
not  quite  sure  that  we  had  a true  picture  of 
the  marrow.  It  was  necessary  to  make  a 
definite  diagnosis  in  order  to  decide  upon  the 
advisability  of  performing  a splenectomy. 
Therefore,  about  one  week  following  the 
attempted  aspiration  of  marrow,  tissue  for 
biopsy  was  removed  by  needle  from  the 
spleen.  This  contained  several  multinucle- 
ated  cells  which  were  thought  to  be  mega- 
karyocytes. A diagnosis  of  myeloid  meta- 
plasia of  the  spleen  was  suggested  but  we 
could  not  be  certain  of  it. 

Finally,  a laparotomy  was  done  and  tis- 
sues for  biopsy  were  obtained  from  the  liver 
and  spleen.  At  the  same  time  a portion  of 
bone  was  removed  from  the  ileum.  The 
colored  lantern  slides  illustrate  the  results. 
The  first  slide  (Figure  1)  is  a picture  of  the 


Figure  1.  Bone  marrow  showing  complete  fibrosis 
of  the  marrow  spaces.  Hematoxylin  and  eosin 
stain:  lOOx. 

i 

bone  marrow.  Notice  that  practically  no 
marrow  cells  are  present  and  that  the  mar- 
row spaces  are  almost  entirely  replaced  by 
fibrous  tissue.  Bony  trabeculae  may  be  seen 
along  the  right  side  of  the  slide.  The  next 
slide  (Figure  2)  shows  a low  power  view  of 
the  liver.  Very  abundant  hematopoietic 
tissue  is  present  in  the  sinusoids,  to  such  an 
extent  that  it  resembles  fetal  liver.  Mild 
fatty  changes  are  seen  in  the  liver  cells. 
Numerous  megakaryocytes  were  identified 
under  the  microscope  and  some  of  these  are 
shown  in  the  following  picture.  Next,  we 
have  a low  power  photograph  of  the  spleen. 
Here  again,  we  note  the  presence  of  abun- 
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Figure  2.  Liver  biopsy  resembles  fetal  liver  be- 
cause of  large  amount  of  hematopoietic  tissue  in 
the  sinusoids.  Hematoxylin  and  stain:  lOOx. 


dant  hematopoietic  tissue,  which  becomes 
particularly  apparent  when  the  large  multi- 
nucleated  cells,  the  megakaryocytes,  can  be 
identified.  These  are  shown  in  higher  mag- 
nification on  the  last  slide  (Figure  3).  The 
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Figure  3.  Biopsy  of  the  spleen  reveals  extrame- 
dullary hematopoiesis.  A megakaryocyte  is  visible 
near  center  of  this  view.  Hematoxylin  and  eosin 
stain:  400x. 


diagnoses  of  myeloid  metaplasia  (or  extra- 
medullary hematopoiesis)  of  the  liver  and 
spleen  and  fibrosis  of  the  bone  marrow  are 
now  well  documented.  It  was  recommended 
that  the  spleen  be  left  alone. 

I wish  to  congratulate  Dr.  Gendel  upon 
the  excellent  discussion  which  he  has  given 
us  and  upon  the  correctness  of  his  diagnosis. 
He  has  mentioned  several  terms  that  have 
been  applied  to  this  diagnosis.  An  imposing 


list  of  other  terms  could  be  quoted.  Some  of 
these  are  myelosclerosis,  aleukemic  mega- 
karyocytic  myelosis,  myeloid  megakaryocy- 
tic  hepato-splenomegaly,  chronic  non-leuke- 
mic myelosis,  myelophthisic  anemia  and  nu- 
merous others.  The  term  agnogenic  mye- 
loid metaplasia  is  one  of  the  most  interesting 
ones.  It  was  suggested  by  Jackson  and 
Parker  in  1940. 1 The  word  agnogenic  is 
very  similar  to  idiopathic.  It  means  “of 
unknown  origin  or  etiology.”  This  is  not 
always  true  as  was  amply  demonstrated  by 
Wyatt  and  Sommers.2  The  term  which  I 
prefer  is  myelophthisic  anemia. 

DR.  WITHERINGTON:  Are  there  any 
more  comments? 

DR.  B.  R.  GENDEL:  I would  like  to  make 
a few  additional  remarks  about  this  condi- 
tion. It  is  important  to  differentiate  it  from 
leukemia  and  to  avoid  radiation  of  the  spleen 
because  the  spleen  is  believed  to  be  the 
major  hemopoietic  organ,  the  bone  marrow 
being  fibrotic.  It  is  also  important  to  avoid 
splenectomy  as  this  removes  the  major 
blood-forming  organ  in  these  patients.  The 
deleterious  effects  of  both  radiation  and 
splenectomy  are  well  documented  in  the 
literature.  That  these  dire  consequences  do 
not  always  follow  is  indicated  by  two  pa- 
tients, one  who  had  radiation  and  the  other 
splenectomy,  before  coming  under  my  care. 
The  course  of  both  patients  did  not  seem  to 
be  strikingly  influenced  by  these  forms  of 
treatment.  Nevertheless,  there  is  certainly 
nothing  to  be  gained  by  their  use  and  it  is 
best  to  avoid  them.  The  usual  hematinics, 
liver,  B12,  iron  and  folic  acid  are  without 
effect  and  the  only  helpful  treatment  is  the 
judicious  use  of  blood  transfusions. 

DR.  WITHERINGTON:  Would  anyone 

else  like  to  take  part  in  the  discussion?  If 
not,  the  meeting  is  adjourned. 
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Those  who  know  him  well  will  tell  you  that  Daugh  W.  Smith,  M.D.,  goes 
far  beyond  just  practicing  good  medicine.  They  will  say  he  also  serves  hu- 
manity sympathetically,  and  that  he  lives  the  Hippocratic  oath. 

A good  insight  into  Dr.  Smith’s  philosophies  of  life  and  medicine  is  best 
found  in  the  text  of  his  inaugural  address  as  the  1952-1953  President  of  The 
Tennessee  State  Medical  Association. 

Daugh  Smith’s  parents,  the  late  Mr.  Willie  Smith  and  Mrs.  Emmer  Ruth 
Smith,  had  a son  and  5 daughters.  They  wanted  their  children  to  have 
good  educations,  so  they  moved  near  Union  College,  at  Barbourville,  Ken- 
tucky. Daugh  Smith  entered  Union  and  after  graduation,  he  obtained  his  A.B. 
Degree  at  the  University  of  Kentucky. 

After  graduation  from  Kentucky  University,  funds  ran  low,  so  he  taught 
school  a year,  then  entered  Vanderbilt  University  School  of  Medicine,  won  his 
M.D.  four  years  later,  interned  in  Nashville  General  Hospital,  and  began  prac- 
tice in  Nashville.  He  specializes  in  proctology. 

At  Kentucky  University,  he  was  a Delta  Tau  Delta,  and  at  Vanderbilt  a 
member  of  Phi  Delta  Pi  Medical  Fraternity.  He  married  the  former  Miss  Lucile 
Barbee  of  High  Point,  North  Carolina.  They  have  a daughter,  ’Cile  Daughleen, 
whose  birthday  is  on  the  same  day  as  her  father’s.  The  Smiths  reside  on  Golf 
Club  Lane  in  Nashville. 

Dr.  Smith’s  ascension  to  the  Presidency  of  TSMA  tops  a long  list  of  leader- 
ship honors  in  organized  medicine.  He  is  a past  president  of  the  Nashville 
Academy  of  Medicine  and  Davidson  County  Medical  Society,  a member  or  chair- 
man of  many  of  its  committees,  immediate  past  Treasurer  and  Chairman  of  the 
Board  of  Trustees  of  TSMA,  and  now  a Director  of  the  Nashville  Academy. 

Dr.  Smith  is  an  Assistant  Professor  of  Surgery  at  Vanderbilt,  and  an  Asso- 
ciate Professor  of  Surgery  at  Meharry  Medical  College. 

The  new  President  lays  special  stress  on  the  social  responsibility  of  the  med- 
ical profession  to  render  service  regardless  of  the  ability  to  pay.  When  he  grad- 
uated from  medical  school,  his  father  made  only  one  request.  It  was  this:  “Don’t 
ever  turn  down  anyone  because  they  don’t  have  the  money  to  pay  for  the  med- 
ical care  they  need.”  Dr.  Smith’s  patients  know  how  well  he  has  followed  his 
father’s  request. 

Dr.  Smith  is  one  of  the  founders  of  Tne  Tennessee  Plan  of  voluntary  prepaid 
health  insurance,  now  covering  375,000  Tennesseans. 

Outside  his  professional  life,  Dr.  Smith  is  a full-time  citizen.  He  has  been 
and  is  now  a leader  in  movements  to  improve  the  educational,  cultural  and  reli- 
gious life  of  Nashville.  He  is  one  of  the  founders  of  Harpeth  Hall,  a new  school 
for  girls,  and  one  of  its  Trustees.  He  is  a Deacon  of  Hillsboro  Presbyterian 
Church.  He  is  the  “father”  of  the  TSMA  Woman’s  Auxiliary  essay  contest. 

Hobbies  that  absorb  Dr.  Smith’s  spare  time,  if  any,  are,  first,  his  10-year-old 
daughter.  Then  come  gardening  and  bird  hunting. 

His  reading  ti'ends  heavily  to  medical  literature.  He  contributed  to  it  re- 
cently as  a scientific  essayist  on  the  1952  program  of  the  Southeastern  Postgrad- 
uate Medical  Assembly  in  Atlanta. — Ed  Bridges. 
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The  President's  Page 

AN  APPRECIATION  FOR  YOUR  EXCELLENT  SUPPORT 


Since  the  other 
officers  make  their 
individual  reports, 
this  report  will  be 
limited  to  the  ac- 
tivities of  the  pres- 
ident during  his 
incumbency. 

I stated  last  year 
that  I hoped  to  vis- 
it all  of  the  48  med- 
ical societies  of  the 
State.  I am  sorry  to  report  that  I fell  far 
short  of  that  goal.  I did  visit  some  ten  or 
twelve  societies,  however,  including  the 
Nashville  Academy  of  Medicine;  a joint 
meeting  of  Hamilton  and  Bradley  Counties 
and  their  auxiliaries;  the  Knoxville  Acad- 
emy of  Medicine,  and  several  of  the  smaller 
counties.  It  was  also  my  privilege  while 
acting  as  your  president  to  address  the  Ki- 
wanis  Club  of  Cleveland,  Tennessee;  this 
privilege  being  arranged  by  my  good  friend, 
Dr.  Bill  Garrott. 

Your  president,  with  considerable  prod- 
ding and  much  help  from  Mr.  Bridges,  man- 
aged to  get  an  article  for  the  President’s 
Page  in  the  Journal,  just  before  the  dead- 
line. It  was  my  plan  to  have  guest  writers 
fill  in  most  of  these  pages,  but  here  again 
I fell  short  of  my  goal. 

Last  year  I stated  that  I was  interested 
in  having  this  society  help  the  Negro  doctors 
of  our  state  in  every  way  that  we  could.  I 
have  given  the  matter  much  thought,  have 


Dr.  Kelly 


talked  with  many  of  the  leaders  in  our  state 
society  on  this  subject,  and  have  also  met 
with  the  Bluff  City  Medical  Society  (col- 
ored) to  get  their  views  on  how  we  could 
best  serve  them.  I have  also  communicated 
with  other  state  societies  on  the  problem  of 
the  Negro  doctor.  My  conclusions  at  the 
end  of  a year’s  study  is  that  there  is  so 
much  skepticism,  both  among  the  white  and 
colored  physicians,  that  the  problem  de- 
serves further  study. 

At  the  request  of  the  Commissioner  of 
Public  Welfare,  I appointed  a medical  ad- 
visory committee  to  the  Department  of  Pub- 
lic Welfare.  The  purpose  of  this  committee 
is  to  aid  and  advise  the  Department  in  its 
medical  problems.  This  committee  is  com- 
posed of  Dr.  R.  H.  Kampmeier,  Chairman; 
Dr.  J.  N.  Thomasson,  Dr.  Beulah  Kittrell, 
and  Dr.  W.  W.  Hubbard. 

Let  me  say  again  in  conclusion  that  your 
cooperation  has  been  far  beyond  my  expec- 
tations. I especially  want  to  thank  Dr. 
Kampmeier,  Mr.  Foster  and  Mr.  Bridges  for 
the  many,  many  acts  of  kindness  and  co- 
operation. If  you  give  my  successor,  Dr. 
Daugh  Smith,  the  same  hearty  cooperation 
you  have  given  me,  and  I am  sure  you  will, 
the  society  will  move  forward  with  great 
strides  during  the  next  twelve  months. 

Respectfully  submitted, 
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MODERN  TREATMENT  OF  TUBERCULOSIS 

The  Staff  Conference  from  the  Thayer 
Veterans  Administration  Hospital  in  this 
issue  summarizes  well  the  present  state  of 
management  of  pulmonary  tuberculosis. 

It  is  more  than  a half  century  since  Tru- 
dean  laid  the  basic  concept  of  rest  in  the 
therapy  of  tuberculosis,  thereby  permitting 
the  human  organism  to  localize  and  to  heal 
the  inflammatory  process.  Several  decades 
later  the  application  of  local  rest  had  become 
established  in  the  various  forms  of  collapse 
therapy, — artificial  pneumothorax,  oleotho- 
rax, temporary  or  permanent  paralysis  of 
the  diaphragm.  Later  this  principle  was 
extended  in  the  use  of  thoracoplasty,  extra- 
pleural pneumothorax  and  more  recently 
pneumoperitoneum.  All  these  procedures 
have  as  their  objective  localized  rest  of  the 
lung  and  the  closure  of  cavities, — permitting 
healing,  preventing  pulmonary  spread  and 
reducing  the  health  hazard  from  the  public 
health  viewpoint.  Now  excision  has  been 
added. 

With  the  advent  of  the  antibiotics  the 
hope  for  an  antibiotic  for  tuberculous  infec- 


tion inflamed  the  imagination.  So  far  this 
hope  has  been  satisfied  only  partially. 
Streptomycin  has  become  a valuable  adjunct 
to  rest  therapy  whether  general  or  local. 
A cooperative  study  by  the  Veterans  Admin- 
istration, Army  and  Navy  included  an  ex- 
perience with  the  use  of  streptomycin  be- 
tween 1946  and  1951.*  The  problems  en- 
countered with  the  use  of  streptomycin  have 
been  partially  controlled.  Toxic  effects  were 
reduced  by  a decreased  dosage  to  the  point 
of  1 Gm.  twice  weekly.  A disadvantage  of 
paramount  importance,  the  development  of 
increased  resistance  on  the  part  of  the  tuber- 
cle bacillus  has  also  been  partially  negated 
by  the  introduction  of  para-aminosalicylic 
acid  (PAS)  to  be  given  concomittantly  with 
streptomycin.  Thereby  drug  resistance  has 
been  reduced  then  from  about  80  per  cent  to 
less  than  20  per  cent. 

In  the  Cooperative  Study  pulmonary  tu- 
berculosis has  been  treated  in  general  on  a 
120  day  schedule,  which  was  found  to  be 
more  satisfactory  than  a 90  day  one,  by  the 
use  of  streptomycin  twice  weekly  and  PAS 
daily.  To  date  this  regime  seems  to  give 
maximum  therapeutic  effects  with  a mini- 
mum of  toxic  effects  and  bacterial  resistance. 

The  use  of  chemotherapy  as  a part  of  the 
general  management  of  the  tuberculous 
patient  and  its  use  as  ancillary  treatment  in 
the  surgical  attack  on  the  diseased  lung  has 
been  well  illustrated  in  the  Staff  Conference 
in  this  issue  of  the  Journal. 

The  Cooperative  Study  has  found  chemo- 
therapy to  be  effective  in  certain  of  the  cases 
of  miliary  and  meningeal  tuberculosis,  forms 
either  usually  or  always  fatal.  The  groups 
are  small  and  follow-up  has  been  no  more 
than  for  two  years.  With  streptomycin 
alone  the  survival  rates  at  the  end  of  24 
months  were:  for  miliary  only,  27  per  cent; 
for  meningitis  only,  11  per  cent;  for  miliary 
and  meningitis,  8 per  cent;  for  miliary  fol- 
lowed by  meningitis,  0 per  cent.  With  a 12- 
month  follow-up  of  combined  streptomycin 
and  PAS  therapy  survival  rates  were:  for 
miliary  only,  65  per  cent;  for  meningitis 
only,  40  per  cent;  for  miliary  and  meningitis, 


*Chemotherapy  of  Tuberculosis  in  Man.  Report 
of  Council  on  Pharmacy  and  Chemistry,  J.A.M.A., 
147:253,  1951. 
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55  per  cent;  for  miliary  followed  by  menin- 
gitis 24  per  cent.  (No  definite  conclusions 
can  be  drawn  from  these  latter  figures  be- 
cause of  the  few  cases  treated  and  the  ten- 
dency to  relapse  in  the  second  year.) 

Antibiotics  other  than  streptomycin  have 
been  found  to  be  active  against  the  tubercle 
bacillus  in  vitro  but  toxic  effects  in  the 
human  have  prevented  their  use. 

Drugs  other  than  antibiotics  are  under  in- 
vestigation in  Europe  as  well  as  in  this  coun- 
try. Unfortunately  the  use  of  these  was 
publicized  prematurely  in  the  lay  press  of 
recent  date  as  if  the  millennium  of  tubercu- 
losis control  had  arrived.  Only  painstaking 
study,  as  shown  in  a cooperative  effort  as 
that  of  the  Veterans  Administration,  Army 
and  Navy  program,  can  establish  the  efficacy 
of  a new  chemotherapeutic  agent. 

R.  H.  K. 

* 

DUTIES  OF  SOCIETY  MEMBERSHIP 

In  this  issue  appear  two  writings  which 
every  member  of  the  Tennessee  State  Medi- 
cal Association  should  read  not  once  but 
twice. 

Your  incoming  president  has  outlined  for 
you  your  duties  as  a doctor  and  member  of 
organized  medicine.  He  has  placed  on  your 
shoulders  the  success  of  the  Tennessee  Pub- 
lic Service  Program, — an  opportunity  to  re- 
establish to  former  levels  a respect  for  the 
profession  which  has  unfortunately  deterio- 
rated in  the  lay  mind.  It  has  been  suggested 
that  the  medical  profession  assume  the  lead- 
ership in  things  medical  in  these  days  of  a 
changing  order  in  social  and  economic  fields. 
Your  President  decries  the  tendencies  of 
some  to  charge  excessive  fees,  and  points 
up  the  need  for  grievance  committees  to 
adjust  either  actual  or  fancied  inequities. 
You  are  charged  with  the  responsibility  of 
making  a continued  success  of  the  Tennessee 
Plan, — your  best  weapon  against  some  form 
of  state  medicine.  With  this  Plan  you  may 
join  that  large  vocal  segment  of  society,  la- 
bor, which  wishes  security  against  the  cost 
of  medical  care  but  under  a free  system. 
Eut  as  a citizen  of  a free  country  you  must 
continue  to  provide  care  for  the  indigent  of 
the  community  and  last  but  not  least,  exer- 
cise your  prerogative  of  the  ballot  in  this 
year  of  1952. 

These  are  the  things  urged  upon  you  by 


your  President.  These  things  are  done  in 
the  main  through  organization.  The  basic 
organization  is  the  county  medical  society. 
What  are  your  thoughts  and  actions  in  this 
regard?  Your  editor  asks  that  you  consider 
then,  the  comments  of  Dr.  Raulston  which 
follow  this  editorial. 

Are  you  taking  too  much  for  granted? 
Probably  so!  You  may  assume  that  the 
county  society  which  gives  you  entree  to 
the  specialty  societies  has  that  as  its  main 
function.  This  seems  to  be  the  feeling  es- 
pecially of  younger  members  who  have  en- 
tered the  profession  since  special  societies 
have  burgeoned  in  such  great  members.  The- 
county  society  deserves  more  than  lip  serv- 
ice. Dr.  Raulston  has  some  significant 
thoughts  on  this  matter. 

Since  some  of  the  special  societies  and  hos- 
pital staffs,  to  which  membership  in  the 
county  society  is  a stepping-stone,  require  a 
certain  attendance,  except  for  a good  excuse,, 
would  it  be  too  illogical  to  require  the  same 
for  the  local  society?  He  also  suggests  a 
more  rigid  attendance  record  for  the 
younger  man  and  the  requirement  that  he 
appear  on  the  program  during  his  novitiate 
as  it  were.  These  are  some  of  the  items 
which  have  been  raised  for  consideration  of 
the  officers  of  the  county  societies  who  are 
plagued  by  poor  attendance. 

“The  first,  and  in  some  respects  the  most 
important  function  (of  the  society)  is  . . . 
to  lay  a foundation  for  that  unity  and  friend- 
ship which  is  essential  to  the  dignity  and 
usefulness  of  the  profession,  . . . The  well 
conducted  medical  society  should  represent 
a clearing  house,  in  which  every  physician 
of  the  district  would  receive  his  intellectual 
rating,  and  in  which  he  could  find  out  his 
professional  assets  and  liabilities.”  (Osier.) 

R.  H.  K. 

* 

Special  Article 

IT  IS  TOO  EASY  TO  BE  A MEMBER 
OF  A MEDICAL  SOCIETY 

JOE  L.  RAULSTON,  M.D.,*  Knoxville 

It  has  occurred  to  me  that  perhaps  mem- 
bership in  organized  medicine  is  too  easily 
obtainable. 


:Past-President  of  the  Knoxville  Academy  of 
Medicine,  presented  at  Public  Service  Meeting, 
Knoxville,  April  7,  1952. 
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When  a physician  becomes  a member  of 
his  local  medical  society,  he  is  thereby 
granted  certain  privileges  for  a life-time;  to 
practice  and  enjoy  the  benefits  and  protec- 
tion of  an  organization  whose  history  is  re- 
plete with  sacrifice  and  whose  glory  is  in 
its  constant  endeavor  to  improve  its  services 
to  mankind. 

What  does  the  average  man  in  medicine 
give  in  return  for  the  privilege  of  member- 
ship in  this  great  and  honorable  profession? 
Unfortunately  the  only  obligation  assumed 
by  a young  doctor  on  election  to  his  society 
are  ethical  conduct  and  the  payment  of  dues. 

These  remarks  are  not  intended  to  point 
the  finger  at  any  individual  but,  to  the  con- 
trary, to  call  to  the  attention  of  all  that  the 
preservation  of  the  rights  of  the  profession 
and  the  advancement  of  scientific  attainment 
is  a problem  that  needs  and  deserves  the 
active  participation  of  every  member. 

One  often  hears  the  remark  that,  “I  do  not 
attend  my  society  meetings  because  it  is  run 
by  the  same  old  crowd,  so  what’s  the  use?” 
This  “same  old  crowd”  probably  runs  it  be- 
cause no  one  else  will  take  the  time,  or  go 
to  the  trouble,  to  attend  the  meetings.  Mis- 
takes are  made,  of  course,  but  the  members 
in  charge  are  doing  the  best  they  can  under 
the  circumstances.  The  only  way  of  in- 
fluencing the  actions  of  your  society  is  by 
attending  meetings  and  lending  help  and 
expressing  yourself  on  all  matters  concern- 
ing the  profession. 

It  is  called  to  the  attention  of  the  mem- 
bership of  all  component  societies  of  the 
state  organization  that  membership  in  the 
local  society  is  a prerequisite  to  (1)  member- 
ship in  state  and  national  associations,  (2) 
membership  in  specialty  groups,  and  (3) 
membership  on  hospital  staffs. 

It  is  obvious  that  if  membership  is  so 
eagerly  sought  after  in  the  higher  echelons 
of  medicine,  then  the  attainment  of  mem- 
bership in  the  local  society,  which  is  a pre- 
requisite to  membership  in  the  higher  eche- 
lons, should  not  be  so  lightly  taken  as  it  is 
by  some  men. 

The  following  are  some  suggestions  that 
might  be  remedial  or  at  least  stimulating  to 
some  of  our  delinquent  membership. 


1.  The  minimum  requirement  for  renewal 
of  membership  in  the  local  society  at  yearly 
intervals  should  be  attendance  of  at  least 
one-third  of  the  stated  meetings  of  that  so- 
ciety. 

2.  Acquirement  of  membership  on  the  ac- 
tive staff  of  at  least  one  hospital,  local  con- 
ditions permitting. 

3.  Committee  on  Attendance  should  be  ap- 
pointed by  all  local  societies  to  do  the  fol- 
lowing: 

A.  Telephone  members  and  urge  them  to 
attend. 

B.  Make  personal  calls  on  delinquent 
members. 

C.  Have  the  president  write  special  letters 
to  the  delinquent  members,  encourag- 
ing them  to  participate.  (We  could 
take  a tip  from  the  Rotary  Club  which 
does  not  tolerate  lax  attendance.) 

The  Society  Program  Committee  should 
encourage  young  members,  especially  those 
of  a timid  or  reticent  personality,  to  write  a 
paper  or  speak  at  meetings. 

It  is  evident  that  a longer  prohibition 
period,  possibly  one  year  with  courtesy  priv- 
ileges, should  be  a prerequisite  to  member- 
ship in  a local  society.  During  this  period, 
the  candidate  should  be  required  to  attend 
at  least  three  fourths  of  all  stated  meetings 
as  evidence  of  good  faith  and  to  acquaint 
himself  with  the  personnel  and  procedures 
of  the  society. 

It  is  trite  but  absolutely  true  that  medical 
organizations,  just  as  any  other  bodies,  are 
only  as  strong  as  their  weak  links.  May  I 
leave  with  you  this  conclusion:  Doctors  must 
pay  with  far  more  than  just  dues  if  they  are 
going  to  be  useful  members  of  their  medical 
societies.  They  must  serve. 


Dr.  Owen  Hassell  Williams,  Savannah, 
died  of  a heart  attack  on  March  22,  1952.  Dr. 
Williams  was  a lifelong  resident  of  Hardin 
County,  and  a graduate  of  Vanderbilt  Uni- 
versity School  of  Medicine.  Aged  72. 
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Dr.  Roy  Lawrence  Hendley,  Cross  Plains, 
died  of  a heart  attack  on  March  15,  1952. 
Graduating  from  Vanderbilt  in  1939,  he  be- 
gan practicing  at  Cross  Plains  in  1939.  Aged 
42. 

-k 

Dr.  J.  H.  Stephens,  retired  Hendersonville 
physician,  was  killed  instantly  when  he  was 
struck  by  an  automobile  on  February  28, 
1952,  while  crossing  Highway  31-E  in  Hen- 
dersonville. Aged  82. 

4c 

Dr.  Roy  A.  Doty,  Rogersville,  died  Febru- 
ary 19,  1952,  following  a heart  seizure.  Dr. 
Doty  was  mayor  of  Rogersville  for  three 
terms,  and  a member  of  the  Rogersville 
School  Board  for  26  years.  The  Rogersville 
Review  cited  Dr.  Doty  for  “not  only  con- 
tributing to  medical  service  to  Rogersville 
but  he  contributed  greatly  to  its  civic  im- 
provement.” Aged  66. 

4c 

Dr.  Barney  Brooks,  Professor  of  Surgery 
and  Surgeon-in-chief  at  Vanderbilt  Univer- 
sity School  of  Medicine  from  1925  until  his 
resignation  last  year,  died  on  March  30  of 
a cerebral  vascular  accident.  A man  recog- 
nized nationally  and  internationally  for  his 
contributions  in  research  and  as  a stimulus 
to  young  surgeons,  Dr.  Brooks  built  up  one 
of  the  strongest  departments  at  Vanderbilt. 
His  former  students  and  house-officers  will 
remember  him  always  as  an  outstanding 
teacher.  It  can  be  said  without  the  perad- 
venture  of  a doubt  that  Dr.  Brooks  left  his 
imprint  on  the  practice  of  medicine  and 
surgery  in  Tennessee. 


Wilson  County  Medical  Society 

Members  of  the  Society  are  now  attending 
the  lectures  of  the  Postgraduate  Committee 
at  the  County  Health  Department  each  Mon- 
day night.  Recent  officers  elected  were: 
President,  Dr.  Phillips  Turner;  Vice-Presi- 
dent, Dr.  Frank  B.  Dunklin;  Secretary- 
Treasurer,  Dr.  R.  C.  Kash.  Dr.  O.  Reed  Hill 
was  elected  delegate  to  the  TSMA,  and  Dr. 
Sam  McFarland,  alternate. 


Memphis  Society  Employs  Executive 
Secretary,  Opens  New  Headquarters 

Projecting  a strong 
Public  Service  Pro- 
gram, the  Memphis 
and  Shelby  County 
Medical  Society  has 
employed  an  Execu- 
tive Secretary-Public 
Service  Director  and 
opened  headquai’ters 
for  the  profession  and 
public  at  1363  Union 
Avenue. 

The  layman  secre- 
tary is  Robert  C.  Bird,  a Kansan  with  a solid 
background  of  experience  in  working  out 
health  and  medical  care  programs  with  the 
public.  A native  of  Hays,  Kansas,  Mr.  Bird 
is  a graduate  of  the  University  of  Kansas, 
and  he  added  one  year  of  postgraduate  work 
in  personnel  work  and  business  administra- 
tion at  Harvard. 

Prior  to  and  following  three  years  Army 
service,  Mr.  Bird  was  associated  with 
Stephens  College,  Columbia,  Missouri,  as 
Public  Relations  Director.  He  was  for  two 
years  a feature  writer  for  the  Hays  daily 
newspaper. 

For  the  past  three  years  he  has  been  ex- 
ecutive secretary  for  the  Western  Kansas 
Development  Association. 

“Our  problem  out  there  was  to  get  doctors 
into  medically-isolated  areas,”  Mr.  Bird  said. 
“In  some  sections  the  nearest  doctor  would 
be  50  to  75  miles  distant.  The  association 
cooperated  with  the  communities  in  financ- 
ing, building  and  equipping  one-doctor  hos- 
pital installations.” 

Announcement  of  the  Society’s  new  secre- 
tary and  office  set  up  was  made  by  Dr. 
Henry  B.  Gotten,  President,  and  Dr.  Samuel 
L.  Raines,  Chairman  of  Public  Service. 
They  said  the  office  would  provide  health 
and  medical  care  information  for  the  public, 
would  receive  complaints,  and  handle  the 
Society’s  business  affairs. 

They  said  Mr.  Bird  will  carry  out  the  poli- 
cies and  projects  of  the  Society  in  an  all-out 
effort  to  extend  highest  quality  medical  care 


Robert  C.  Bird 
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to  all  of  the  people,  and  keep  the  people 
informed  of  these  plans. 

* 

Greene  County  Medical  Society 

The  Society  held  its  regular  meeting  early 
in  March  in  the  General  Morgan  Room  of 
the  Hotel  Brumley.  Dr.  Albert  Weinstein 
read  a paper  on  “The  Use  of  Radio-active 
Iodine  in  the  Diagnosis  and  Treatment  of 
Thyrotoxicosis.”  Several  physicians  from 
Johnson  City  attended  the  meeting. 

* 

Consolidated  Medical  Assembly 

Two  Vanderbilt  University  staff  members 
addressed  the  Assembly  at  its  regular  dinner 
session  March  4 at  the  New  Southern  Hotel 
in  Jackson.  Dr.  Harrison  Shull  spoke  on 
“The  Medical  Aspects  of  Portal  Hyperten- 
sion” with  Dr.  Lamb  Myhr  leading  the  dis- 
cussion. Dr.  James  A.  Kirtley  discussed 
“The  Surgical  Procedures  for  Portal  Hyper- 
tension.” His  paper  was  discussed  by  Dr. 
Hughes  Chandler.  A good  attendance  was 
reported. 

* 

Consolidated  of  West  Tennessee 

Members  of  the  Assembly  are  volunteer- 
ing their  services  in  giving  physical  exam- 
inations to  white  and  negro  school  children 
in  Jackson.  All  pupils  are  examined  every 
other  year  through  the  12th  grade.  The 
project  is  in  cooperation  with  the  Jackson 
Department  of  Education.  Fifteen  mem- 
bers examined  the  pupils  in  both  negro 
schools  in  one  day  last  month. 

* 

Ha^nblen  County  Society 

The  Society  held  its  annual  president’s 
banquet  in  late  February.  Dr.  Sam  Syllen- 
berger  of  Dandridge  was  elected  president. 
Dr.  Frank  Milligan  of  Jefferson  City  is  the 
vice-president,  and  Dr.  R.  A.  Purvis,  Morris- 
town, was  elected  secretary.  Dr.  F.  F. 
Painter,  dean  of  Hamblen  County  physicians 
was  presented  his  “fifty-year  pin”  by  the 
Tennessee  State  Medical  Association. 

* 

Memphis  and  Shelby  County  Society 

A film,  “Weight  Reduction  Through  Diet” 
was  scheduled  to  supplement  a symposium 


on  weight  reduction  at  the  early  March 
meeting  of  the  Society.  Dr.  Phil  B.  Bleecker 
was  to  discuss  “Overweight  in  Relation  to 
Heart  Disease”;  Dr.  Jean  M.  Hawkes  was  to 
discuss  “Obesity  Due  to  Metabolic  Dis- 
orders”; Dr.  Henry  B.  Turner  was  to  present 
“Abnormal  Weight  Gain  During  Preg- 
nancy”; and  Dr.  C.  E.  Gillespie  was  to  close 
with  a discussion  of  “Obesity  as  a Surgical 
Problem.”  The  film  was  supplied  by  the 
Memphis  Dairy  Council. 

* 

Washington-Carter-Unicoi  Society 

The  “Tri-County”  Society  has  not  only  en- 
dorsed the  Carter  County  Emergency  and 
Rescue  Squad,  but  voted  $50.00  to  help  in 
the  work  which  the  Society  termed  a 
“worthy  project.”  The  action  was  taken  by 
resolution  and  published  in  the  Elizabethton 
Star.  Dr.  J.  D.  Bowman  is  President,  and 
Dr.  John  M.  Wilson,  Secretary. 

* 

Knoxville  Academy  of  Medicine 

The  first  bi-weekly  meeting  in  March  was 
a dual  affair.  Dr.  James  D.  Murphey,  Chief 
Surgeon,  Veterans  Administration  Hospital, 
Oteen,  N.  C.  addressed  the  Academy  on 
“Cystic  Diseases  of  the  Lungs.”  Prior  to  the 
scientific  session,  the  guest  speaker  and 
many  members  of  the  Academy  visited  the 
E.  T.  T-B  Hospital  where  the  Hospital  Staff 
was  scheduled  to  present  a program  on 
“Treatment  of  Tuberculosis”  during  an  after- 
noon session.  Dr.  P.  M.  Huggin  is  the  Medi- 
cal Director  of  the  T-B  Hospital. 

The  March  18th  meeting  of  the  Academy 
was  highlighted  by  a visit  by  Dr.  Ernest 
Kelly,  Memphis,  President  of  the  State  As- 
sociation. 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  members  of  the  Academy  were  invited 
to  hear  Dr.  Howard  Armstrong  of  Chicago, 
guest  speaker  of  the  Nashville  Society  for 
Internal  Medicine  on  March  4.  The  title  was 
“Late  Complications  in  the  Clinical  Use  of 


164 


NATIONAL  NEWS— MEDICAL  NEWS  IN  TENNESSEE 


April.  1952 


ACTH  and  Cortisone.”  On  March  18  the 
Academy  members  were  invited  to  hear  Dr. 
W.  F.  Rienhoff,  Jr.,  of  Baltimore  speak  on 
“Lesions  of  the  Esophagus.”  He  was  guest 
speaker  of  the  Nashville  Surgical  Society. 


NATIONAL  NEWS 


American  National  Red  Cross 

A Special  Report  on  the  Blood  Program 
has  been  issued  recently  to  publicize  the 
results  of  the  blood  program  established  four 
years  ago. 

In  1950,  after  the  onset  of  the  Korean  con- 
flict, the  Red  Cross  was  asked  to  collect  blood 
for  the  treatment  of  casualties.  Within  five 
days  from  the  setting  of  quotas,  blood  was 
on  its  way  by  air  to  Korea.  From  August  23 
to  November  30,  1950  the  Red  Cross  provided 
30,144  pints  of  whole  blood  and  80,000  units 
of  serum  albumin  to  the  Department  of  De- 
fense entirely  financed  by  the  Red  Cross. 
Thereafter  the  Department  of  Defense 
agreed  to  reimburse  the  Red  Cross  for  the 
“actual  audited  costs  of  technical  operation.” 

The  blood  has  been  collected  on  a nation- 
wide basis  through  44  regional  blood  pro- 
grams,* 15  defense  blood  programs,*  121 
mobile  units,  2 railroad  donor  cars  and  33 
cooperating  blood  banks  whose  facilities 
were  used  for  defense  blood  collection. 

The  regional  blood  programs  continue  to 
collect  blood  for  civilian  needs  as  well  as 
those  for  defense. 

The  Red  Cross  summarizes  the  following 
accomplishments. 

Pints  of  Blood  Collected  (August  I,  1950- 
January  31,  1952) 

From  August  1,  1950,  to  January  31,  1952, 
through  Red  Cross  regional  and  defense  programs, 
approximately  1,430,000  pints  of  blood  were  col- 
lected for  the  Department  of  Defense,  and  through 
regional  programs  nearly  1,966,000  for  civilian 
use.  In  addition,  nearly  328,500  pints  were  pro- 
vided for  defense  through  cooperating  blood  banks 
during  the  same  period. 


*In  Tennessee  the  Regional  Blood  Program  of 
Nashville  and  the  Defense  Blood  Program  of 
Memphis  have  played  their  part. 


Blood  Derivatives  Distributed  Since  Beginning  of 
Program 

After  World  War  II,  the  Red  Cross  received 
5,012,505  packages  (250  cc  each)  of  salvaged  war 
surplus  plasma  from  the  Army  and  Navy.  The 
following  table  shows  the  distribution  of  dried 
plasma  and  the  quantities  of  serum  albumin  and 
immune  serum  globulin  processed  by  the  Red 
Cross  and  distributed  through  state  health  depart- 
ments and  regional  blood  centers: 

Totals  Est.  Com.  Value 


Dried  plasma  (from  1 
through  Dec.,  1948) 


250-cc  units 

3,172,341 

$63,446,820 

Serum  albumin  (from 

Feb.,  1947  through 
Jan.,  1952) 

20-cc  units 

13,382 

107,056 

100-ec  units 

*156,770 

6,270,800 

Immune  serum  globulin 

(from  April,  1944 
through  Jan.,  1952) 

2-cc  units 

3,261,362 

13,045,448 

Grand  total  at  current  prices 

$82,870,124 

The  Current  Fiscal  Year 

For  the  fiscal  year  July  1,  1951,  through  June 
30,  1952,  the  American  Red  Cross  accepted  a base 
quota  of  2,800,000  pints  of  blood  for  defense.  Civil- 

ian  commitments  are  in 

addition  to  this  quantity. 

Following  are  the  preliminary  figures  on  the  num- 
ber of  pints  collected  throughout  the  country  dur- 
ing the  first  7 months  of  this  fiscal  year  as  reported 

from  Red  Cross  regional  and  defense 

centers: 

Defense 

Civilian 

Collections 

Collections 

July  1951 

42,418 

99,896 

August  

47,021 

107,824 

September 

73,135 

120,439 

October 

176,717 

146,895 

November  

234,917 

143,456 

December 

187,319 

125,384 

January  1952 

209,355 

158,728 

Totals 

970,882 

902,622 

Through  cooperating 

blood  banks 

during  this 

7-month  period,  224,329 

pints  of  blood  were  col- 

lected  for  national  defense. 


^Including  80,000  units  given  to  the  Department 
of  Defense. 


MEDICAL  NEWS 
IN  TENNESSEE 


Chattanooga  Chapter  of  the  Tennessee 
Academy  of  General  Practice  Organized 

Twenty-four  Chattanooga  area  general 
practitioners  and  officials  of  the  Tennessee 
Academy  of  General  Practice  were  present 
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for  the  organization  of  the  Chattanooga 
Chapter  at  the  Chattanooga  Golf  and  Coun- 
try Club  on  March  19,  1952. 

Dr.  C.  B.  Roberts,  Sparta,  president  of  the 
Tennessee  Academy  presided.  Other  officers 
of  the  Tennessee  Academy  present  were 
Dr.  Ogle  Jones,  Centerville,  director;  Dr.  O. 
Reed  Hill,  Lebanon,  director  and  president 
of  the  Andrew  Jackson  Academy;  Dr.  Louis 
A.  Killeffer,  Harriman,  director;  and  Dr. 
James  P.  Anderson,  Nashville,  director.  Dr. 
W.  A.  Hensley,  Cookeville,  president  of  the 
Five-County  Medical  Society  also  attended. 

Dr.  Franklin  Johnson,  Chattanooga,  was 
elected  president  of  the  new  Chapter,  Dr. 
M.  F.  Langston,  also  of  Chattanooga,  was 
elected  vice-president.  Dr.  Cleo  Chastain 
was  chosen  secretary-treasurer.  Dr.  Roberts 
installed  the  officers  at  the  charter  meeting. 

The  Chattanooga  Chapter  is  a chartered 
component  academy  of  the  Tennessee  and 
American  Academies  of  General  Practice. 
The  national  membership  now  exceeds 
15,000. 

* 

Hospital  Construction  in  Tennessee 

By  courtesy  of  the  Washington  Office  of 
the  AMA,  the  status  of  Hill-Burton  hospital 
construction  in  Tennessee  as  of  March  1 was 
as  follows: 

COMPLETED  AND  IN  OPERATION: 

21  projects  at  a total  cost  of  $15,901,137.00 
Federal  contribution  5,319,894.00 

New  beds  1,090 

UNDER  CONSTRUCTION: 

16  projects  at  total  cost  of 
Federal  contribution 
New  beds  to  be  supplied 

APPROVED,  NOT  UNDER 
CONSTRUCTION: 

16  projects  at  a total  cost  of 
Federal  contribution 
New  beds  to  be  supplied 

-K 

An  AP  news  item  with  a Nashville  date- 
line of  March  15th  said  that  preliminary  re- 
quests for  approval  under  the  Hill-Burton 
Program  had  been  filed  by  fifteen  counties 
for  hospitals  and  health  centers. 


University  of  Tennessee  College  of 
Medicine 

Dr.  Arlis  H.  Tuttle,  research  associate  in 
Pediatrics,  received  a $30,000  grant  from  the 
John  and  Mary  R.  Markle  Foundation  in 
New  York  City.  He  is  conducting  studies 
on  the  treatment  of  hypertension  (high  blood 
pressure)  in  acute  nephritis  (kidney  disease) 
in  children  and  anemia  in  premature  infants. 

4c 

Vanderbilt  University  School  of  Medicine 

Dr.  Calvin  Woodruff,  Instructor  in  Pediat- 
rics, has  received  a five-year  grant  from  the 
John  and  Mary  R.  Markle  Foundation  for 
the  continuation  of  his  research  in  nutri- 
tion in  pediatrics. 

4c 

Murfreesboro  V.A.  Hospital 

On  April  3-4,  Dr.  Kirby  S.  Howlett,  Jr., 
Assistant  Superintendent,  Laurel  Heights 
Sanitorium,  Shelton,  Conn.,  lectured  on:  (1) 
The  Diagnosis  and  Significance  of  Minimal 
Pulmonary  Tuberculosis  and  of  Pleurisy 
with  Effusion,  (2)  Evaluation  of  Pulmonary 
Lesions  Found  on  Routine  Survey  Examina- 
tions. and  (3)  The  Modern  Approach  to  the 
Therapy  of  Pulmonary  Tuberculosis. 


Dr.  J.  C.  Leonard,  Lewisburg,  has  expand- 
ed his  hospital  facilities,  including  a clinic 
next  door  to  the  hospital  which  has  been 
completely  remodeled.  Dr.  William  L.  Tay- 
lor is  associated  with  Dr.  Leonard  with  both 
reception  rooms  located  in  the  new  building. 

Dr.  R.  H.  Kampmeier,  Secretary-Editor  of 
the  Association,  was  elected  to  the  Board  of 
Directors  of  the  Tennessee  Hospital  Service 
Association  (Blue  Cross)  recently,  succeed- 
ing the  late  Dr.  Herbert  Acuff,  Knoxville. 

Dr.  E.  T.  Brading,  Johnson  City,  addressed 
the  local  Kiwanis  Club  recently  on  “Heart 
Disease  and  Its  Care.”  Dr.  Charles  Wofford 
introduced  the  speaker. 

Dr.  H.  Jim  Brown,  Kingsport,  addressed 
the  local  Junior  Service  League  on  “Mental 
Health”  recently.  Dr.  Brown  said  that  the 
tri-cities  area  now  has  a practicing  phychia- 
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trist  and  that  the  local  medical  society  hoped 
that  a mental  health  clinic  could  be  estab- 
lished. 

Dr.  W.  G.  Rhea,  Paris,  is  the  new  chairman 
of  the  Henry  County  Red  Cross  Defense 
Blood  Program.  Serving  with  Dr.  Rhea  are 

Drs.  R.  Graham  Fish  and  Henrietta  Veltman. 

Dr.  R.  C.  Sexton.  Knoxville,  addressed  the 
East  Tennessee  Society  of  Medical  Technol- 
ogists at  their  March  meeting  on  “Hematol- 
ogy.” The  Society  met  in  the  assembly  hall 
of  the  Knoxville  Academy  of  Medicine. 

Dr.  Jere  Crook,  Jackson,  continues  to  im- 
prove after  suffering  a heart  attack  several 
weeks  ago.  He  is  now  spending  some  time 
in  his  office  daily. 

Recent  diplomates  of  the  American  Board 
of  Surgery  are:  Dr.  George  Howard  Me- 
Swain,  son  of  Dr.  and  Mrs.  George  McSwain, 
Paris;  Dr.  Merton  Baker,  and  Dr.  Gus  J. 
Vlasis  of  Chattanooga. 


BOOK  REVIEW 


Problems  of  Infancy  and  Childhood.  Milton 
J.  E.  Senn,  M.D.,  Editor,  New  York.  Jo- 
siah  Macy,  Jr.,  Foundation.  1951. 

This  book  is  the  report  of  conferences  on 
problems  in  infancy  and  childhood  held 
March  6th  and  7th  in  1950  under  the  spon- 
sorship of  the  Josiah  Macy,  Jr.  Foundation. 
The  people  who  presented  the  material  rep- 
resented a variety  of  disciplines  and  were 
experts  in  various  fields  of  child  care.  The 
material  is  divided  into  three  principle  sec- 
tions together  with  discussions  by  all  of  the 
people  on  the  conference  panel. 

The  first  section  deals  with  the  relation- 
ship between  the  social  structure  and  the 
family  structure  and  parental  behavior  and 
discusses  to  some  extent  its  influence  on  the 
child.  The  second  section  is  an  objective 
study  of  the  ontogenetic  development  of 
family  and  social  adjustment  in  various  in- 
frahuman animal  species.  In  this  section  the 
material  is  presented  to  show  that  much  of 
the  so-called  instinctive  behavior  of  lower 
animals  is  really  the  result  of  reaction  to 


physical  forces  in  the  environment.  The 
third  section  of  the  book  deals  with  the  prob- 
lems of  working  toward  healthy  personality. 
In  a sense  it  is  an  attempt  to  design  the 
ideals  of  healthy  personality  and  to  examine 
to  some  extent  the  environment  and  its  re- 
lationship to  this  development. 

This  interesting  little  booklet  does  not 
solve  problems  it  merely  sets  out  to  define 
problems  and  it  provides  food  for  thought  to 
all  who  have  to  deal  with  the  education  and 
health  of  children.  As  an  exploration  and  a 
forerunner  as  to  the  agenda  for  the  Mid- 
Century  White  House  Conference  it  will 
have  profound  effect  on  the  program  of 
child  care  in  the  next  dozen  years. 

J.  C.  Peterson,  M.D. 

* 

Problems  of  Aging.  Transactions  of  the 

Thirteenth  Conference.  Edited  by  Nathan 

W.  Shock,  New  York,  1951.  Josiah  Macy, 

Jr.,  Foundation.  194  pages.  Price  $4.00. 

This  book  contains  the  proceedings  of  the 
Conference  on  Problems  of  Aging.  The 
panel  on  the  conference  is  made  up  of  thirty- 
three  men  prominent  in  their  respective 
fields  of  medicine,  basic  science  and  sociol- 
ogy. 

The  subjects  covered  at  this  thirteenth 
conference  included  the  Endocrine  Aspects 
of  Aging.  Cardiovascular  Aspects  of  Aging, 
Aging  of  the  Integumentary  System  and  the 
Biology  of  Cell  Division.  Sociologic  aspects 
of  the  aged  came  up  for  discussion  under  a 
Summary  of  Activities  of  Federal  Agencies. 

The  plan  of  the  conference  is  the  intro- 
duction of  a subject  with  then  free  discus- 
sion by  members  of  the  panel.  This  makes 
for  an  interesting  and  free  exchange  of 
ideas.  To  the  reader  such  an  approach  is 
stimulating  and  provocative  of  thinking. 

R.  H.  K. 

4c 

Adrenal  Cortex.  Transactions  of  the  Second 

Conference  (Nov.  16-17,  1950).  Elaine  P. 

Ralli,  Ed.  Josiah  Macy,  Jr.,  Foundation. 

1951. 

This  small  monograph,  although  highly 
technical  in  certain  respects,  is  an  extremely 
informative  summation  of  the  current  (1950) 
problems  related  to  the  investigation  of 
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adrenocortical  function,  the  mechanism  of 
regulation  thereof  and  the  study  of  certain 
of  the  effects  of  adrenal  steroid  hormones. 
The  liberal  discussion  by  the  participating 
investigators  promotes  the  exchange  of  con- 
cepts which  have  a surprisingly  direct  bear- 
ing upon  adrenal  disease  and  the  use  of 
ACTH  and  adrenocortical  steroids  in  man. 

B.  T.  Towery,  M.D. 


Location  Wanted 


A twenty-seven  year  old  physician  desires  a lo- 
cation for  general  practice.  He  completed  a ro- 
tating internship  at  John  Gaston  Hospital  in  Mem- 
phis on  November  1,  1951  and  has  located  tem- 
porarily as  an  industrial  physician  at  Oak  Ridge. 

He  writes  as  follows:  “I  am  married,  have  one 
child.  I am  a veteran  of  World  War  II  with  31 
months’  service,  19  months  of  which  was  spent 
overseas.  My  draft  classification  is  5-A.  I am 
licensed  in  Tennessee  and  would  prefer  a location 
in  East  Tennessee,  my  birthplace  being  Knoxville. 
However,  I am  open  to  any  location  where  the 
need  is  greatest.  I appreciate  your  sincere  inter- 
est.” 


* 

Location  Wanted 


LW-2 


A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself. 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville, 
Texas,  1949-51.  Now  located  at  VA  Hospital, 
Butler,  Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


A physician  desiring  a location  in  Tennessee 
writes  as  follows: 

“I  am  31,  married,  with  three  children,  a native 
of  Kentucky  even  though  born  in  Chattanooga,  and 


had  41  months  of  service  in  the  Marine  Air  Corps 
during  World  War  II.  I graduated  from  Washing- 
ton University  in  St.  Louis  in  1950  and  served  a ro- 
tating internship  at  St.  Louis  City  Hospital  from 
July  1,  1950,  to  July  1,  1951.  At  present  I am  tak- 
ing a rotating  residency  at  the  charity  hospital 
here  in  Monroe,  Louisiana.  The  training  here  has 
a very  large  surgical  component.  My  year  here 
will  be  up  June  30  and  I will  want  to  go  into 
practice  immediately  thereafter.” 


A physician  desiring  a location  in  Tennessee 
sends  us  the  following  information:  Age,  32. 

Married,  Graduate,  Tulane  Schol  of  Medicine. 
Internship,  Baptist  Hospital  Memphis,  Tenn. 
Rotating  Residency,  Baptist  Hospital,  Birmingham, 
Alabama.  Two  years  army  service,  three  years 
general  practice  and  assistant  to  an  F.A.C.S.  He 
states  that  he  would  be  available  on  six  weeks 
notice  and  would  prefer  a town  with  a hospital. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 


168 


ANNOUNCEMENTS 


April,  1952 


of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 

PW-8 


* 


The  following  letter  has  been  received  in  this 
office: 

“The  Midland  Community  Improvement  Club 
has  built  a medical  center  and  now  desires  the 
services  of  a reputable  doctor. 

“This  building  has  two  offices,  a waiting  room, 
toilet  and  supply  room,  has  oil  heat,  hot  and  cold 
running  water,  refrigerator  and  the  equipment  of 
the  late  Dr.  V.  S.  Campbell  of  Murfreesboro,  all 
of  which  will  be  furnished  free  of  charge  to  a 
doctor  willing  to  take  charge. 

“Midland  is  a rural  community  located  midway 
between  Murfreesboro  and  Shelbyville,  fifteen 
miles  from  each  place  and  the  nearest  doctors. 

“We  will  appreciate  any  help  you  can  give  us 
in  securing  a doctor. 

“For  further  information  please  contact  the  un- 
dersigned: 

“Sincerely  yours, 

James  I.  Williams 
Fosterville,  Tennessee” 

PW-9 
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Information  on  physicians  and  locations  avail- 
able from  the  Executive  Secretary,  Tennessee 
State  Medical  Association,  504  Doctors  Building, 
Nashville,  Tennessee. 


ANNOUNCEMENTS 

... 


HOUSING  THE  AGING  is  the  topic  for  the  Uni- 
versity of  Michigan  Fifth  Annual  Conference 
on  Aging  to  be  held  in  Ann  Arbor,  Michigan, 
July  24-26,  1952. 

The  three-day  conference  will  consider  the 
housing  needs  of  healthy,  chronically  ill,  confused, 
and  infirm  older  people  living  in  urban  and  rural 
areas.  Among  the  topics  to  be  discussed  are  types 
of  housing  and  living  arrangements;  architectural 


designs  and  costs;  hygiene  and  safety  standards; 
social  and  economic  aspects  of  housing;  and  aux- 
iliary services.  The  conference  is  designed  to 
serve  as  a forum  for  interchanging  information  and 
for  getting  action  on  the  difficult  problem  of 
financing  housing  for  the  aging. 

The  conference  is  directed  to  national,  state,  and 
local  planners;  physicians,  nurses,  and  public 
health  workers;  industrial  retirement  counselors; 
welfare  and  social  work  personnel;  architects, 
builders,  realtors;  safety  and  sanitary  engineers; 
public  and  private  investment  and  financing  agen- 
cies; directors  of  old  age  homes,  nursing  homes, 
hospitals,  and  housing  projects;  and  to  older  people 
themselves  who  are  interested  in  contributing  to 
the  solution  of  the  housing  problem  of  the  aging. 

The  conference  is  under  the  co-sponsorship  of 
the  Institute  for  Human  Adjustment,  Schools  of 
Architecture,  Business  Administration,  Social 
Work,  Public  Health,  and  the  Medical  School,  Ex- 
tension Service  and  Summer  Session  of  the  Uni- 
versity of  Michigan;  the  Michigan  State  Medical 
Society;  and  the  Committee  on  Aging  and  Geriat- 
rics of  the  Federal  Security  Agency,  Washington, 
D.  C. 

Conference  registration  materials  may  be  ob- 
tained by  writing  to  Dr.  Wilma  Donahue,  Institute 
for  Human  Adjustment,  Room  1510,  Rackham 
Bldg.,  Ann  Harbor,  Michigan. 

* 

TEACHING  FELLOWSHIPS  are  availa- 
ble in  the  Division  of  Chemistry,  University 
of  Tennessee  School  of  Biological  Sciences 
in  Memphis,  Dr.  T.  P.  Nash,  Jr.,  chief  of  the 
division,  announced  yesterday. 

The  fellowships  are  offered  to  qualified 
graduate  students  who  will  be  candidates 
for  the  master’s  degree  or  the  doctorate  in 
biochemistry.  Appointments  are  for  10 
months,  beginning  September  1.  Further 
information  may  be  obtained  from  Dr.  Nash, 
the  University  of  Tennessee,  874  Union 
Avenue,  Memphis,  3,  Tenn. 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in-Chief, 
Nashville 

Henry  B.  Gotten,  Memphis 
Malcolm  T.  Tipton,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 
R.  C.  Kimbrough,  Jr.,  Knoxville 
Cooper  McCall,  Chattanooga 
Charles  P.  Wofford,  Johnson  City 
Addison  B.  Scoville,  Jr.,  Nashville 
James  A.  Loveless,  Gallatin 
Hospitals 

David  W.  Hailey,  Chairman,  Nashville  (1953) 
W.  0.  Baird,  Henderson  (1954) 

J.  L.  Hamilton,  Chattanooga  (1952) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

John  Walter  Oursler,  Humboldt  (1952) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1952) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1952) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  officio,  Nashville 
Ernest  G.  Kelly,  ex  officio,  Memphis 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1952) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1952) 

Medical  Education 

W.  C.  Chaney,  Chairman,  Memphis  (1954) 

John  M.  Lee,  Nashville  (1954) 

Carroll  H.  Long,  Johnson  City  (1952) 

R.  C.  Robertson,  Chattanooga  (1952) 

Emmett  Hall,  Memphis  (1953) 

D.  C.  Seward,  Nashville  (1952) 

R.  B.  Wood,  Knoxville  (1953) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

R.  N.  Buchanan,  Jr.,  Nashville  (1952) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1952) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1952) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  C.  Gardner,  Chairman,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
James  E.  Wilson,  Memphis 
J.  R.  Thompson,  Jr.,  Jackson 


Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1953) 

J.  H.  Sayers,  Nashville  (1952) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Acting  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

Executive  Subcommittee 

Maclin  Davis,  Chairman,  Nashville 

N.  S.  Shofner,  M.D.,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashvill® 

R.  H.  Kampmeier,  M.D.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1952) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1953) 

W.  K.  Owen,  Pulaski  (1952) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1952) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1952) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1952) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  0.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1952) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1952) 

Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs* 

H.  H.  Shoulders,  Chairman,  Nashville 
L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

E.  G.  Kelly,  Memphis 
Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1952) 

Thayer  Wilson,  Carthage  (1954) 

Frank  H.  Booher,  Lynchburg  (1953) 

James  A.  Loveless,  Gallatin  (1952) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1952) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

H.  W.  Qualls,  Chairman,  Memphis  (1952) 

N.  S.  Shofner,  Nashville  (1953) 

Ralph  Monger,  Knoxville  (1954) 


* Veterans  Affairs  Committee  retained  on  a 
stand-by  basis. 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — E.  G.  Kelly,  M.D.,  899  Madison  Avenue, 
Memphis 

President-Elect — Daugh  W.  Smith,  M.D.,  240  Doc- 
tors Building,  Nashville 

Vice-President — Julian  K.  Welch,  Jr.,  M.D., 
Brownsville 

Vice-President — C.  B.  Roberts,  M.D.,  Sparta 

Vice-President — Louis  A.  Killeffer,  M.D.,  Harriman 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Vander- 
bilt University  Hospital,  Nashville 

Executive- Secretary — V.  0.  Foster,  504  Doctors 
Building,  Nashville 

TRUSTEES 

Daugh  W.  Smith,  M.D.,  Chairman  and  Treasurer, 
240  Doctors  Building,  Nashville  (1952) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

Ralph  H.  Monger,  M.D.,  605  Medical  Arts  Building 
Knoxville 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

COUNCILORS 

First  District — L.  E.  Dyer,  M.D.,  Greeneville  (1952) 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District — -W.  J.  Sheridan,  M.D.,  Chattanooga 
(1952) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Livings- 
ton (1953) 

Fifth  District — Taylor  Farrar,  M.D.,  Shelbyville 
(1952) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville 

(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1952) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 

(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1952) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1953) 

R.  B.  Wood,  M.D.,  Knoxville  (1952) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1952) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton.  Pres. 

R.  C.  Pryse,  La  Follette,  Sec’y. 

Bedford  County 

Sara  Womack,  Shelbyville,  Pres. 
Carl  Rogers.  Shelbyville,  Sec’y. 

Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 

Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S.  Heron,  Cleveland,  Sec’y. 
Cocke  County 

Fred  Valentine,  Newport,  Pres. 

Glen  Shults,  Newport,  Sec’y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr.,  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec’y. 
Cumberland  County 

Paul  A.  Ervin,  Crossville.  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 

Hollis  Johnson,  2122  West  End. 
Nashville,  Pres. 

Wm.  G.  Kennon.  Jr.,  1912  Hayes 
Street,  Nashville,  Sec'y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec’y. 
Dickson  County 
W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte,  Sec'y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec’y. 

Franklin  County 

E.  W.  Kirby-Smith,  Sewanee,  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 

Giles  County 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 

J.  G.  Hawkins,  Greeneville,  Pres. 
Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 

Isaac  Jones,  Paris,  Pres. 

Horace  McSwain,  Paris,  Sec'y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec’y. 

Jackson  County 

W T.  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville,  Sec’y. 
Lauderdale  County 

J.  R.  Lewis,  Ripley.  Pres. 

James  L.  Dunavant,  Ripley,  Sec’y. 
Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec'y. 

Lincoln  County 

J.  V.  McRady.  Fayetteville,  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter,  Lafayette,  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost,  Columbia.  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 

McMinn  County 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville.  Pres. 
D.  F.  Heuer.  Sweetwater,  Sec’y. 
Montgomery  County 
Edward  R.  Atkinson,  Clarksville, 
Pres. 

Sam  N.  Doane.  Jr.,  Clarksville,  Sec’y. 
Obion  County 

R.  M.  Darnall,  Union  City,  Pres. 

H.  W.  Calhoun,  Union  City,  Sec'y. 
Overton  County 
A.  B Qualls."  Livingston.  Pres. 
Myrtle  Lee  Smith,  Livingston.  Sec’y. 
Putnam  County 

,T.  T.  DeBerry,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 

William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 
Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henfy  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis,  Sec’y. 

Battle  Malone  II,  188  South  Bellevue, 
Memphis,  Treas. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

T . R.  Sloan,  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 
Hvatt  Brown.  Kingsport.  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland,  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt,  Covington.  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
Washington- Carter- Unicoi  Counties 
J.  R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson,  Johnson  City,  Sec’y. 
Weakley  County 

M.  R.  Beyer,  Dresden,  Pres. 

V.  C.  Fagan,  Greenfield,  Sec’y. 
White.  Warren,  and  Van  Buren 
Counties 

Harold  Andrews,  Sparta,  Pres. 

J.  Franklin  Fisher,  Sparta,  Sec’y. 
Williamson  County 

Louis  Zeidberg,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec’y. 
Wilson  County 

Phillips  Turner,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec’y. 
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An  Abstract  of  Proceedings  of  the 
House  of  Delegates  of  the 
Tennessee  State  Medical  Association 
Knoxville,  April  7-8-9,  1952 


FIRST  SESSION,  MONDAY,  APRIL  7 

The  House  was  called  to  order  by  Speaker 
Charles  C.  Trabue,  IV,  at  9:00  a.m.  in  the 
Ballroom  of  the  Andrew  Johnson  Hotel, 
Knoxville.  Dr.  Kyle  C.  Copenhaver,  Chair- 
man of  the  Credentials  Committee,  reported 
a quorum  present.  The  minutes  as  abstract- 
ed and  published  in  the  Journal  of  the 
two  previous  sessions  of  the  House  were 
approved  as  published. 

After  the  approval  of  the  minutes  from 
the  last  sessions,  the  Speaker  announced 
the  following  reference  committees: 

Credentials 

Kyle  C.  Copenhaver,  Chairman 
J.  B.  Black 
W.  E.  Anderson 

Amendments  to  the  Constitution  and  By-Laws 

James  C.  Gardner,  Chairman 
Charles  C.  Smeltzer 
J.  Ray  Smith 

Resolutions 

William  D.  Stinson,  Chairman 
John  B.  Youmans 
W.  A.  Garrott 

Reports  of  Officers 

Moore  J.  Smith,  Chairman 
Clifford  D.  Giles 
Sam  L.  Raines 

Reports  of  Committees 

Harold  B.  Boyd,  Chairman 
Dana  Nance 
J.  P.  Sloan 

Outstanding  General  Practitioner  Award 

(Secret) 


The  House  then  went  into  the  considera- 
tion of  amendments  which  had  lain  on  the 
table  from  the  previous  year.  The  following 
amendments  were  adopted: 

Amendment  to  Section  I,  Article  VIII,  of  the 
Constitution 

Section  1,  Article  VIII,  of  the  Constitution 
was  amended  as  follows: 

“It  is  proposed  to  amend  Section  1,  Article 
VIII,  of  the  Constitution  so  as  to  read  as 
follows: 

“The  officers  of  the  Association  shall  be  a 
President,  President-Elect,  a Vice-President 
for  each  of  the  three  grand  divisions  of  the 
state,  a Secretary-Editor,  five  Trustees,  ten 
Councilors,  a Speaker  of  the  House  of  Dele- 
gates, and  a Vice-Speaker  of  the  House  of 
Delegates.” 

Amendment  to  the  By-Laws 

Section  2,  Chapter  V,  of  the  By-Laws  was 
amended  by  striking  the  first  sentence  there- 
from and  substituting  the  following: 

“On  the  first  day  of  the  annual  session, 
the  Speaker  of  the  House  shall  appoint  three 
temporary  chairmen  to  preside  over  the  as- 
sembled delegates  of  each  of  the  three  grand 
divisions  of  the  State  until  a chairman  is 
elected  to  conduct  the  procedures  of  selec- 
tion of  three  delegates  from  each  of  the 
three  respective  divisions,  to  serve  as  a 
committee  on  nominations,  no  two  of  whom 
shall  be  from  the  same  county.” 

“The  remainder  of  Section  2 to  remain  as 
written.” 

Introduction  of  Amendments 

The  Speaker  then  called  for  introduction 
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of  new  amendments  to  the  Constitution  or 
By-Laws,  stating  that  the  amendments  were 
to  be  read  and  would  be  referred  to  the 
Reference  Committee  on  Amendments.  Dr. 
Ben  Fowler  of  Nashville  introduced  an 
amendment  to  create  a Committee  on  Phys- 
ical Therapy. 

Introduction  of  Resolutions 

The  Speaker  called  for  the  introduction  of 
resolutions,  stating  that  the  resolutions  were 
to  be  read  and  would  be  referred  to  the 
Reference  Committee  on  Resolutions. 

Dr.  R.  H.  Monger,  Knoxville,  introduced 
a resolution  providing  for  the  creation  of  a 
Tennessee  Medical  Foundation. 

Dr.  Ralph  O.  Rychener,  Memphis,  intro- 
duced  a resolution  on  the  training  period  for 
student  nurses. 

Dr.  Daugh  W.  Smith,  Nashville,  intro- 
duced a resolution  which  would  authorize 
an  operational  budget  for  the  Public  Service 
Department  of  the  Association. 

Dr.  William  D.  Stinson,  Memphis,  intro- 
duced a resolution  approving  a recent  action 
of  the  Association  of  American  Medical  Col- 
leges in  condoning  “abuses”  in  the  handling 
of  non-service-connected  disabilities  in  VA 
hospitals. 

Dr.  W.  J.  Sheridan,  Chattanooga,  intro- 
duced a resolution  endorsing  a proposed 
legislative  act  which  regulates  and  licenses 
the  operation  of  ambulances  in  the  State  of 
Tennessee. 

Reports  of  Officers 

The  next  order  of  business  was  the  reports 
of  officers.  Reports  were  read  by  President 
Ernest  G.  Kelly  of  Memphis;  Secretary-Edi- 
tor R.  H.  Kampmeier  of  Nashville;  Chair- 
man of  the  Board  of  Trustees,  Dr.  Daugh  W. 
Smith  of  Nashville;  Chairman  of  the  Coun- 
cil, Dr.  Kyle  C.  Copenhaver;  and  the  Execu- 
tive Secretary,  Mr.  V.  O.  Foster  of  Nashville. 
These  reports  were  referred  to  the  Refer- 
ence Committee  on  Reports  of  Officers. 

The  President-Elect,  Dr.  Daugh  W.  Smith, 
stated  that  his  inaugural  address  on  Tuesday 
evening  would  constitute  his  report  as  Pres- 
ident-Elect. This  address  was  published  in 
the  April,  1952,  issue  of  the  Journal. 

These  reports  are  abstracted  on  pages  186- 
191  of  the  Journal. 


Special  Reports 

The  next  order  of  business  was  special 
reports.  These  were  as  follows:  Report  of 
the  President  of  the  Woman’s  Auxiliary,  by 
Mrs.  Lynch  Bennett  of  Nashville,  report  of 
the  A.M.A.  Delegation  by  Dr.  R.  B.  Wood 
of  Knoxville,  and  a special  Postgraduate 
Evaluation  Committee  report  was  read  by 
Dr.  Carrol  C.  Turner  of  Memphis. 

Reports  of  Committees 

The  next  order  of  business  was  the  reports 
of  committees  of  the  Association.  The  fol- 
lowing reports  were  made: 

Scientific  Work  and  Editorial  Board — R. 

H.  Kampmeier,  Chairman 
Hospitals  (No  report) 

Legislative  and  Public  Policy — C.  M. 
Hamilton,  Chairman 

Liaison  (Public  Health  Department) — J. 

O.  Manier,  Chairman 
Insurance — B.  F.  Byrd,  Chairman 
Medical  Education — W.  C.  Chaney,  Chair- 
man 

Memoirs — Henry  Douglass,  Acting  Chair- 
man 

Postgraduate  Instruction — W.  C.  Colbert 
Cancel’ — C.  H.  Heacock,  Chairman 
General  Practice — C.  B.  Roberts,  Chair- 
man 

Emergency  Medical  Service — James  C. 
Gardner,  Chairman 

Industrial  Health — Jean  S.  Felton,  Chair- 
man 

Prepaid  Insurance — N.  S.  Shofner,  Acting 
Chairman 

Public  Service — L.  W.  Edwards,  Chairman 
Liaison  Committee  to  the  U.  M.  W.  A. — 
B.  M.  Overholt,  Chairman 
Advisory  Committee  to  the  Woman’s  Aux- 
iliary— Clyde  Croswell,  Chairman 
Veterans  Affairs — H.  H.  Shoulders,  Chair- 
man 

Rural  Health — William  N.  Cook,  Chair- 
man 

Grievance  Committee — H.  W.  Qualls, 
Chairman 

The  committee  reports  were  referred  to 
the  Reference  Committee  on  Reports  of 
Committees.  These  reports  are  abstracted 
on  pages  191-194  of  the  Journal. 

Nominating  Committee 

The  delegates  from  the  three  grand  divi- 
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sions  went  into  conference  and  elected  the 
Nominating  Committee  composed  of  nine 
members,  as  follows: 

East  Tennessee— H.  L.  Monroe,  Erwin 
Roy  McDonald,  Knoxville 
Hiram  Laws,  Chattanooga 

Middle  Tennessee — C.  B.  Roberts,  Sparta 
T.  F.  Booth,  Pulaski 
R.  H.  Hutcheson,  Nashville 

West  Tennessee — J.  R.  Thompson,  Jr., 
Jackson 

Arthur  R.  Porter,  Jr.,  Memphis 
J.  Paul  Baird,  Dyersburg 

AFTERNOON  SESSION 

The  afternoon  session  was  called  to  order 
at  1:30  p.m.  and  was  followed  immediately 
by  the  introduction  of  fraternal  delegates 
and  distinguished  guests. 

Report  of  Reference  Committee  on  Reports  of 
Officers 

Dr.  Moore  J.  Smith,  Jr.,  Chattanooga, 
Chairman  of  the  Reference  Committee  on 
Reports  of  Officers  submitted  the  following 
report: 

“ Report  of  the  President:  The  report  of 
Dr.  Ernest  G.  Kelly,  President  of  the  Ten- 
nessee State  Medical  Association,  sets  forth 
his  activities  during  the  year.  Visits  to  the 
component  county  societies  by  the  head  of 
the  State  Association  are  particularly  stim- 
ulating to  the  local  activities.  Acceptance 
of  his  report  is  recommended. 

“The  report  of  the  President-Elect  and 
Chairman  of  the  Board  of  Trustees  happens 
in  this  case  to  be  the  same  man.  The  report 
of  Dr.  Daugh  W.  Smith,  President-Elect  and 
Chairman  of  the  Board  of  Trustees,  indicates 
much  conscientious  consideration  of  the  var- 
ied problems  which  have  come  before  the 
Board.  Each  item  listed  in  the  report  was 
considered  by  this  reference  committee,  and 
it  is  felt  that  the  Board  of  Trustees  should 
be  commended  for  its  work,  and  that  Dr. 
Daugh  W.  Smith  be  commended  for  the  de- 
tailed and  yet  concise  report  which  he  has 
rendered.  Acceptance  of  his  report  is  rec- 
ommended. 

“ The  report  of  Dr.  R.  H.  Kampmeier, 
Secretary-Editor,  indicates  the  continued 
improvement  of  the  Tennessee  State  Medi- 
cal Journal.  The  increased  size  of  the 
Journal,  consisting  of  more  scientific  arti- 


cles, more  advertising  pages,  and  a balance 
of  non-scientific  material,  has  been  very 
apparent  and  gratifying. 

“This  Committee  wishes  to  follow  the  lead 
of  last  year’s  committee  in  expressing  ap- 
preciation for  the  good  quality  of  Dr.  Kamp- 
meier’s  continued  activity.  Acceptance  of 
his  report  is  recommended. 

“Report  of  the  Chairman  of  the  Council: 
The  report  of  Dr.  Kyle  C.  Copenhaver, 
Chairman  of  the  Council,  reflects  the  gen- 
eral status  of  the  component  county  socie- 
ties as  to  membership,  organization,  and 
attendance.  It  reminds  us  all  of  the  impor- 
tance of  all  the  Councilors  in  maintaining 
interest,  especially  in  counties  where  mem- 
bership is  sparse.  The  report  reflects  Dr. 
Copenhaver’s  detailed  acquaintance  with 
their  problems.  Acceptance  of  his  report  is 
recommended. 

“ The  report  of  the  Executive  Secretary. 
Report  of  Mr.  V.  O.  Foster,  the  Executive 
Secretary,  recounts  very  briefly  the  respon- 
sibilities of  his  office,  and  the  manner  in 
which  they  are  discharged  is  reflected  by 
the  lucidity  of  his  report.  Mr.  Foster  is  to 
be  congratulated  on  his  comprehensive  cov- 
erage of  his  fields.  Acceptance  of  his  report 
is  recommended.” 

The  Chairman  of  the  Reference  Commit- 
tee then  moved  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  as  a whole 
be  adopted.  It  was  duly  adopted. 

Report  of  Reference  Committee  on  Reports  of 
Committees 

The  next  order  of  business  was  the  report 
of  the  Reference  Committee  on  Reports  of 
Committees.  Dr.  Harold  B03M,  Memphis, 
Chairman,  tendered  the  following  report  on 
reports  of  committees: 

“Committee  on  Scientific  Work  and  Edi- 
torial Board:  We  recommend  the  adoption 
of  this  report,  with  commendation. 

“Committee  on  Hospitals:  No  report. 

“Committee  on  Legislative  and  Public 
Policy:  We  recommend  the  adoption  of  this 
report  with  recommendation.  We  recom- 
mend that  the  criteria  for  indigency  be  in- 
vestigated carefully. 

“Committee  on  Liaison:  We  recommend 
the  adoption  of  this  report,  and  are  pleased 
that  the  relationship  with  the  Public  Health 
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Department  is  such  that  this  committee  has 
been  relatively  inactive. 

“Committee  on  Insurance:  We  recom- 

mend the  adoption  of  this  report. 

“Committee  on  Medical  Education:  We 
recommend  the  adoption  of  this  report. 

“Committee  on  Memoirs:  We  recommend 
the  adoption  of  this  report. 

‘‘Committee  on  Postgraduate  Instruction: 
We  recommend  the  adoption  of  this  report. 

“Committee  on  Cancer:  We  recommend 
the  adoption  of  this  report. 

“Committee  on  General  Practice:  We  rec- 
ommend the  adoption  of  this  report. 

“Committee  on  Emergency  Medical  Serv- 
ice: We  recommend  the  adoption  of  this  re- 
port with  commendation.  They  have  done 
a lot  of  hard  work  in  a field  that  it  is  not 
easy  to  stimulate  interest. 

“Committee  on  Industrial  Health:  We  rec- 
ommend the  adoption  of  this  report. 

“Committee  on  Prepaid  Insurance:  We 
recommend  the  adoption  of  this  report  with 
the  recommendation  that  the  $4,200.00  ceil- 
ing refer  to  the  total  family  income,  and  not 
be  limited  to  that  of  the  principal  wage 
earner.  That  was  not  so  stated  in  the  report 
of  the  Committee,  but  it  was  so  stated  in  the 
resolution  which  was  introduced  later. 

“Committee  on  Public  Service:  We  rec- 
ommend the  adoption  of  this  report,  with 
commendation,  and  strongly  urge  approval 
of  the  recommendations  made  by  the  Com- 
mittee. 

“Committee  on  Liaison,  United  Mine 
Workers  of  America:  We  recommend  the 
adoption  of  this  report. 

“Advisory  Committee  to  Woman’s  Auxil- 
iary: We  recommend  the  adoption  of  this 
report.” 

(The  Committee  reported  out  the  remain- 
der of  the  Committee  reports  at  the  Wednes- 
day morning  session.) 

The  report  of  the  Reference  Committee  on 
Reports  of  Committees  was  then  adopted 
as  a whole. 

Report  of  Reference  Committee  on  Amendments 

The  next  order  of  business  was  the  report 
of  the  Reference  Committee  on  Amend- 
ments. Dr.  Gardner,  Chairman,  stated  that 
the  only  amendment  offered  during  the 
morning  session  would  have  to  lie  on  the 


table  until  Wednesday  and  would  be  re- 
ported out  at  that  time. 

Report  of  Reference  Committee  on  Resolutions 

The  Chairman  then,  with  the  approval  of 
the  House,  stated  that  an  error  had  been 
made  in  the  agenda  and  called  for  a report 
from  the  Reference  Committee  on  Resolu- 
tions. Dr.  William  D.  Stinson  of  Memphis, 
Chairman  of  the  Committee,  tendered  the 
following  report: 

Extension  of  the  Postgraduate  Training  Program 

“Resolved:  That  an  extension  program  in 
postgraduate  training  be  continued  in  the 
State.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Increasing  Family  Income  Limit  on  Tennessee  Plan 

“Be  it  resolved  that  the  House  of  Dele- 
gates approve  the  raising  of  income  limits 
for  the  Tennessee  Plan  from  $3,600  to  $4,200 
for  total  family  income.” 

The  resolution  was  discussed  by  Doctors 
Youmans,  Shofner,  and  others,  and  upon 
motion  and  second  was  duly  adopted. 

Training  Period  of  Student  Nurses 

“Be  it  resolved  that  the  House  of  Dele- 
gates go  on  record  as  approving  a two-year 
or  less  course  of  study  for  the  training  of 
nurses,  that  this  period  be  devoted  more 
strictly  to  nursing  duties,  and  that  the 
University  of  Tennessee  School  of  Nursing 
be  requested  to  inaugurate  a pilot-course 
based  on  these  principles  for  comparison 
with  the  now-required  curriculum.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

Operating  Budget  for  Public  Service  Department 

“Be  it  resolved  by  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
assembled  in  regular  annual  session  at 
Knoxville,  Tennessee,  on  April  7,  1952,  that: 

“1.  The  Board  of  Trustees  of  the  Associa- 
tion be  authorized  and  directed  to  set  up 
and  allocate  for  the  use  of  the  ‘Public  Serv- 
ice Committee  of  the  Association,’  created 
pursuant  to  a resolution  adopted  by  the 
House  of  Delegates  at  its  special  session  on 
May  13-14,  1950,  at  Nashville,  Tennessee,  a 
separate  budget  designed  to  meet  the  ex- 
penses of  the  Public  Service  Committee  and 
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that  the  funds  thus  set  apart  by  such  sepa- 
rate budget  shall  be  subject  to  expenditure 
by  the  Public  Service  Committee  and  also 
subject  to  separate  audit  and  report  to  the 
Board  of  Trustees. 

“2.  The  staff  of  the  Public  Service  Com- 
mittee shall  be  permitted  to  use,  jointly 
with  the  Executive  Secretary  of  the  Tennes- 
see State  Medical  Association,  the  offices  of 
the  State  Association  and  any  and  all  equip- 
ment which  can  be  conveniently  used  jointly 
for  the  sake  of  economy,  the  details  of  such 
joint  use  to  be  arranged  by  the  Public  Serv- 
ice Committee  and  the  Board  of  Trustees  of 
the  Association.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 


the  action  of  the  Association  of  American 
Medical  Colleges  in  every  way  possible.” 

Upon  motion  duly  made  and  seconded,  the 
resolution  was  adopted. 

The  Chairman,  because  of  the  shortage  of 
time,  requested  the  Chairman  of  the  Refer- 
ence Committee  on  Resolutions  to  complete 
his  report  at  the  Wednesday  morning  ses- 
sion. 

Report  of  the  Reference  Committee  on  G.P. 

Award 

The  Chair  then  called  for  a report  of  the 
Reference  Committee  on  the  General  Prac- 
titioner Award  and  announced  the  members 
of  the  Reference  Committee,  which  until 
this  time  had  remained  secret.  The  mem- 
bers were  Dr.  Ralph  H.  Monger,  Dr.  N.  S. 
Shofner,  and  Dr.  H.  W.  Qualls,  the  three  im- 
mediate past  presidents. 

Upon  motion  duly  made  and  seconded,  the 
House  went  into  executive  session.  Dr. 
Monger,  Chairman  of  the  Reference  Com- 
mittee, submitted  the  following  candidates: 
Dr.  G.  D.  LeQuire,  Maryville;  Dr.  R,  K. 
Landis,  Nashville;  and  Dr.  Kelly  Smythe, 
Bemis.  Dr.  W.  N.  Dawson,  Secretary  of  the 
Blount  County  Medical  Society,  made  a 
nominating  speech  in  favor  of  Dr.  G.  D.  Le- 
Quire. Dr.  Jack  Thompson,  Jackson,  made 
a nominating  speech  in  favor  of  Dr.  Kelly 
Smythe. 

Following  the  balloting,  the  Speaker  an- 
nounced the  following  vote:  Dr.  G.  D.  Le- 
Quire, 41;  Dr.  Kelly  Smythe,  18;  Dr.  R.  K. 
Landis,  2.  Dr.  LeQuire  was  declared  duly 
elected  the  Outstanding  General  Practition- 
er of  the  Year  for  Tennessee  for  the  year 
1952. 

Election  of  Councilors 

The  Chairman  then  called  for  a report  of 
the  Nominating  Committee  for  the  purpose 
of  electing  Councilors  for  the  first,  third, 
fifth,  seventh,  and  ninth  districts.  Dr.  Jack 
Thompson,  reporting  for  the  Committee, 
placed  the  following  names  in  nomination: 

First  District — H.  L.  Monroe,  Erwin 

Third  District — W.  J.  Sheridan,  Chatta- 
nooga 

Fifth  District — Henry  T.  Kirby-Smith,  Se- 
wanee 


Approval  of  Action  of  the  Association  of  American 
Medical  Colleges 

“Whereas,  the  hospital  and  medical  care 
of  the  veteran  with  service  connected  dis- 
ability or  disease  and  the  care  of  the  medi- 
cally indigent  veteran  with  non-service  con- 
nected disability  or  disease  is  and  should  be 
the  just  concern  of  the  public  and  the  medi- 
cal profession;  and 

“Whereas,  the  free  care  of  the  veteran 
with  non-service  connected  disability  or  dis- 
ease who  can  pay  for  his  hospitalization  and 
medical  care  is  contrary  to  our  traditional 
system  of  government  and  is  an  unwarrant- 
ed burden  on  the  taxpayer  and  threatens 
the  quality  of  care  to  the  deserving  veteran 
by  overloading  the  professional  services  of 
Veterans  Hospitals;  and 

“Whereas,  the  Association  of  American 
Medical  Colleges  at  its  195th  annual  meeting 
called  attention  to  this  abuse  in  relation  to 
so-called  Dean’s  Hospitals  and  recommended 
that  the  medical  schools  concerned  ascertain 
the  extent  of  this  abuse  and  the  reasons  for 
it  and  take  steps  to  correct  it; 

“Therefore,  be  it  resolved  that  this  House 
of  Delegates  strongly  commends  and  sup- 
ports the  action  of  the  Association  of  Ameri- 
can Medical  Colleges  and  directs  the  Execu- 
tive Secretary  of  this  Association  to  inform 
the  other  constituent  medical  associations 
of  the  United  States  of  America  of  this 
action.  And  furthermore,  that  this  House 
goes  on  record  as  directing  its  delegates  to 
the  American  Medical  Association  to  further 
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Seventh  District — C.  D.  Walton,  Mount 
Pleasant 

Ninth  District — J.  Paul  Baird,  Dyersburg 

There  being  no  nominations  from  the 
floor,  the  above  Councilors,  upon  motion 
duly  made  and  seconded,  were  elected. 

Report  on  Tennessee  State  Hearing  and  Speech 
Foundation 

The  Speaker  announced  that  an  oppor- 
tunity would  now  be  given  for  special  re- 
ports. Dr.  Wesley  W.  Wilkerson,  Jr.,  of 
Nashville,  gave  a brief  report  on  the  work 
of  the  Tennessee  Hearing  and  Speech  Foun- 
dation and  introduced  a resolution  calling 
for  the  approval  of  the  Foundation’s  work 
by  the  Tennessee  State  Medical  Association. 
The  resolution  was  referred  to  the  Reference 
Committee  on  Resolutions. 

Report  on  Tennessee  Tuberculosis  Hospitals 

Dr.  Joe  Raulston,  Knoxville,  gave  a report 
on  the  operation  of  the  Tennessee  Tubercu- 
losis Hospitals.  Since  the  report  recom- 
mended no  action,  it  was  not  inferred  to  a 
reference  committee. 

Introduction  of  New  Resolutions 

The  Speaker  then  called  for  the  introduc- 
tion of  any  additional  resolutions  in  order 
that  they  could  go  to  the  Reference  Com- 
mittee and  be  reported  out  during  the 
Wednesday  morning  session. 

Dr.  Arthur  R.  Porter,  Jr.,  of  Memphis, 
introduced  a resolution  calling  for  the  re- 
duction in  the  number  of  meetings  physi- 
cians are  required  to  attend. 

Dr.  L.  W.  Edwards,  Nashville,  introduced 
a resolution  calling  for  a continuance  of  the 
Committee  on  Veterans  Affairs.  The  reso- 
lution was  referred  to  the  Reference  Com- 
mittee on  Resolutions. 

Dr.  Carrol  C.  Turner  of  Memphis  intro- 
duced a resolution  discontinuing  the  Medi- 
cal Education  Committee.  (Amendment  to 
the  By-Laws.) 

Dr.  C.  M.  Hamilton,  Nashville,  introduced 
a resolution  approving  a proposed  bill  to  be 
introduced  at  the  next  session  of  the  Legis- 
lature authorizing  permissions  for  autopsies. 

Dr.  Hamilton  introduced  a resolution  en- 
dorsing a proposed  act  for  certifying  physi- 
cal therapists. 


Dr.  John  B.  Youmans,  Nashville,  intro- 
duced a resolution  relative  to  payment  of 
hospital  costs  for  cancer  patients  by  the 
American  Cancer  Society. 

The  House  was  then  adjourned  until 
Wednesday  morning  at  nine  o’clock,  to  meet 
in  the  Assembly  Room  of  the  Knoxville 
Academy  of  Medicine. 

WEDNESDAY  MORNING  SESSION 

The  Speaker  called  the  House  to  order  at 
9:00  a.m.  and  the  Chairman  of  the  Creden- 
tials Committee,  Dr.  Kyle  C.  Copenhaver, 
reported  a quorum  present.  The  Speaker 
then  called  for  any  supplemental  reports  of 
officers  or  committees.  None  was  tendered, 
and  the  Speaker  then  called  for  reports 
from  the  reference  committees.  The  Chair- 
mon  of  the  Reference  Committee  on  Reports 
of  Officers,  Dr.  Moore  J.  Smith,  stated  that 
their  report  was  complete,  and  Dr.  Harold 
B.  Boyd,  Chairman  of  the  Reference  Com- 
mittee on  Reports  of  Committees,  stated 
that  his  report  was  complete. 

Amendment  to  the  By-Laws 

Dr.  James  C.  Gardner,  Chairman  of  the 
Reference  Committee  on  Amendments,  re- 
ported out  an  amendment  to  Section  1, 
Chapter  VIII,  of  the  By-Laws,  an  amend- 
ment to  the  By-Laws  creating  a Committee 
on  Physical  Therapy  and  defining  its  duties. 
Said  amendment  was  as  follows: 

"Part  One 

“To  amend  Section  1 of  Chapter  VIII  of 
said  By-Laws  by  adding  the  words,  ‘Com- 
mittee on  Physical  Therapy’  as  Section  10 
of  said  section. 

"Part  Two 

“To  amend  Chapter  VIII  of  said  By-Laws 
by  adding  a new  Section  (11)  as  follows: 

“ ‘The  Committee  on  Physical  Therapy 
shall  cooperate  with  the  Tennessee  Chapter 
of  the  American  Physical  Therapy  Associa- 
tion, providing  such  guidance  and  assistance 
as  will  improve  the  practice  of  physical  ther- 
apy in  Tennessee;  to  investigate  the  stand- 
ards of  this  practice  and  legislation  related 
thereto;  and  to  report  its  actions  and  rec- 
ommendations to  each  annual  session  of  the 
House.’  ” 

The  amendment  was  duly  adopted. 
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New  Resolutions 

The  Speaker  then  called  for  the  introduc- 
tion of  any  new  resolutions. 

Dr.  W.  G.  Kennon,  Jr.,  introduced  a reso- 
lution calling  for  endorsement  of  a proposed 
Tennessee  Ophthalmic  Dispensers  Bill  which 
is  to  be  introduced  in  the  next  session  of  the 
State  Legislature  and  moved  its  adoption. 
The  resolution  was  referred  to  the  Refer- 
ence Committee  on  Resolutions. 

Report  of  Reference  Committee  on  Resolutions 

The  Speaker  then  called  on  Dr.  Stinson, 
Chairman  of  the  Reference  Committee  on 
Resolutions  for  a report.  The  following 
resolutions  were  reported  out: 

Hearing  and  Speech  Foundation 

“Resolved:  That  the  Tennessee  State  Med- 
ical Association  approve  and  encourage  the 
Tennessee  State  Hearing  and  Speech  Foun- 
dation to  the  end  that  local  centers  will  be 
established  throughout  the  state  so  that 
adults  and  children  handicapped  with  hear- 
ing and  speech  defects  may  receive  scientific 
and  adequate  remedial  care;  that  profession- 
al personnel  may  be  trained  in  audiology; 
and  that  teachers  may  be  qualified  to  teach 
these  handicapped  children  in  pre-school 
and  primary  grades  of  our  schools.” 

The  resolution  was  duly  adopted. 

Reducing  Number  of  Hospital  Staff  Meetings 

“Whereas,  it  has  been  noted  that  a Joint 
Hospital  Committee  has  been  formed  for  the 
purpose  of  making  recommendations  re- 
garding hospital  requirements  for  intern 
and  resident  approval;  and 

“Whereas,  a part  of  this  study  is  to  be 
concerned  with  the  problems  of  coordinat- 
ing individual  hospital  staff  meetings;  and 

“Whereas,  the  recommendations  of  this 
Committee  are  to  be  submitted  to  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation for  approval; 

“Be  it  resolved,  that  the  Delegates  of  the 
Tennessee  State  Medical  Association  to  the 
American  Medical  Association  be  instructed 
to  support  any  submitted  plan  or  plans 
which  will  allow  individual  staff  business 
meetings  to  be  held  jointly  or  consecutively 
on  the  same  night  each  month,  thereby  re- 
ducing the  number  of  meetings  each  month 
which  must  be  attended  by  individual  doc- 


tors belonging  to  more  than  one  active  hos- 
pital staff.” 

The  resolution  was  adopted. 

Financing  Hospital  Care  for  Medically  Indigent 

“Whereas,  the  financing  of  hospital  care 
for  medically  indigent  Tennesseans  has  be- 
come a heavy  burden  for  hospitals,  the  large 
city  and  county  governments,  civic  clubs, 
volunteer  welfare  organizations,  and  indi- 
viduals; and 

“Whereas,  it  is  vital  that  hospital  care  be 
provided  for  all  medically  indigent  Tennes- 
seans who  need  it;  and 

“Whereas,  members  of  our  Association 
have  provided  medical  and  hospital  surgery 
free  for  the  indigent  for  122  years,  and  will 
continue  to  do  so;  and 

“Whereas,  many  Tennessee  county  gov- 
ernments do  not  make  provisions  to  finance 
hospital  care  for  their  indigent;  and 

“Whereas,  the  Tennessee  State  Medical 
Association  sponsored  the  legislative  estab- 
lishment of  a commission  to  study  indigent 
care,  and  this  commission  is  now  making  a 
survey  of  needs  and  methods,  and  legisla- 
tion may  be  introduced  next  January  in  the 
1953  General  Assembly,  to  provide  for  state- 
county  financing  of  hospital  care  for  the 
medically  indigent; 

“Be  it  therefore  resolved,  that  the  House 
of  Delegates  of  the  Tennessee  State  Medical 
Association  go  on  record  in  support  of  legis- 
lation to  establish  a state-county  program  of 
paying  the  hospital  bills  of  the  truly  medi- 
cally indigent  citizens  of  this  state.” 

The  resolution  was  duly  adopted. 

Discontinuing  Committee  on  Medical  Education 

“Whereas,  there  is  considerable  overlap- 
ping of  functions  of  the  Committee  on  Post- 
graduate Education;  and 

“Whereas,  much  of  the  function  of  the 
Committee  on  Medical  Education  can  be  and 
is  being  handled  by  the  Public  Service  Com- 
mittee, the  remainder  of  its  duties  belonging 
to  the  Committee  on  Postgraduate  Educa- 
tion; 

“Therefore,  be  it  resolved,  that  the  Com- 
mittee on  Medical  Education  be  discon- 
tinued.” 

The  resolution  was  duly  adopted.  (To 

amend  the  By-Laws.) 
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Postgraduate  Course  of  Instruction 

‘‘Be  it  resolved,  that  the  postgraduate 
courses  as  set  up  by  the  Committee  on  Post- 
graduate Education  and  sponsored  by  the 
Tennessee  State  Medical  Association  be  con- 
tinued and  pursued  as  prescribed  under  the 
present  setup.” 

The  Committee  recommended  that  this 
resolution  be  not  adopted  since  a similar 
resolution  was  adopted  during  the  Monday 
session,  and  the  proposed  resolution  would 
be  a duplication.  A motion  to  not  adopt 
the  resolution  was  carried. 

Committee  on  Veterans  Affairs 

“Be  it  resolved  by  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association: 

“1.  That  the  Committee  on  Veterans  Af- 
fairs be  continued  and  that  it  be  instructed 
to  carry  out  the  program  outlined  in  the 
report  of  the  Committee. 

“2.  That  The  Association,  through  proper 
action  by  the  House  or  Board  of  Trustees, 
make  available  to  the  Committee  a financial 
budget  for  the  performance  of  these  duties, 
and  that  the  Board  of  Trustees  is  specifically 
authorized  to  make  available  such  funds 
as  may  be  necessary  for  the  performance  of 
these  several  duties. 

“3.  That  the  Public  Relations  Department 
of  the  State  Association  be  made  available 
to  the  Committee  for  the  performance  of 
these  functions  in  so  far  as  practical  in  the 
performance  of  other  duties.” 

The  Reference  Committee  on  Resolutions 
recommended  that  the  above  resolution  be 
referred  to  the  Board  of  Trustees.  Follow- 
ing discussion  by  Doctors  O.  N.  Bryan,  H.  H. 
Shoulders,  N.  S.  Shofner,  W.  A.  Garrott, 
D.  W.  Smith,  Henry  B.  Gotten,  and  C.  M. 
Hamilton,  the  motion  to  refer  the  resolution 
to  the  Board  of  Trustees  was  carried. 

Certifying  and  Licensing  Physical  Therapists 

“Whereas,  there  is  an  increasing  need  and 
demand  for  physical  therapy;  and 

“Whereas,  no  method  of  certifying  physi- 
cal therapists  is  in  existence;  and 

“Whereas,  physical  therapy  augments  the 
practice  of  medicine  rather  than  conflicts 
with  it;  and 

“Whereas,  the  issuance  of  licenses  will  be 
under  the  supervision  of  the  State  Board 


of  Medical  Examiners  and  State  Licensing 
Board; 

“Now  therefore,  be  it  resolved,  that  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  endorse  the  proposed 
act,  which  will  be  introduced  in  the  State 
Legislature  at  the  next  session,  a copy  of 
which  is  attached  hereto.” 

The  resolution  was  adopted. 

Authorization  for  Autopsy 

“Whereas,  there  is  no  state  law  on  the 
statute  books  of  Tennessee  to  define  consent 
to  authorize  an  autopsy;  and 

“Whereas,  this  situation  frequently  makes 
it  impossible  to  hold  an  autopsy;  and 

“Whereas,  this  failure  makes  it  impossible 
in  many  cases  to  determine  the  exact  cause 
of  death; 

“Therefore,  be  it  resolved,  that  this  House 
of  Delegates  support  a bill,  already  drafted, 
which  would  authorize  the  person  or  per- 
sons responsible  for  burial  to  give  permis- 
sion for  autopsy,  which  bill  will  be  intro- 
duced in  the  next  session  of  the  Legisla- 
ture.” 

The  resolution  was  duly  adopted. 

Pay  for  Hospitalization  of  Cancer  Patients 

“Whereas,  the  increasing  requirements 
and  rising  cost  of  medical  care  endanger  the 
operation  of  many  hospitals  and  particular- 
ly those  supported  by  private  donation;  and 

“Whereas,  the  care  of  patients  supported 
by  general  public  contributions  of  less  than 
cost  further  imperils  the  operation  of  such 
hospitals; 

“Be  it  resolved,  that  members  of  the  Can- 
cer Committee  of  this  Association,  who  are 
members  of  the  Board  of  the  Tennessee  Di- 
vision of  the  American  Cancer  Society,  be 
requested  to  endeavor  to  secure  the  pay- 
ment of  actual  cost  of  hospitalization  for 
such  patients  as  are  paid  for  by  the  Tennes- 
see Division,  American  Cancer  Society.” 

The  resolution  was  duly  adopted. 

Tennessee  Medical  Foundation 

“Be  it  resolved  by  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
assembled  in  annual  session  at  Knoxville, 
Tennessee,  on  April  7,  1952,  that 

“First,  the  Board  of  Trustees  of  the  Asso- 
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ciation  be  authorized  and  directed  to  apply 
for  a charter  under  the  corporation  laws  of 
the  State  of  Tennessee  for  the  incorporation 
of  the  Tennessee  Medical  Foundation,  with 
the  purposes  of  such  organization  to  be 
stated  in  the  application  for  charter  as  fol- 
lows: ‘This  Foundation  is  organized  and 

operated  exclusively  for  scientific  purposes. 
Its  activities  shall  be  confined  to  the  exten- 
sion of  medical  knowledge,  the  advancement 
of  medical  science,  the  elevation  of  the 
standard  of  medical  education,  and  the  pre- 
vention and  cure  of  disease.  No  part  of  the 
activities  of  the  Foundation  shall  be  the 
carrying  on  of  propaganda,  or  otherwise 
attempting  to  influence  legislation,  and  no 
part  of  the  net  earnings  of  the  Foundation 
shall  inure  to  the  benefit  of  any  private 
shareholder  or  individual.’ 

“The  Board  of  Trustees  be  further  author- 
ized to  pay  all  expenses  incident  to  the  in- 
corporation of  the  Tennessee  Medical  Foun- 
dation, including  all  filing  and  recording 
fees  and  all  other  expenses  reasonably  inci- 
dent to  such  incorporation,  making  its  report 
thereof  to  the  next  annual  meeting  of  the 
House  of  Delegates.” 

The  resolution  was  duly  adopted. 

Licensing  and  Regulating  Ambulances  and  Other  Vehicles 

“Whereas,  there  is  no  state  law  on  the 
statute  books  of  Tennessee  to  license  and 
regulate  the  operation  and  equipment  of 
ambulances  and  other  vehicles  commonly 
used  for  the  transportation  of  sick  and  in- 
jured persons  on  the  highways  and  streets 
of  Tennessee;  and 

“Whereas,  improper  handling  of  injured 
may  further  contribute  to  disability  of  in- 
jured persons;  and 

“Whereas,  improper  operation  of  such  ve- 
hicles in  and  of  themselves  may  constitute 
a menace  to  the  injured  themselves  or  to 
others  traveling  the  streets  and  highways; 

“Therefore,  be  it  resolved,  that  this  House 
of  Delegates  support  a bill,  already  drafted, 
which  would  license  and  regulate  the  opera- 
tion of  such  vehicles.” 

The  resolution  was  adopted. 

Group  Accident  and  Sickness  Policies  for  Members  of 
This  Association 

“Resolved,  that  the  Tennessee  State  Medi- 
cal Association  approve  the  group  hospital 


and  accident  policy  submitted  by  Commer- 
cial Casualty  Company. 

“Be  it  further  resolved,  that  the  Associa- 
tion actively  support  the  Hartnett-Geny 
Agency  in  its  efforts  to  enlarge  the  group.” 

The  resolution  was  duly  adopted. 

Endorsing  a Proposed  Tennessee  Ophthalmic  Dispensers' 
Bill 

“Whereas,  the  Tennessee  Academy  of 
Ophthalmology  and  Otolaryngology  has  en- 
dorsed the  Tennessee  Ophthalmic  Dispen- 
sers’ Bill; 

“Therefore,  be  it  resolved,  that  the  House 
of  Delegates  of  the  Tennessee  State  Medical 
Association  also  endorse  the  proposed  Ten- 
nessee Ophthalmic  Dispensers’  Bill,  a copy 
of  which  is  attached  to  this  resolution.” 

The  resolution  was  duly  adopted. 

Dr.  William  D.  Stinson,  the  Chairman, 
announced  that  this  completes  the  report  of 
the  Reference  Committee  on  Resolutions 
and  moved  the  adoption  of  the  report  as  a 
whole,  which  was  duly  carried. 

The  Reference  Committee  was  thanked 
and  commended  for  its  work. 

Amendment  to  the  Constitution 

Dr.  R.  H.  Kampmeier  introduced  the  fol- 
lowing amendment  to  Section  1,  Article  IV, 
of  the  Constitution:  That  the  words  “stu- 
dent members”  be  added  at  the  end  of  said 
section;  also  an  amendment  to  Article  IV 
of  the  Constitution:  That  a new  section, 

Section  6,  be  added,  as  follows: 

“A  student  member  is  any  student  regu- 
larly and  duly  enrolled  in  a medical  school 
in  Tennessee  and  who  is  a candidate  for  the 
degree  of  Doctor  of  Medicine.” 

Dr.  Kampmeier  stated  that  this  would 
provide  the  means  by  which  medical  stu- 
dents might  be  enrolled  in  local  medical 
societies  and  become  provisional  members 
of  the  Tennessee  State  Medical  Association. 

The  Speaker  announced  that  since  the 
proposed  amendments  were  Constitutional 
amendments,  they  would  have  to  lie  on  the 
table  until  the  next  annual  meeting. 

Appropriation  for  Veterans  Affa-irs  Committee 

Dr.  C.  M.  Hamilton  moved  that  the  House 
cf  Delegates  authorize  the  Board  of  Trustees 
to  appropriate  a sum  not  to  exceed  $1,500 
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to  help  defray  the  expenses  of  the  Commit- 
tee on  Veterans  Affairs.  The  motion  was 
seconded  by  Dr.  Hiram  Laws,  was  put  to  a 
vote  and  carried. 

Appreciation  Expressed  to  Knoxville  Academy 

Dr.  Kelly  moved  that  the  House  of  Dele- 
gates express  its  gratitude  for  the  wonderful 
manner  in  which  the  Knoxville  Academy  of 
Medicine  had  entertained  the  Association 
and  called  for  a rising  vote  of  thanks  for  the 
way  they  handled  the  convention.  (The 
audience  arose  and  applauded.) 

Contributions  to  Building  Fund  Deductible 

Dr.  Daugh  W.  Smith,  Chairman  of  the 
Board  of  Trustees,  read  the  following  letter 
for  the  information  of  the  House: 

‘‘Dear  Mr.  Foster: 

“Receipt  is  acknowledged  of  your  letter 
dated  April  2,  1952,  stating  that  your  Board 
of  Trustees  has  authorized  a volunteer  sub- 
scription campaign  among  its  members  to 
provide  funds  to  build  or  purchase  its  own 
headquarters  building  in  Nashville.  You 
request  to  be  advised  if  such  contributions 
would  be  deductible. 

“It  is  the  opinion  of  this  office  that  the 
contributions  referred  to  above  would  be 
deductible.  You  state  that  the  purpose  of 
the  Association  is  for  the  advancement  of 
medical  education  and  improvement  of  pub- 
lic health.  You  also  refer  to  two  organiza- 
tions of  a similar  character  which  have  been 
advised  that  their  contributions  to  the  Asso- 
ciation would  be  deductible  under  the  Inter- 
nal Revenue  Code. 

“In  view  of  these  statements,  it  is  be- 
lieved, as  stated  above,  that  contributions  to 
your  organization  will  be  deductible. 

“Yours  very  truly,  C.  D.  Hayes,  Assistant 
Head,  Income  Tax  Division,  Room  107,  U.  S. 
Courthouse,  Nashville,  Tennessee.” 

The  Speaker  made  the  following  an- 
nouncement: 

“The  Chair  has  been  asked  to  announce 
that  since  our  last  session  one  of  the  mem- 
bers of  this  House  has  died.  Most  of  you 
probably  know  that  Dr.  Booth  was  stricken 
at  the  hotel  last  night  and  died  sometime 
during  the  evening.  Dr.  Booth  was  a dele- 
gate, he  was  a member  of  the  Nominating 
Committee,  and  I understand  worked  most 


of  the  day  yesterday  on  business  of  the  As- 
sociation. I am  sure  that  we  are  all  grieved 
at  this  news.” 

Selection  of  Meeting  Place  for  1953 

The  Speaker  announced  that  the  next 
order  of  business  was  the  selection  of  the 
meeting  place  for  1953.  Dr.  Henry  Gotten, 
Memphis,  extended  an  invitation  to  the 
Tennessee  State  Medical  Association  to  meet 
in  Memphis  in  1953.  The  invitation  was 
applauded  and  upon  motion  duly  made  and 
seconded,  the  invitation  of  the  Memphis  and 
Shelby  County  Medical  Society  was  accept- 
ed. (The  meeting  dates  are  as  follows:  April 
13-14-15.  Headquarters:  Peabody  Hotel.) 

Election  of  Officers 

The  Speaker  announced  that  the  next  or- 
der of  business  was  the  report  of  the  Nomi- 
nating Committee  and  the  election  of  offi- 
cers. Dr.  H.  L.  Monroe,  Erwin,  Chairman 
of  the  Nominating  Committee,  presented  the 
following  names: 

President-Elect 

Lee  K.  Gibson,  Johnson  City 

James  S.  Hall,  Clinton 

A.  M.  Patterson,  Chattanooga 

There  were  no  nominations  from  the  floor. 
The  Speaker  instructed  the  members  to  pre- 
pare their  ballots  and  stated  that  it  would 
be  necessary  to  have  a majority  of  the  total 
votes  cast,  and  if  there  was  not  a majority 
on  the  first  vote  cast,  it  would  be  necessary 
to  take  a second  ballot. 

During  the  balloting  the  Speaker  appoint- 
ed a committee  headed  by  Dr.  W.  A.  Garrott 
to  send  a message  of  sympathy  to  Mrs.  T.  F. 
Booth. 

The  tellers  completed  the  counting  of  the 
votes  for  President,  and  the  Speaker  an- 
nounced the  following  results:  Dr.  A.  M. 
Patterson,  49  votes;  Dr.  Gibson,  9;  and  Dr. 
Hall,  2.  Dr.  Patterson  was  declared  elected 
President-Elect. 

Following  applause,  Dr.  Patterson  made 
the  following  remarks: 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  First,  I want  to  express  my  ap- 
preciation for  the  honor  you  have  seen  fit 
to  bestow  upon  me.  I consider  this  the 
greatest  honor  that  can  come  to  any  member 
of  this  Association,  but  I want  to  assure  you 
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that  with  this  honor  I am  mindful  of  the 
responsibility  that  goes  with  it.  I pledge 
you  that  I will  keep  that  uppermost  in  my 
mind,  and  for  the  coming  year  I will  be 
available  to  give  my  best  efforts  to  cooperate 
with  President  Daugh  Smith  in  anything 
that  he  assigns  to  me  to  make  this  coming 
year  most  successful.  Again,  I wish  to  thank 
you.” 

Speaker  of  the  House 

Dr.  Charles  C.  Trabue,  IV,  Nashville,  the 
incumbent. 

There  were  no  nominations  from  the  floor. 

Dr.  Gotten  of  Memphis  assumed  the  Chair 
to  take  the  vote.  Upon  motion  duly  made 
and  seconded,  Dr.  Trabue  was  elected  Speak- 
er by  acclamation. 

Vice-Speaker 

Dr.  Robert  N.  Buchanan,  Jr.,  Nashville. 

There  being  no  nominations  from  the 
floor,  Dr.  Buchanan  was  elected  by  acclama- 
tion. 

Secretary-Editor 

Dr.  Rudolph  H.  Kampmeier,  Nashville,  in- 
cumbent. 

There  were  no  nominations  from  the  floor, 
and  Dr.  Kampmeier  was  unanimously  elect- 
ed. 

Trustee — Middle  Tennessee 

Dr.  James  C.  Gardner  of  Nashville. 

There  being  no  other  nominations,  Dr. 
Gardner  was  elected  unanimously. 

Vice-Presidents 

East  Tennessee — J.  B.  Naive,  Knoxville 

Middle  Tennessee — O.  Reed  Hill,  Lebanon 

West  Tennessee — W.  E.  Anderson,  Dyers- 
burg 

There  were  no  nominations  from  the  floor, 
and  upon  motion  duly  made  and  seconded, 
Doctors  Naive,  Hill,  and  Anderson  were 
duly  elected  Vice-Presidents. 

Delegate  to  the  A.M.A. 

Dr.  R.  B.  Wood,  Knoxville,  incumbent. 

There  being  no  other  nominations,  Dr. 
Wood  was  duly  elected  by  acclamation  for 
a two-year  term,  ending  December  31,  1954. 


Alternate-Delegate  to  the  A.M.A. 

Dr.  Edward  T.  Newell,  Sr.,  Chattanooga. 

There  being  no  other  nominations,  Dr. 
Newell  was  elected  Alternate  Delegate 
unanimously,  for  a two-year  term  ending 
December  31,  1954. 

Nominations  for  Appointment  to  the  Public  Health  Council 

T.  R.  Ray,  Shelbyville 

J.  U.  Speer,  Pulaski 

J.  O.  Walker,  Franklin 

There  being  no  other  nominations,  Doctors 
Ray,  Walker,  and  Speer  were  nominated, 
one  of  whom  will  be  appointed  by  the  Gov- 
ernor to  fill  a vacancy  on  the  Public  Health 
Council. 

Board  of  Trustees,  Tennessee  Tuberculosis  Hospaan 

W.  J.  Sheridan,  Chattanooga 

W.  A.  Garrott,  Cleveland 

There  being  no  other  nominations,  Doc- 
tors Sheridan  and  Garrott  were  duly  nomi- 
nated for  appointment  by  the  Governor. 

Dr.  R.  H.  Hutcheson,  Commissioner  of 
Public  Health,  stated  that  Governor  Brown- 
ing had  requested  him  to  request  the  House 
of  Delegates  to  submit  some  names  to  the 
Governor  for  appointment  to  vacancies  on 
the  Hospital  Advisory  Committee  of  the 
State  Hospital  Construction  Authority  (Hill- 
Burton  Hospitals).  Dr.  Hutcheson  moved 
that  the  names  of  the  members  of  the  Hos- 
pital Committee  of  this  Association  be  sub- 
mitted to  the  Governor  for  consideration  for 
appointment  by  him  on  the  Hospital  Ad- 
visory Committee.  The  motion  was  duly 
made,  seconded  and  carried. 

The  Speaker  then  appointed  Doctors  D. 
W.  Smith,  E.  G.  Kelly,  and  R.  H.  Monger  to 
escort  the  new  President-Elect  and  the  three 
Viee-Pi'esidents  to  the  General  Assembly 
and  introduce  them  on  the  floor. 

The  Speaker,  after  thanking  the  members 
of  the  House  for  their  courteous  and  careful 
attention  to  the  business  of  the  Association, 
stated  that  unless  there  was  further  business 
a motion  to  adjourn  was  in  order.  Th( 
meeting  adjourned  at  10:15  a.m.  sine  die 
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Abstract  of  Proceedings  of  the 
Board  of  Trustees 

Tennessee  State  Medical  Association 
Knoxville,  April  9,  1952 


The  Board  met  at  11:00  a.m.  with  the  fol- 
lowing members  present: 

A.  M.  Patterson,  Chattanooga 
Charles  C.  Trabue,  IV,  Nashville 
Carrol  C.  Turner,  Memphis 
Ernest  G.  Kelly,  Memphis 
James  C.  Gardner,  Nashville 
Others  present  were: 

Daugh  W.  Smith,  Nashville,  President 
R.  H.  Kampmeier,  Nashville,  Secretary- 
Editor 

W.  C.  Colbert,  Memphis 
V.  O.  Foster,  Executive  Secretary,  Nash- 
ville 

Election  of  Chairman  and  Treasurer 

Dr.  Daugh  W.  Smith  presided  pending  the 
organization  of  the  Board  and  the  election 
of  a Chairman  and  Treasurer.  Dr.  James  C. 
Gardner  was  nominated  for  Chairman  and 
Treasurer  by  Dr.  Kelly.  There  being  no 
other  nominations,  Dr.  Gardner  was  duly 
elected  and  assumed  the  Chair. 

Financial  Report 

The  Executive  Secretary  presented  Board 
members  with  a detailed  financial  operating 
statement  for  the  year  1951,  a copy  of  the 
1952  budget,  and  a statement  of  fund  condi- 
tions as  of  March  31,  1952.  Copies  of  these 
exhibits  are  appended  to  these  minutes. 

Postgraduate  Committee 

Dr.  W.  C.  Colbert,  Chairman  of  the  Post- 
graduate Committee,  discussed  the  desira- 
bility of  resigning  as  Chairman,  since  the 
next  course  beginning  in  September,  1953, 
is  to  be  in  obstetrics.  Upon  full  discussion 
it  was  decided,  however,  that  Dr.  Frank 
Whitacre  be  added  to  the  Postgraduate  Com- 
mittee and  that  it  be  understood  that  he 
assume  the  Chairmanship  of  the  Committee 
during  the  planning  and  execution  of  the 
next  course  in  obstetrics. 


Appropriation  for  Committee  on  Veterans' 
Affairs 

Pursuant  to  a resolution  adopted  by  the 
House  of  Delegates  which  authorized  an 
appropriation  up  to  $1,500  to  defray  the  ex- 
penses of  the  Committee  on  Veterans’  Af- 
fairs, the  following  action  was  taken:  Upon 
motion  by  Dr.  Trabue,  the  Board  appropri- 
ated a sum  not  to  exceed  $300  for  the  re- 
mainder of  the  1952  fiscal  year  to  defray 
necessary  expenses  of  the  Committee,  and 
provided  further  that  the  Public  Service 
Director,  Mr.  Ed  Bridges,  and  the  Executive 
Secretary,  V.  O.  Foster,  use  their  best  judg- 
ment in  determining  the  amount  of  help 
and  time  which  the  headquarters  staff  can 
provide  the  Committee,  and  provided  fur- 
ther that  the  Secretary  inform  the  Chair- 
man, Dr.  H.  H.  Shoulders,  of  this  action. 

Budget  for  Public  Service  Committee 

Following  up  a resolution  adopted  by  the 
House,  the  Board  instructed  the  Executive 
Secretary,  the  Public  Service  Director  and 
the  Treasurer  to  prepare  a proposed  budget 
for  the  Public  Service  Committee  and  to 
mail  copies  of  the  proposed  budget  to  Board 
members  by  June  30.  The  same  persons 
were  further  authorized  and  instructed  to 
prepare  a detailed  Public  Service  Budget 
for  submission  to  the  semi-annual  meeting 
of  the  Board  for  adoption  for  the  fiscal  year 
1953. 

Medical  Education  Foundation 

The  Chairman  of  the  Board  and  the  Ex- 
ecutive Secretary  were  authorized  and  in- 
structed to  carry  out  the  provisions  of  the 
resolution  adopted  by  the  House  with  refer- 
ence to  the  establishment  of  a Medical  Edu- 
cation Foundation.  The  above  officers  were 
instructed  to  apply  for  a charter  of  incor- 
poration and  to  pay  the  necessary  expenses 
incident  thereto. 
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Blood  Bank  Committee 

Dr.  Kelly  presented  a letter  to  the  Board 
from  Dr.  Merlin  L.  Trumbull  requesting 
that  a Committee  on  Blood  Banks  be  estab- 
lished by  this  Association.  After  full  discus- 
sion of  the  functions  of  such  a committee,  it 
was  moved  by  Dr.  Kelly  that  a Committee 
on  Blood  Banks  be  created  for  one  year  and 
that  the  committee  report  its  actions  and 
findings  to  the  next  annual  session  of  the 
House  of  Delegates.  The  motion  carried  and 
the  committee  was  subsequently  appointed. 

Committee  Appointments 

The  Board  then  went  into  the  appoint- 
ment of  expired  terms  on  the  various  com- 
mittees of  the  Association. 

Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor- 
in-Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 
R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 

Hospitals 

Dr.  David  W.  Hailey,  Nashville,  was  re- 
lieved as  Chairman  and  Dr.  J.  L.  Hamilton, 
of  Chattanooga,  was  reappointed  for  a three- 
year  term  (1955)  and  designated  Chairman 
of  the  Committee.  Dr.  Carrol  C.  Turner, 
Memphis,  was  appointed  for  a three-year 
term  (1955),  succeeding  Dr.  John  Walter 
Oursler  of  Humboldt.  Dr.  David  K.  Got- 
wald,  Nashville,  was  added  to  the  Commit- 
tee with  a three-year  term  (1955).  The 
personnel  for  this  Committee  for  the  next 
year  is  as  follows: 

J.  L.  Hamilton,  Chairman,  Chattanooga 
(1955) 

David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson,  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 


Legislative  and  Public  Policy 

Dr.  Frank  Harris  of  Chattanooga  was  re- 
appointed for  a three-year  term  (1955),  and 
Dr.  T.  R.  Ray  was  reappointed  for  a three- 
year  term  (1955).  Dr.  Daugh  W.  Smith 
succeeded  Dr.  Ernest  Kelly  as  an  ex-officio 
member  of  the  Committee.  The  personnel 
of  this  Committee  is  as  follows: 

C.  M.  Hamilton,  Chairman,  Nashville 
(1953) 

Frank  Farris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  officio,  Nashville 

D.  W.  Smith,  ex  officio,  Nashville 

Liaison  (with  Public  Health  Department) 

Dr.  Joel  J.  Hobson,  Memphis,  was  reap- 
pointed for  a three-year  term  (1955).  The 
personnel  of  this  Committee  is  as  follows: 
J.  O.  Manier,  Chairman,  Nashville  (1953) 
Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 
Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

Dr.  Kyle  C.  Copenhaver  was  reappointed 
to  the  Committee  for  a three-year  term 
(1955).  The  personnel  of  this  committee  is 
as  follows: 

B.  F.  Byrd,  Sr..  Chairman,  Nashville 
(1954) 

H.  B.  Gotten,  Memphis  (1953) 

Kvle  C.  Copenhaver,  Knoxville  (1955) 

Medical  Education 

Pursuant  to  action  of  the  House  of  Dele- 
gates, the  Committee  on  Medical  Education 
was  dissolved,  since  its  functions  have  been 
largely  taken  over  by  the  Public  Service 
Committee. 

Memoirs 

No  changes  in  personnel  in  this  Commit- 
tee were  made.  The  Committee  is  as  fol- 
lows: 

Henry  L.  Douglass,  Chairman,  Nashville 
(1953) 

J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

Dr.  Frank  Whitacre,  Memphis,  was  added 
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to  the  Committee  in  order  to  provide  guid- 
ance in  the  planning  and  establishment  of 
the  next  course  of  lectures  in  obstetrics 
which  the  Committee  will  institute  in  Sep- 
tember, 1953.  The  personnel  of  the  Com- 
mittee is  as  follows: 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 

Cancer 

Dr.  Louis  Rosenfeld,  Nashville,  was  ap- 
pointed to  the  Committee  for  a three-year 
term  (1955),  succeeding  Dr.  R.  N.  Buchanan, 
Jr.,  Nashville.  Dr.  R,  H.  Monger  was  reap- 
pointed for  a three-year  term  (1955).  The 
personnel  of  this  Committee  is  as  follows: 
C.  H.  Heacock,  Chairman,  Memphis  (1953) 
Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga 
(1953) 

Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

Dr.  C.  B.  Roberts,  Chairman,  was  reap- 
pointed to  a three-year  term  (1955).  The 
personnel  of  this  Committee  is  as  follows: 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton  (1954) 

Emergency  Medical  Service 

Dr.  James  C.  Gardner,  Nashville,  Chair- 
man, tendered  his  resignation  as  Chairman 
and  nominated  Dr.  James  Wilson  of  Mem- 
phis as  Chairman,  Dr.  Gardner  to  remain  as 
a member  of  the  Committee.  Its  personnel 
is  as  follows: 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
Joe  L.  Raulston,  Jr.,  Knoxville 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
W.  C.  Dixon,  ex  officio,  Nashville 


Industrial  H ea  Ith 

Dr.  George  Duncan  of  Nashville  was  ap- 
pointed to  a three-year  term  succeeding  Dr. 
J.  H.  Sayers  of  Nashville.  The  personnel  of 
this  Committee  is  as  follows: 

Jean  S.  Felton,  Chairman,  Oak  Ridge 
(1954) 

Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

The  Executive  Secretary  advised  the 
Board  that  Maclin  Davis  of  Nashville,  Chair- 
man, resigned  and  that  Dr.  N.  S.  Shofner 
had  agreed  to  serve  as  Acting  Chairman  for 
the  purpose  of  presenting  a report  of  the 
Committee  to  the  House  of  Delegates.  Dr. 
Shofner  was  then  duly  appointed  Chairman 
of  the  full  Committee  and  Chairman  of  its 
Executive  Sub-Committee,  and  Mr.  A.  J. 
Baird,  Nashville,  was  nominated  by  Dr. 
Daugh  W.  Smith  as  the  fourth  lay  member 
of  the  Committee,  replacing  Mr.  Maclin  Da- 
vis. The  appointment  of  Mr.  Baird  is  con- 
tingent upon  his  acceptance.  Dr.  Smith  is 
to  confer  with  Mr.  Baird  with  reference  to 
this  appointment.  The  personnel  of  this 
Committee  is  as  follows: 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O'Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

A.  J.  Baird,  Nashville 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

Executive  Sub-Committee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 

Public  Service 

Dr.  Charles  C.  Smeltzer  of  Knoxville  was 
reappointed  for  a three-year  term  (1955). 
Dr.  J.  Paul  Baird  of  Dyersburg  was  reap- 
pointed for  a three-year  term  (1955).  The 
Board  authorized  the  Nashville  members  to 
name  a replacement  for  Dr.  W.  K.  Owen  of 
Pulaski,  whose  term  had  expired,  upon  con- 
sultation with  Dr.  L.  W.  Edwards,  Chairman 
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of  the  Committee,  and  Mr.  Ed  Bridges,  Pub- 
lic Service  Director.  Dr.  C.  B.  Roberts  was 
reappointed  for  a three-year  term  as  a 
member  from  the  state  at  large,  and  Dr.  J. 
Marsh  Frere,  Chattanooga,  was  reappointed 
for  a three-year  term  as  a member  from  the 
state  at  large.  Dr.  Charles  C.  Trabue,  IV, 
Nashville,  was  reappointed  for  a three-year 
term  (1955)  on  the  Executive  Sub-Commit- 
tee. The  pei'sonnel  of  the  Committee  is  as 
follows: 

L.  W.  Edwards,  Chairman,  Nashville 
(1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Cookeville  (1953) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

J.  Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members,  State-at-Large 

J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville,  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Sub-Committee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue,  IV,  Nashville  (1955) 

Liaison  (United  Mine  Workers  of  America) 

Dr.  B.  M.  Overholt,  Chairman,  Knoxville, 
was  reappointed  for  a three-year  term 
(1955).  Personnel  is  as  follows: 

B.  M.  Overholt,  Chairman,  Knoxville 
(1955) 

Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  to  Woman's  Auxiliary 

The  Committee  in  toto  was  reappointed 
for  a one-year  term.  The  Committee  is  as 
follows: 

Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 

Veterans  Affairs 

Dr.  Ernest  G.  Kelly,  Memphis,  tendered 


his  resignation  as  a member  of  the  Commit- 
tee and  no  one  was  appointed  to  succeed 
him.  The  remainder  of  the  personnel  was 
reappointed  for  a one-year  term.  The  Com- 
mittee is  as  follows: 

H.  H.  Shoulders,  Chairman,  Nashville 
L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health 

The  Executive  Secretary  advised  the 
Board  that  Dr.  Thayer  Wilson  of  Carthage 
had  resigned,  whereupon  Dr.  Thurman  Ship- 
ley  of  Cookeville  was  appointed  in  his  place. 
Dr.  T.  G.  Cranwell  of  Pikeville  was  appoint- 
ed to  fill  the  unexpired  term  of  Dr.  Frank  H. 
Booher,  Lynchburg  (1953).  Dr.  Booher,  be- 
ing the  only  physician  in  his  county,  had 
expressed  his  regret  at  not  being  able  to 
attend  the  Committee  meetings.  Other 
members  reappointed  were  Dr.  James  A. 
Loveless,  Gallatin,  Dr.  Henry  T.  Kirby- 
Smith,  Sewanee,  and  Dr.  John  L.  Armstrong, 
Somerville.  The  personnel  of  this  Commit- 
tee is  as  follows: 

William  N.  Cook,  Chairman,  Columbia 
(1954) 

Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirbv-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance 

The  personnel  of  the  Grievance  Commit- 
tee is  automatically  determined,  since  the 
By-Laws  provide  that  the  Committee  shall 
be  composed  of  the  three  immediate  Past- 
Presidents  of  the  Association.  Dr.  H.  W. 
Qualls  was,  therefore,  succeeded  by  Dr.  Ern- 
est G.  Kelly,  Memphis,  three-year  term 
(1955),  and  Dr.  N.  S.  Shofner  of  Nashville, 
automatically  became  Chairman  of  the  Com- 
mittee. The  Committee  is  as  follows: 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  H.  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 
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Blood  Banks 

A special  committee  of  the  Board  on  Blood 
Banks  was  appointed,  composed  of  the  fol- 
lowing persons: 

M.  L.  Trumbull,  Chairman,  Memphis 

David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 

No  terms  of  office  were  designated,  and 
since  it  is  a special  committee,  it  is  pre- 
sumed that  the  appointments  were  for  a 
one-year  term. 

Journal  Advertising 

Upon  recommendation  of  Dr.  R.  H.  Kamp- 
meier,  Secretary-Editor,  the  Board  author- 
ized and  instructed  the  Executive  Secretary 
to  notify  Mr.  Robert  Bvrd,  Executive  Secre- 
tary of  the  Memphis  and  Shelby  County 
Medical  Society,  and  Mr.  Jack  Ballentine, 
Executive  Secretary  of  the  Nashville  Acad- 
emy of  Medicine,  that  they  are  authorized 
to  sell  local  advertising  for  the  Journal  of 
the  Tennessee  State  Medical  Association, 
and  that  they  will  be  paid  a commission  of 
fifteen  per  cent  on  all  sales. 

Essay  Contest 

Upon  motion  duly  made  and  seconded,  it 
was  decided  to  continue  the  essay  contest 
among  the  high  schools  of  the  state,  and  that 
the  state  prize  of  a $500.00  government  bond 
be  provided  again  next  year. 

Abstracts  of  Reports  of 
Read  Before  House 
Tennessee  State  Medsca 

REPORT  OF  THE  PRESIDENT 
Ernest  G.  Kelly,  M.D. 

The  report  of  the  President  was  published  in  full 
on  page  158  of  the  April  issue  of  the  Journal. 

REPORT  OF  THE  PRESIDENT-ELECT 
Daugh  W.  Smith,  M.D. 

The  inaugural  address  of  the  President-Elect 
was  published  in  full  on  pages  127-131  of  the  April 
issue  of  the  Journal. 

REPORT  OF  THE  SECRETARY-EDITOR 
R.  H.  Kampmeier 

I.  The  undersigned  has  continued,  as  editor  of 


T.S.M.A.  Representative  to  Joint  Conference  on 
Postgraduate  Training 

Dr.  Kelly  presented  a letter  from  Dr.  O. 
W.  Hvman,  Dean  of  the  University  of  Ten- 
nessee School  of  Medicine  requesting  that 
the  Tennessee  State  Medical  Association  ap- 
point a representative  to  a joint  conference 
of  representatives  of  the  medical  profession 
and  representatives  of  the  medical  school  to 
determine  what  courses  shall  be  offered  and 
at  what  times  by  the  University  of  Tennes- 
see in  its  recently  organized  postgraduate 
department.  Dr.  Kelly,  Memphis  member 
of  the  Board,  was  authorized  to  make  this 
appointment  and  to  notify  Dr.  Hyman. 

Vocational  Rehabilitation 

Dr.  Milton  Adams  of  Memphis  had  ad- 
vised Dr.  Kelly  by  letter  that  more  and 
more  work  in  the  vocational  rehabilitation 
work  in  Tennessee  involves  plastic  and  re- 
constructive surgery.  Dr.  Adams  requested 
that  the  field  of  plastic  surgery  be  repre- 
sented on  any  special  committee  which  the 
Association  might  appoint  for  liaison  with 
the  vocational  rehabilitation  program.  Aft- 
er full  discussion,  it  was  decided  that  it 
would  be  inappropriate  for  the  Board  of 
Trustees  to  name  a committeeman  to  the 
Vocational  Rehabilitation  Board,  since  these 
appointments  are  duly  made  by  other  or- 
ganizations. 

There  being  no  other  business,  the  meet- 
ing was  adjourned  at  2:00  p.m. 

Officers  and  Committees 
of  Delegates  of  the 
Association,  April  7,  1952 

the  Journal  of  the  Tennessee  State  Medical  Asso- 
ciation, in  his  attempts  to  attain  and  keep  a bal- 
ance of  (1)  scientific  and  clinical  material,  (2) 
socio-economic  developments,  and  (3)  news  of 
the  component  societies  and  of  the  members.  By 
1951,  the  first  full  year  of  your  editor’s  activity, 
the  Journal  had  increased  its  pages  (other  than 
advertising)  by  17  per  cent  from  450  pages  in  1949 
to  536  pages  in  1951.  The  non-scientific  portions, 
consisting  of  editorial,  socio-economic  or  news- 
worthy material,  decreased  from  54.7  per  cent  (246 
pages)  in  1949  to  35.5  per  cent  (190  pages)  in 
1951.  The  scientific  or  clinical  material  has  been 
increased  from  45.3  per  cent  (204  pages)  in  1949 
to  64.5  per  cent  (346  pages)  in  1951.  This  change 
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now  aligns  our  Journal  with  the  better  thinking 
in  state  journal  content,  namely,  a 6:4  to  7:3 
proportion  of  scientific  to  non-scientific  copy. 

The  expansion  of  the  size  of  the  Journal  by  17 
per  cent  was  made  possible  by  the  able  efforts  of 
our  Executive  Secretary  in  increasing  the  pages 
of  advertising  from  475  in  1949  to  510  in  1951. 
(To  remain  solvent  advertising  pages  must  be 
about  equal  to  the  non-advertising  pages.) 

The  excellent  pages  by  the  President,  Executive 
Secretary  and  Public  Service  representative  con- 
tinue to  keep  the  membership  aware  of  our  prob- 
lems within  the  organization  and  our  relationships 
to  the  public.  The  continued  cooperation  of  the 
medical  schools  of  the  University  of  Tennessee  and 
Vanderbilt  University  as  well  as  the  Departments 
of  Pathology  of  several  hospitals  in  the  State 
provide  education  material  for  the  Journal. 

II.  As  Chairman  of  the  Committee  on  Scientific 
Work,  the  undersigned  again  wishes  to  express  his 
appreciation  to  the  members  of  the  Committee, 
most  of  whom  were  very  active  in  the  planning 
of  the  Program  for  the  1952  meeting. 

Again  we  have  given  the  membership  of  the 
non-urban  medical  societies  an  opportunity  to 
express  their  preference  for  much  of  the  subject 
material  presented,  since  the  program  should  be 
the  major  postgraduate  effort  of  the  Tennessee 
State  Medical  Association.  The  Committee  then 
chose  essayists  for  these  subjects  on  the  basis  of 
special  qualifications  and  interests.  The  remain- 
der of  the  program  has  been  completed  by  selec- 
tion from  offered  material  and  by  the  symposia. 

It  is  my  hope  that  the  hours  and  energy  spent 
on  the  Journal  and  Scientific  Program  have  pro- 
duced results  which  meet  the  approval  of  the 
officers,  delegates  and  membership  of  the  Tennes- 
see State  Medical  Association. 

REPORT  OF  THE  CHAIRMAN  OF  THE  BOARD 
OF  TRUSTEES 
Daugh  W.  Smith 

Your  Board  of  Trustees  holds  two  stated  meet- 
ings yearly,  with  provision  for  emergency  sessions 
if  necessary.  No  emergency  session  was  held  last 
year,  but  several  actions  were  taken  by  mail  vote 
and  the  actions  officially  confirmed  at  the  next 
regular  session  as  a matter  of  record. 

The  Board  met  in  regular  Annual  Session  on 
April  11,  1951,  in  Nashville,  immediately  following 
the  adjournment  of  the  House  of  Delegates.  Its 
actions  at  this  meeting  are  summarized  as  fol- 
lows: 

1.  Reviewed  carefully  the  work-load  of  the 
headquarters  office  and  instructed  that  the 
Public  Service  Director  be  relieved  of  as 
much  routine  office  work  as  possible  to  permit 
more  time  in  the  field. 

2.  Authorized  the  Executive  Secretary  to  pro- 
ceed with  a proposed  study  of  our  Journal 
advertising  rates  looking  toward  an  increase. 
(The  rates  were  subsequently  raised  15%. ) 


3.  Authorized  the  Executive  Secretary  and  the 
Editor  to  increase  the  size  and  number  of 
pages  of  the  Journal. 

4.  Assigned  four  pages  of  the  Journal  quarterly 
to  the  Woman’s  Auxiliary  and  the  mailing  of 
reprints  to  members  of  the  Auxiliary. 

5.  Appointed  a special  Postgraduate  Evaluation 
Committee  composed  of  Dr.  Ernest  Kelly,  Dr. 
Carrol  Turner  and  Dr.  W.  C.  Colbert  to  in- 
vestigate the  possibility  of  correlating  or  com- 
bining the  Committees  on  Medical  Education 
and  Postgraduate  Instruction. 

6.  Approved  Dr.  Kampmeier’s  request  as  Chair- 
man of  the  Program  Committee  to  not  permit 
specialty  groups  to  place  guest  speakers  on 
the  general  program  without  clearance  with 
the  Scientific  Program  Committee. 

7.  Appointed  all  of  the  22  Special  and  Standing 
Committees  of  the  Association. 

Semi-Annual  Meeting,  Knoxville,  December  2, 
1952 

Board  members  were  the  guests  of  the  Ralph  H. 
Mongers  for  the  semi-annual  session  in  Knoxville, 
with  all  members  present.  Among  the  more  sig- 
nificant actions  taken  at  this  session  were  the 
following: 

1.  Advised  Dr.  R.  B.  Wood,  Chairman  of  the 
Tennessee  AM  A Delegation  to  use  their  best 
judgment  on  matters  pending  before  the 
AMA  House  meeting  in  Los  Angeles  on  De- 
cember 6. 

2.  Delayed  action  on  AMA  representation  from 
Tennessee,  pending  official  report  of  the  AMA 
Secretary  on  Tennessee  membership.  (We 
have  since  been  notified  that  the  AMA  lists 
2,022  Tennessee  members  as  of  December  1, 
and  that  we  are  entitled  to  three  delegates 
for  the  year  1952.) 

3.  Approved  the  detailed  report  of  the  Executive 
Secretary  which  included  a quarterly  finan- 
cial statement,  a prediction  of  fund  condi- 
tions at  the  close  of  the  year,  membership, 
office  personnel  and  management,  and  busi- 
ness management  of  the  Journal. 

4.  Authorized  an  increase  in  the  subscription 
price  of  the  Journal  from  $2.00  to  $5.00  per 
year. 

5.  Instructed  the  Executive  Secretary  to  con- 
tinue to  look  for  more  adequate  office  space. 

6.  Authorized  Dr.  Ralph  Monger,  at  his  request, 
to  conduct  a voluntary  subscription  campaign 
to  raise  funds  for  the  purchase  of  a head- 
quarters building. 

7.  Adopted  a detailed  operating  budget  for  the 
year  1952.  (Copy  attached.) 

8.  Adopted  a resolution  approving  in  principle 
the  fluoridation  of  public  water  supplies. 

9.  Authorized  the  Scientific  Program  Committee 
to  pay  the  expenses  of  TWO  guest  speakers 
to  the  Annual  Meeting,  one  of  which  is  to  be 
the  President’s  guest. 
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10.  Authorized  and  instructed  the  Secretary-Edi- 
tor to  draft  an  amendment  to  Article  IV  of 
the  Constitution  providing  for  a provisional 
membership  in  the  Association  for  medical 
students,  with  prior  Board  approval. 

11.  Authorized  the  Chairman  in  consultation  with 
Dr.  L.  S.  Edwards  and  Dr.  James  Overall  to 
appoint  an  additional  member  to  the  Public 
Service  Committee  representing  the  Pediatri- 
cians (state-at-large). 

12.  Elected  Dr.  B.  M.  Overholt  to  fill  the  unex- 
pired term  of  the  late  Dr.  Herbert  Acuff  as 
Chairman  of  the  Liaison  Committee  to  the 
United  Mine  Workers  of  America. 

13.  Authorized  the  Chairman  to  appoint  an  Ar- 
chives Committee  for  the  Association. 

14.  Expressed  official  appreciation  to  the  Ralph 
Mongers  for  one  of  the  most  delightful  meet- 
ings of  the  Board. 

The  Board  of  Trustees  has  served  the  Association 
with  pleasure.  Members  have  attended  every 
meeting  100  per  cent  and  their  careful  and  con- 
scientious attention  to  the  meticulous  details  of  the 
financial  and  general  management  of  the  business 
of  this  Association  deserves  our  profound  grati- 
tude. The  Board,  in  turn,  is  appreciative  of  the 
careful  consideration  by  the  House  of  all  matters 
involving  finance,  since  the  Board  is,  of  course, 
charged  in  most  instances  with  financing  the  proj- 
ects which  the  House  authorizes.  The  finances  of 
your  Association  are  in  excellent  shape.  The 
Board  receives  quarterly  financial  statements  from 
the  Executive  Secretary  and  the  accounts  are 
audited  annually  by  certified  public  accountants. 
A copy  of  the  1951  annual  audit  is  attached  to  this 
report. 

EXHIBIT  "A" 

Statement  of  Cash  Receipts  and  Disbursements 
Year  Ended  December  31,  1951 


Income — 

Receipts — Schedule  A-2 
Dues  $ 

American  Medical  As- 
sociation Assessments 
Interest  on  Invest- 
ments 

Refund  American  Med- 
ical Association  As- 
sessments 
Advertising 
Exhibit  Space 
Commissions  — Ameri- 
can Medical  Associa- 
tion 

Subscriptions  and  Ex- 
tra Copies  of  Jour- 
nal ... 

Sale  of  Booklets  and 
Pamphlets 

Refund  Expenses  Paid 
Contributions — Tennes- 
see Surgical  Plan 


49,851.25 

46,860.00 

137.50 


283.75 

15,823.40 

5,400.00 


191.00 


49.00 

251.65 

130.54 


6,027.31 


Contributions — Building 

Fund  1,045.00 


Total  Income  Re- 
ceipts 

Disbursements 

Medical  Journal — 

Schedule  A-3  $ 13,349.04 

Salaries  and  Wages — 

Schedule  A-4  23,850.04 

General  Expense — 

Schedule  A-5  12,736.59 

Board  of  Trustees — Com- 
mittee and  Convention 
Expense- — Schedule 
A-6  6.993.05 

Postgraduate  Instruction  6,500.00 
Assessments  Remitted  to 
American  Medical  As- 
sociation 47,062.50 

Social  Security — Schedule 

A-7  277.09 


Tennessee  Surgical  Plan 

— Schedule  A-9  741.18 

Tax  Payments  Deducted 
from  1950  Salaries: 

Social  Security  $ 29.13 
Withholding 

Tax  291.80  320.93 


$111,830.42 

Less — Deductions, 

December,  1951: 

Withholding 

Tax  $325.00 

Social 

Security  20.62  345.62 


Total  Disbursements 
Excess  Receipts  over  Disbursements 

Capital — 

Receipts: 

Principal — 

First  Mort- 
gage Loan  $16,421.08 
Interest — 

First  Mort- 
gage Loan  2,118.09 
Proceeds 
from  Sale 

of  Bonds  18,582.80 


$ 37,121.97 

Disbursements: 

Purchase  of  Mortgage 

Notes  48,936.92 


Excess  of  Capital  Disbursements  over 
Capital  Receipts 


$126,050.40 


111,484.80 


$ 14,565.60 


22,814.95 


$ 2,750.65 
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BUDGET* 

January  l-December  31,  1952 


Estimated  Balance  on  Hand — 

January  1,  1952  $ 7,000.00 

Estimated  Receipts: 

Dues  48,000.00 

Journal  Advertising  16,000.00 

Exhibit  Rentals  5,000.00 

Miscellaneous  500.00 


Total  $ 76,500.00 


Appropriations: 

Journal  Expense  $ 13,500.00 

Salaries  23,400.00 

Travel  Expense — Ex.  Sec.  and  P.  S. 

Director  2,400.00 

General  Office  Expense: 

Rent  2,400.00 

Postage  1,200.00 

Printing,  Stationery,  Utilities,  and 

Supplies  5,000.00 

News  Releases,  Clipping  Service  500.00 

Audit  200.00 

Committees’  and  Officers’  Expense: 

Editor’s  Honorarium  and  Clerk 

Hire  3,600.00 

Committees  1,000.00 

Board  of  Trustees  500.00 

Other  Officers,  AMA  Delegates  1,000.00 

House  of  Delegates — Annual 

Meeting  2,500.00 

Miscellaneous  Expense: 

Attorney  Fees  2,000.00 

Essay  Contest  Prize  375.00 

Replacement  and  New  Equipment  1,000.00 

Postgraduate  Instruction  10,000.00 

Contingency  Fund  5,925.00 


Total  $ 76,500.00 


"Adopted  December  2,  1951. 

REPORT  OF  THE  CHAIRMAN  OF  THE 
COUNCIL 

Kyle  C.  Copenhaver,  M.D. 

The  report  totaled  statistical  data  by  districts. 


Grand  totals  are  as  follows: 

Number  of  members  of  Districts  2,044 

Physicians  residing  in  Districts  2,297 

Physicians  eligible,  not  members  145 

Number  of  new  members  for  year  143 

Number  of  members  died  during 

year  32 

Number  of  members  dropped  from 

roll  49 

Number  of  meetings  of  Districts  394 

Average  attendance  at  meetings  690 

Number  of  scientific  papers  read  356 


No  members  had  been  before  the  Council  for 


unethical  conduct  during  the  previous  year.  Poor 
attendance  and  poor  scientific  programs  were  cited 
among  some  of  the  smaller  medical  societies.  The 
enlarged  Public  Service  Program  of  the  Nashville 
Academy  of  Medicine  was  commended,  and  the 
Council  recommended  that  smaller  societies  having 
difficulty  with  attendance  and  scientific  papers 
should  combine  for  social  and  scientific  purposes. 
The  recent  organization  of  a Four-County  Medical 
Society  in  Henry,  Benton,  Weakley,  and  Carroll 
Counties  was  cited  as  an  excellent  move. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 
V.  O.  Foster 

The  Executive  Secretary  outlined  six  major 
fields  of  responsibility  of  his  office,  which  are  as 
follows: 

1.  Finance  and  Budgetary  Control. 

2.  Custodian  of  records,  proceedings  and  prop- 
erty. 

3.  Director  of  personnel  and  office  management. 

4.  Business  Manager  and  Managing  Editor  of 
Publications. 

5.  Director  of  the  Tennessee  Plan. 

6.  Organizational  services. 

With  the  employment  of  Ed  Bridges  as  Field 
Secretary  and  Public  Service  Director  last  June  a 
year  ago,  the  Executive  Secretary  was  relieved  of 
headquarters  office  functions  in  the  fields  of  Pub- 
licity, public  service  and  public  relations.  Mr. 
Bridges  has  also  broadened  the  services  of  head- 
quarters to  local  societies  and  individual  members. 
I want  to  take  this  opportunity  to  commend  Ed  for 
a top-notch  job.  His  dedication  to  your  welfare  is 
a matter  of  record — his  tireless  efforts  have  result- 
ed in  a much  greater  appreciation  of  this  Associa- 
tion and  its  objectives  by  the  public.  We  are 
among  the  leaders  in  good  public  service — public 
relations  activities  among  states  our  size.  Much  of 
this  success  must  be  credited  to  Ed — one  of  the 
finest  PR  men  in  organized  medicine. 

I would  like  to  discuss  briefly  the  responsibilities 
of  my  office  in  order  to  give  you  a bird’s-eye  view 
of  the  administrative  side  of  the  Association’s  ac- 
tivities. 

Finance  and  Budgetary  Control 

Your  Executive  Secretary  is  responsible  for  the 
collection  and  disbursing  of  all  funds.  The  finan- 
cial transactions  of  your  Association  are  strictly 
controlled  by  budgetary  procedure.  Each  year, 
the  Board  of  Trustees  at  the  semi-annual  session 
approves  the  budget  for  the  next  fiscal  (calendar) 
year.  The  Executive  Secretary  prepares  the  an- 
nual budget  based  upon  previous  years’  experience 
and  upon  the  financial  needs  and  resources  avail- 
able. Once  the  budget  is  adopted,  it  sets  the  strict 
pattern  for  all  financial  transactions.  The  Trustees 
receive  quarterly  financial  reports,  an  annual  re- 
port and  a copy  of  the  annual  audit  by  CPA’s. 

Records,  Proceedings  and  Property 

The  records  of  this  House,  the  Board  of  Trustees, 
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the  Council,  the  Standing  and  Special  Committees 
and  all  official  papers  and  records  including  a 
detailed  membership  file  are  kept  in  the  headquar- 
ters office.  As  you  know,  our  office  also  collects 
and  forwards  AMA  dues.  Your  Executive  Secre- 
tary is  under  a $10,000  fidelity  bond.  Membership 
last  year  was  2,097,  composed  of  1,956  active, 
dues-paying  members,  133  veteran  members,  and 
8 armed  services  members.  Several  1950  state 
dues  were  also  collected  during  1951.  Of  the  1,956 
active  dues-paying  1951  members,  1,787  also  paid 
AMA  dues,  or  92  per  cent.  Incidentally,  this 
voluntary  support  of  AMA  is  very  high  on  the  list 
of  state  associations,  percentage-wise. 

Director  of  Personnel  and  Office  Management 

The  number  of  persons  employed  in  the  head- 
quarters office  remains  the  same  as  last  year,  five 
— the  Executive  Secretary,  the  Public  Service  Di- 
rector and  three  assistants.  Responsibility  for  the 
routine  work-load  is  clearly  broken  down  between 
the  Executive  Secretary  and  the  Public  Service 
Director.  My  services  are  organizational  in  the 
main  while  Mr.  Bridges  is  concerned  with  public 
service  activities.  Each  of  us  has  a private  secre- 
tary, and  a bookkeeper  and  membership  clerk. 
Office  morale  is  good;  however,  personnel  and 
space  is  inadequate  for  a much  greater  expansion 
of  headquarters  activities. 

Business  Management  of  Publications 

The  Executive  Secretary  exercises  general  su- 
pervision of  the  make-up  and  publishing  of  the 
Journal  and  other  publications  of  the  Association. 
He  is  responsible  for  the  sale  of  advertising  and 
the  business  management  of  other  publications. 
Advertising  revenue  for  the  Journal  climbed  to 
$15,823.40  last  year,  an  increase  of  $1,346.36  over 
the  previous  year.  Advertising  rates  were  in- 
creased during  the  past  year  by  15  per  cent,  which 
largely  accounts  for  the  increase  in  revenue.  We 
are  now  publishing  and  mailing  2,850  copies  of  the 
Journal  each  month  at  a cost  of  $13,300.00  an- 
nually. 

The  Tennessee  Plan 

The  general  direction  and  administration  of  the 
Tennessee  Plan  is  another  responsibility  that  con- 
tinues to  require  more  and  more  office  time.  When 
it  is  realzied  that  we  have  1,722  participating  phy- 
sicians, 33  approved  underwriters,  and  more  than 
375,000  persons  enrolled  in  the  Plan,  it  is  apparent 
that  the  handling  of  complaints,  making  recom- 
mendations, and  otherwise  exercising  general  su- 
pervision of  the  Plan  will  continue  to  become  an 
increasingly  greater  part  of  the  day-to-day  work 
load.  So  far,  despite  the  Plan’s  rapid  growth,  its 
administration  has  not  placed  an  unreasonable 
burden  on  the  office. 

Organizational  Services 

The  Headquarters  Office  and  the  staff  are  at  the 
continuous  disposal  of  the  officers,  the  Board  of 


Trustees,  the  Committees,  and  individuals  charged 
with  official  responsibilities.  We  are  in  position 
to  assist  with  record-keeping,  leg-work,  clerical 
assistance,  and  organizational  services  to  the  more 
than  125  officers  and  committeemen  of  this  Asso- 
ciation. Increased  interest  and  activities  of  official 
nature  mean  more  work  for  your  headquarters 
staff — and  that’s  exactly  what  we  are  for.  We 
invite  you  to  make  use  of  us  in  every  possible 
way.  May  I take  this  occasion  to  pay  a real 
tribute  to  the  forty-eight  local  society  secretaries 
and  presidents  who  make  the  headquarters  office 
load  easier  and  efficient.  As  they  well  know,  we 
have  to  depend  upon  them  as  an  official  channel 
of  information  and  for  the  collection  and  forward- 
ing of  dues  and  official  matters  to  us.  They  de- 
serve the  thanks  of  this  Association  for  a some- 
times vexing  and  unsung  job. 

Conclusion 

Your  headquarters  office  has  been  geared  to  do 
two  important  service  jobs — one  to  the  profession, 
my  job,  and  one  to  the  public — Mr.  Bridges’  job. 
Every  activity  is  clearly  in  one  of  these  general 
fields.  Responsibility  is  equally  clear.  The  staff 
is  deeply  grateful  to  the  officials  of  this  Associa- 
tion and  its  2,097  members.  We  pledge  you  our 
best  efforts  in  achieving  and  maintaining  a high 
place  among  the  state  associations  of  this  nation, 
to  the  end  that  better  medical  care  shall  be  made 
continually  available  to  our  citizens  and  that  we 
may  continue  to  have  the  high  public  respect  and 
esteem  that  such  a great  profession  as  yours  de- 
serves. 

REPORT  OF  CHAIRMAN  OF  AMA 
DELEGATION 

R.  B.  Wood,  M.D. 

The  report  cited  the  more  significant  acts  of 
both  the  annual  and  interim  sessions  of  the  House 
of  Delegates  of  the  American  Medical  Association 
in  1951.  Highlights  were  as  follows: 

June  Session 

1.  Distinguished  service  award  won  by  Dr.  A.  O. 

Whipple  of  New  York  City. 

2.  Outlined  the  creation  and  activities  of  the 

Department  of  Public  Relations. 

3.  Adopted  the  following  resolutions: 

a.  Creating  a Reference  Committee  on  Public 
Relations. 

b.  Against  Federal  Postgraduate  Medical  Ed- 
ucation gifts. 

c.  Support  resolutions  of  the  Sons  of  Revolu- 
tion asking  Congress  to  investigate  teach- 
ing of  socialistic  propaganda  in  school. 

d.  To  approve  the  principle  of  the  single 
membership  of  the  A.M.A.  and  to  instruct 
the  Board  of  Trustees  to  report  at  the  next 
meeting. 

e.  That  past  Presidents  be  members  of  the 
House  of  Delegates  for  a period  of  five 
years. 
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f.  To  amend  the  by-laws  to  include  a Refer- 
ence Committee  on  Military  medicine, 
g'.  Against  the  formation  of  a section  on  Pub- 
lic Relations  and  to  retain  Whitacre  and 
Baxter  in  advisory  capacity  only. 

December  Session 

1.  Recited  excerpts  from  the  address  of  the 
President,  Dr.  John  Cline  of  California. 

2.  Heard  Dr.  Dwight  Murray,  Chairman  of  the 
Board  of  Trustees,  announce  a contribution 
of  one-half  million  dollars  to  the  American 
Medical  Education  Foundation  for  the  year 
1952. 

3.  Complimented  the  Public  Relations  Confer- 
ence conducted  concurrently  with  the  meeting 
of  the  House. 

4.  Stated  that  the  Tennessee  resolution  on  the 
medical  and  hospital  care  of  veterans  with 
non-service-connected  disabilities  was  re- 
ferred to  a special  committee  for  report  at  the 
June,  1952,  session. 

REPORT  OF  THE 

POSTGRADUATE  EVALUATION  COMMITTEE 
Report  Read  by  Carrol  C.  Turner,  M.D. 

A special  committee  of  the  Board  of  Trustees 
composed  of  Dr.  Carrol  C.  Turner,  Dr.  Ernest  G. 
Kelly,  and  Dr.  W.  C.  Colbert  had  been  charged 
with  the  task  of  evaluating  the  present  Postgrad- 
uate Program  of  the  Association  and  to  make  rec- 
ommendations with  respect  to  the  continuance  of 
the  Committee  on  Postgraduate  Education. 

The  report  stated  that  the  scope  and  acceptance 
of  the  present  Postgraduate  Instruction  Program 
had  been  carefully  reviewed,  and  that  the  special 
investigating  committee  recommended  the  contin- 
uance of  the  present  Postgraduate  Course  of  In- 
struction and  recommended  further  that  the  Com- 
mittee on  Medical  Education  be  dissolved. 

REPORT  OF  THE  COMMITTEE  ON 
SCIENTIFIC  WORK  AND  EDITORIAL  BOARD 
R.  H.  Kampmeier,  M.D.,  Chairman 

(The  report  of  the  Secretary-Editor,  pages  186- 
187,  contains  this  Committee  report.) 

REPORT  OF  THE  COMMITTEE  ON  HOSPITALS 
David  W.  Hailey,  M.D.,  Chairman 

(The  Committee  made  no  report.) 

REPORT  OF  THE  COMMITTEE  ON 
LEGISLATION  AND  PUBLIC  POLICY 
C.  M.  Hamilton,  M.D.,  Chairman 

The  Committee  concerned  itself  with  national 
legislation  since  the  State  Legislature  was  not  in 
session  during  the  previous  year.  Measures  be- 
fore the  Congress  which  had  the  attention  of  the 
Committee  were  as  follows: 

1.  A bill  to  permit  professional  men  to  set  aside 


as  much  as  fifteen  per  cent  of  their  income  for 
personal  annuity  or  retirement  plans  to  be  de- 
ductible for  federal  income  tax  purposes. 

2.  A bill  which  would  have  let  down  the  bars 
on  indiscriminate  refilling  of  prescriptions  with- 
out checking  with  the  physician. 

3.  Federal  aid  to  medical  education. 

The  report  stated  that  no  recent  moves  had  been 
made  to  bring  up  the  issue  of  compulsory  health 
insurance  legislation.  The  report  stated  that  a 
real  and  significant  approach  to  socialized  medi- 
cine is  being  made  through  the  back  door  via  the 
medical  care  program  as  now  operated  by  the 
Veterans  Administration. 

The  Committee  called  for  widespread  support 
and  interest  in  the  Association’s  own  plan  for  the 
medical  and  hospital  care  of  the  indigent  in  Ten- 
nessee which  will  be  presented  to  the  next  session 
of  the  General  Assembly,  and  concluded  with  an 
appeal  to  physicians  to  support  wholeheartedly  a 
“Get  Out  the  Vote”  campaign. 

REPORT  OF  THE  COMMITTEE  ON  LIAISON 
(HEALTH  DEPARTMENT) 

J.  O.  Manier,  M.D.,  Chairman 

The  report  stated  that  no  matters  have  been 
referred  to  the  Committee,  but  commended  the 
fine  relationships  that  exist  between  the  medical 
profession  and  the  State  Department  of  Public 
Health. 

REPORT  OF  THE  COMMITTEE  ON  INSURANCE 
B.  F.  Byrd,  Sr.,  M.D.,  Chairman 

The  report  was  given  orally  by  the  Chairman. 
The  report  evaluated  the  two  presently  approved 
accident  and  sickness  insurance  programs  under- 
written by  the  Commercial  Insurance  Company 
and  the  National  Casualty  Company. 

The  Committee  recommended  that  the  Associa- 
tion grant  exclusive  approval  to  the  Commercial 
Insurance  Company  and  the  Hartnett-Geny  Com- 
pany, General  Agents,  to  write  accident  and  sick- 
ness benefits  for  the  members  of  this  Association, 
This  recommendation  of  the  Committee  was  sub- 
sequently approved. 

(The  Chairman  will  file  a written  report  with 
the  Executive  Secretary  at  a later  date.) 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  EDUCATION 
W.  C.  Chaney,  M.D.,  Chairman 

The  report  stated  that  much  of  the  formal  work 
of  this  Committee  is  now  being  carried  on  by  the 
Public  Service  Department  and  recommended  the 
dissolution  of  the  Committee,  which  was  subse- 
quently done. 

REPORT  OF  THE  COMMITTEE  ON  MEMOIRS 
Henry  Douglass,  M.D.,  Acting  Chairman 

The  report  listed  the  deceased  members  of  the 
Association  for  1951,  totaling  42  physicians.  The 
report  paid  tribute  to  the  contributions  of  these 
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men  of  medicine  and  called  for  a closing  of  the 
ranks  of  members.  The  report  concluded  with  the 
famous  poem  by  Rudyard  Kipling,  “Adieu.” 

REPORT  OF  THE  COMMITTEE  ON 
POSTGRADUATE  INSTRUCTION 
W.  C.  Colbert,  M.D.,  Chairman 

The  report  reviewed  the  previous  course  in 
"Psychiatry  as  Applied  to  the  Practice  of  Medi- 
cine,” which  was  completed  in  1951  and  stated 
that  975  physicians  had  attended  the  lectures. 

The  report  stated  that  the  present  course  in 
internal  medicine  opened  in  September,  1951,  and 
that  the  total  attendance  to  date  (April  7)  is  232. 
The  instructor,  Dr.  John  F.  Dee,  was  commended 
and  it  was  estimated  that  enrollment  in  the  present 
course  may  reach  1,500  physicians. 

The  report  concluded  with  the  statement  that 
8,909  registrations  have  been  received  by  the 
various  courses  conducted  by  the  Committee  since 
its  inception  in  1937,  and  that  3,400  lectures  have 
been  given  by  the  various  instructors  and  with  a 
recommendation  that  “the  present  extension  pro- 
gram in  postgraduate  training  be  continued  in  the 
state.”  This  action  was  subsequently  taken. 

REPORT  OF  THE  COMMITTEE  ON  CANCER 
C.  H.  Heacock,  M.D.,  Chairman 

The  brief  report  stated  that  no  formal  meeting 
of  the  Committee  had  been  held  this  year,  but  that 
the  members,  as  ex-officio  members  of  the  Board 
of  Directors  of  the  Tennessee  Division  of  the 
American  Cancer  Society,  had  attended  the  regu- 
lar meetings  of  the  Board  and  had  made  significant 
contributions  to  the  Tennessee  Division’s  work. 

REPORT  OF  THE 

COMMITTEE  ON  GENERAL  PRACTICE 
C.  B.  Roberts,  M.D.,  Chairman 

The  report  recounted  the  rapid  growth  and  in- 
terest in  the  Tennessee  Academy  of  General  Prac- 
tice, stating  that  three  local  academies  are  already 
in  existence.  They  are  the  Andrew  Jackson  Acad- 
emy, for  Middle  Tennessee,  the  Memphis  Chapter 
for  West  Tennessee,  and  the  Chattanooga  Area 
Chapter  organized  in  March,  1952. 

The  report  recounted  the  splendid  postgraduate 
course  now  available  to  general  practitioners 
through  the  cooperation  of  the  Vanderbilt  Univer- 
sity School  of  Medicine,  which  offers  to  all  GP’s 
approximately  25  hours  of  formal  training  within 
a year. 

The  report  stated  that  the  Memphis  Chapter  had 
been  instrumental  in  establishing  a clinic  for  the 
teaching  of  general  practice  as  an  integral  part  of 
the  University  of  Tennessee  Medical  School. 

The  Chairman  then  reported  that  the  Committee 
on  Education  had  cooperated  with  and  assisted  in 
every  way  the  essay  contest  sponsored  by  the 
Woman’s  Auxiliary.  The  report  stated  that  during 
the  recent  contest  3,500  high  school  students  in 
Tennessee  entered  and  that  the  contacts  by  these 


students  in  search  of  resource  materials  resulted  in 
reaching  some  50,000  Tennesseans  for  considera- 
tion of  the  title,  which  was,  “My  Privileges  in,  and 
Responsibilities  to,  a Free  Country.” 

The  report  cited  excerpts  from  various  essays, 
all  of  which  indicated  the  interest  and  solid  think- 
ing of  Tennessee’s  high-school  students  in  the 
field  of  citizenship. 

REPORT  OF  THE  COMMITTEE  ON 
EMERGENCY  MEDICAL  SERVICE 
James  C.  Gardner,  M.D.,  Chairman 

Members  of  the  Emergency  Medical  Service 
Committee  have  been  very  active  in  their  various 
sections  of  the  state  in  civil  defense  planning.  A 
recent  United  Press  story  states  that  Tennessee  is 
leading  the  Southern  states  in  civil  defense.  More 
than  two  million  dollars  has  been  appropriated  for 
civil  defense  activities  in  Tennessee  by  the  State 
Legislature  and  federal  government,  and  the  pur- 
chase of  supplies  and  equipment  is  underway. 

In  larger  cities  detailed  planning  for  first  aid 
stations  and  emergency  hospital  units  complete 
with  professional  personnel  have  been  organized 
or  will  be  in  the  near  future. 

Many  local  medical  societies  have  devoted  spe- 
cial programs  to  civil  defense  planning,  and  even 
the  smaller  towns  are  being  organized. 

Tennessee  ranks  ninth  in  the  nation  with  respect 
to  funds  appropriated  by  the  state  for  civil  defense 
purposes. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HEALTH 

Jean  S.  Felton,  M.D.,  Chairman 

The  Committee  on  Industrial  Health  of  the 
Tennessee  State  Medical  Association  has  had  no 
formal  activity  during  the  past  year.  The  chair- 
man attended  a joint  meeting  of  the  Council  on 
Industrial  Health  of  the  American  Medical  Asso- 
ciation and  the  Chairman  of  State  Medical  Asso- 
ciation Committees  on  Industrial  Health  held  in 
Pittsburgh  on  January  17.  The  subjects  of  county 
medical  society  indoctrination  in  industrial  health 
practices  and  procedures  and  workmen’s  compen- 
sation practices  and  procedures  were  discussed, 
and  the  current  plans  of  certain  community  efforts 
in  northeastern  industrial  and  urban  centers  were 
discussed. 

REPORT  OF  THE  COMMITTEE  ON  PREPAID 
INSURANCE 

N.  S.  Shofner,  M.D.,  Acting  Chairman 

The  Tennessee  Plan  is  now  three  years  old. 
1,722  Tennessee  physicians  are  participating  in 
the  program  and  33  approved  underwriters,  both 
commercial  and  non-profit,  are  selling  the  Plan. 
Today  more  than  375,000  Tennesseans  are  insured 
under  the  Tennessee  Plan. 

The  reasons  for  abandoning  the  idea  of  two 
plans  “A”  and  “B”  were  explained  as  follows: 
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1.  A majority  of  the  underwriters  felt  that 
difficulty  would  be  experienced  in  determining 
which  Plan  to  sell  a given  group. 

2.  That  changes  in  earnings  would  make  it  diffi- 
cult to  determine  elegibility  for  full  service  of  a 
given  policyholder;  and 

3.  One  underwriter,  which  sells  the  Tennessee 
Plan  to  a large  number  of  farm  people,  stated  that 
the  two  plans  would  be  administratively  impossi- 
ble. 

The  Committee  then  began  the  task  of  revising 
the  fee  schedule  of  the  present  Plan.  This  revi- 
sion is  now  complete.  Sale  of  the  revised  fee 
schedule  with  $200.00  maximum  benefit  and  with 
slightly  increased  amounts  for  certain  surgical 
procedures  is  impossible  by  virtue  of  a recent 
regulation  of  the  Wage  Stabilization  Board.  A 
petition  has  been  filed  with  the  Board  for  approval 
of  the  revised  Plan. 

The  Committee  recommended  that  the  House 
approve  raising  the  income  limits  for  family 
groups  to  $4,200  per  year  when  and  if  the  revised 
schedule  can  be  put  into  effect.  The  over-all  in- 
crease in  the  revised  schedule  was  reported  as  11 
to  13  per  cent,  but  that  the  net  increase  in  premium 
rates  would  be  slightly  over  two  per  cent.  This  is 
due  to  the  fact  that  the  allowances  for  the  more 
frequent  surgical  procedures  were  not  substan- 
tially increased. 

A supplemental  report  compiled  during  the  ses- 
sion reported  progress  in  the  petition  for  approval 
of  the  revised  Plan  now  before  the  Wage  Stabili- 
zation Board. 

REPORT  OF  THE  PUBLIC  SERVICE 
COMMITTEE 

L.  W.  Edwards,  M.D.,  Chairman 

A vastly  expanded  Public  Relations-Public  Serv- 
ice Program  was  outlined  in  the  report.  The  Di- 
rector was  reported  as  having  attended  78  public 
meetings  in  addition  to  many  medical  and  commit- 
tee meetings,  addressed  57  groups,  traveled  17,000 
miles,  shown  460  hours  of  health  movies,  and  dis- 
tributed approximately  7,000  pieces  of  literature. 

Concrete  public  service  projects  have  been 
sponsored  through  local  medical  societies,  whose 
membership  totals  85  per  cent  of  the  membership 
of  this  Association. 

The  report  named  three  major  projects  which 
the  Committee  would  undertake  during  the  next 
year: 

1.  Pushing  legislation  to  establish  a program  for 
the  medical  and  hospital  care  of  Tennessee  indi- 
gents. 

2.  An  all-out  campaign  to  get  out  the  vote. 

3.  An  active  program  to  recruit  student  nurses 
in  collaboration  with  the  Tennessee  State  Nurses’ 
Association. 

REPORT  OF  THE  COMMITTEE  ON 
LIAISON,  U.M.W.A. 

B.  M.  Overholt,  M.D.,  Chairman 

Steady  improvement  and  rapport  between  refer- 
ring physicians  and  the  United  Mine  Workers 


Health  and  Welfare  Fund  was  reported.  No  com- 
plaints have  been  filed  with  the  Committee  with 
respect  to  the  administration  of  the  Health  and 
Welfare  Fund.  The  Committee  invites  discussions 
from  any  physician  in  the  event  complaints  or 
problems  arise  in  the  administration  of  the  Health 
and  Welfare  Program  of  the  United  Mine  Workers 
of  America.  The  Committee  intends  to  meet  quar- 
terly rather  than  yearly  during  the  next  year  in 
order  to  keep  up  with  current  problems  in  its  field. 

REPORT  OF  THE  ADVISORY  COMMITTEE  TO 
WOMAN'S  AUXILIARY 
Clyde  V.  Croswell,  M.D.,  Chairman 

The  Committee  cooperated  and  assisted  in  every 
way  the  Woman’s  Auxiliary  during  the  previous 
year.  It  endorsed  the  Auxiliary’s  plan  to  set  up 
health  councils  and  assisted  in  the  conduct  of  the 
essay  contest  sponsored  by  the  Auxiliary. 

REPORT  OF  THE  COMMITTEE  ON  VETERANS 
AFFAIRS 

H.  H.  Shoulders,  M.D.,  Chairman 

The  report  recounted  efforts  of  the  Committee 
during  the  past  few  years  to  secure  the  adoption 
of  a resolution  by  the  AMA  known  as  “The 
Tennessee  Resolution,”  pertaining  to  the  hospital 
and  medical  care  of  veterans  with  non-service- 
connected  disabilities. 

The  report  outlined  a plan  of  “grass  roots”  con- 
sideration of  the  Tennessee  Resolution  and  report- 
ed great  interest  and  success  in  recent  conferences 
with  physicians,  hospital  administrators,  and  rep- 
resentatives of  other  public  groups  in  a study  of 
the  V.A.  Hospital  Program  and  the  provisions  of 
the  Tennessee  Resolution. 

The  report  pointed  out  the  conflict  between  the 
expansion  of  the  Hill-Burton  Program  and  the 
expansion  of  the  present  V.A.  Hospital  Construc- 
tion Program.  The  further  expansion  of  V.A. 
hospital  construction  was  condemned  and  the  fur- 
ther expansion  of  local  hospital  facilities  under 
the  Hill-Burton  Program  was  encouraged. 

REPORT  OF  THE  COMMITTEE  ON  RURAL 
HEALTH 

W.  N.  Cook,  M.D.,  Chairman 

The  objectives  of  the  Committee  were  listed 
as  follows: 

1.  Cooperation  with  all  the  other  agencies  in 
Tennessee  which  are  interested  in  rural  health. 

2.  The  promotion  of  the  organization  of  a state 
and  of  local  health  councils. 

3.  Supplementation  of  the  work  of  your  Public 
Service  Committee  as  it  pertains  to  rural  Tennes- 
see. 

4.  To  promote  the  appointment  of  Rural  Health 
Committees  in  each  County  Medical  Society. 

5.  To  promote  the  education  of  more  physicians 
by  the  expansion  of  medical  school  enrollment. 

6.  To  encourage  extension  of  health  services  into 
rural  communities  by  location  of  adequate  (though 
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not  necessarily  elaborate)  diagnostic,  clinical,  lab- 
oratory and  hospital  facilities  in  rural  communities 
where  there  is  established  need. 

7.  (a)  To  promote  a well  organized  plan  of  post- 
graduate education  for  physicians  located  in  rural 
areas. 

(b)  To  promote  the  training  of  professional  aids 
and  office  technicians.  Solid  accomplishment  un- 
der objective  one  was  reported.  The  promotion 
of  health  councils,  the  second  objective,  of  pro- 
ceeding slowly.  Plans  for  preparing  articles  on 
rural  health  for  a leading  farm  magazine  is 
planned. 

Objective  number  five  is  being  reached  through 
the  increased  enrollment  of  medical  students  in 
the  University  of  Tennessee  Medical  School. 


Objectives  six  and  seven  constitute  the  major 
interests  of  the  Committee  as  projected  for  next 
year. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 
H.  W.  Qualls,  M.D.,  Chairman 

The  grievances  filed  by  the  public  with  various 
Grievance  Committees  and  local  societies  were 
satisfactorily  adjudicated  at  the  local  level.  One 
complaint  was  referred  to  the  Grievance  Commit- 
tee from  the  Bedford  County  Medical  Society  but 
the  complainant  neglected  to  appear  before  the 
State  Committee  at  a stated  meeting.  The  report 
stated  that  one  written  complaint  would  be  acted 
upon  by  the  Committee  during  the  annual  session. 


Direct  and  Retrograde  Aortography.  Deterling, 

R.  A.,  Jr.  Surgery  31:88.  1952. 

The  importance  of  an  adequate  method  of  aor- 
tography has  become  more  apparent  during  the 
last  decade  because  of  the  growing  interest  in  the 
field  of  vascular  surgery.  In  developing  a tech- 
nique for  obtaining  satisfactory  aortograms,  sev- 
eral radiopaque  compounds  have  been  used.  Tho- 
rotrast  (thorium  diotide),  sodium  iodide,  Diodrast 
(iodopyracet),  and  Neo-Iopax  (iodoxyl)  have  all 
been  used  with  sodium  iodide  proving  to  be  the 
most  radiopaque. 

Sodium,  iodide  has  caused  the  most  marked 
cardiovascular  alterations  after  intravenous  injec- 
tion with  Diodrast  and  Neo-Iopax  causing  less 
disturbance  with  comparable  doses.  With  extra- 
vasation into  the  periaortic  tissues  the  Neo-Iopax 
elicits  little  or  no  discomfort  while  this  is  not 
true  of  the  other  compounds. 

The  technique  of  direct  abdominal  aortography 
as  initiated  by  the  Portuguese  urologist,  dos  San- 
tos, in  1929,  has  been  modified  by  several  investi- 
gators in  recent  years.  In  67  aortographie  studies 
on  55  patients  from  the  Surgical  Service  of  Pres- 
byterian Hospital  the  following  technique  has 
proven  satisfactory. 

Under  Pentothal  Sodium  anesthesia  intraven- 
ously the  patient  is  placed  in  the  prone  position 
on  an  X-ray  table  equipped  with  a Potter-Bucky 


grid.  Local  anesthesia  may  be  preferable  in 
elderly  patients.  A malleable  16  cm.,  18  gauge 
Wagner  needle  is  introduced  about  2 cm.  below 
the  twelfth  rib  and  7 cm.  to  the  left  of  the  spinous 
processes  and  is  directed  anteromedially  grazing 
the  vertebral  body  and  entering  the  aorta.  When 
general  anesthesia  is  employed  the  use  of  either 
20  cc.  of  750  Neo-Iopax  or  10  to  20  cc.  of  80% 
sodium  iodide  has  proven  satisfactory.  If  the 
iliac  or  femoral  vessels  are  under  investigation, 
a delay  of  one  to  three  seconds  is  advisable  before 
exposure  of  the  film.  The  retrograde  method  of 
injection  through  the  femoral  artery  has  practical 
disadvantages  and  has  not  been  found  necessary 

Failures  in  opacifying  the  thoracic  aorta  in 
angiocardiography  has  led  to  a technique  of  ret- 
rograde thoracic  aortography  by  injection  through 
the  ulnar  artery  or  the  left  common  carotid,  the 
latter  having  proven  more  satisfactory. 

Of  55  patients  studied  on  the  Surgical  Service 
and  over  40  on  the  Urological  Service,  there  were 
no  fatalities.  Transient  encephalopathy  was  noted 
in  2 patients  and  chemical  neuritis  in  3,  all  of 
whom  received  80%.  sodium  iodide.  It  is  apparent 
that  as  'new  vascular  surgical  techniques  appear 
these  special  procedures  for  arterial  visualization 
will  have  to  keep  abreast.  (Abstracted  for  the 
Middle  Tennessee  Heart  Association  by  James  A. 
Kirtley,  M.D.,  Nashville.) 
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Vanderbilt  University  Hospital* 

Case  I 

DR.  AMBROSE  LANGA:  This  young  lady  who 
is  17  was  riding  in  a car  on  April  6,  1952,  16  days 
ago,  at  3:00  in  the  morning.  The  car  hit  a bridge 
and  she  was  found  in  a creek  about  thirty  minutes 
later.  She  was  taken  to  her  local  physician  who 
sutured  a laceration  of  the  left  leg  and  sent  the 
patient  to  the  Vanderbilt  University  Hospital 
where  she  was  admitted  at  about  6:00  a.m.  On 
her  admission  the  patient  was  in  a deep  coma, 
bleeding  heavily  from  the  right  ear,  nose  and 
mouth.  There  was  a complete  closure  of  the  left 
eye  due  to  swelling  and  hemorrhage.  There  was  a 
marked  deformity  of  her  lower  jaw.  Her  respira- 
tions were  very  labored,  her  breath  sounds  were 
distant  and  there  was  crepitation  on  both  sides  of 
the  sternum.  X-rays  of  the  skull  and  of  the  chest 
were  reported  to  be  normal  and  there  was  a frac- 
ture over  the  right  side  of  the  jaw  with  marked 
displacement  of  the  fragment.  Because  of  her 
labored  respiration,  fractured  jaw  and  c anger 
of  aspiration  of  gastric  contents,  a tracheotomy 
was  performed  about  thirty  minutes  after  admis- 
sion. A large  amount  of  dark  bluish  material  was 
obtained  by  aspiration  through  the  tracheotomy 
tube.  The  patient  was  given  oxygen  through  the 
tracheotomy  tube,  was  given  tetanus  and  gas  gan- 
grene antitoxin,  was  put  on  penicillin  and  strepto- 
mycin therapy  and  given  i.v.  fluids.  Her  condition 
remained  about  the  same  for  the  next  three  days. 
On  April  8th,  a small  polyethylene  tube  was  in- 
serted in  her  stomach  and  this  tube  was  replaced 
by  a small  sized  Levine  tube  for  tube  feeding. 
She  was  started  on  feedings  of  3,000  cc.  liquid 
diet  daily.  Diarrhea  was  controlled  by  decreasing 
the  amount  of  sugar  in  the  tube  feedings  and  by 
milk  of  bismuth.  For  a period  of  about  ten  days 
the  patient  was  in  a decerebrate  state  with  tonic 
extension  of  the  spine,  neck,  arms  and  legs.  At 
the  present  time  her  condition  is  fair,  the  patient 
is  still  on  tube  feedings  and  penicillin.  Her  re- 
actions to  painful  stimuli  are  prompt  but  she  is 
still  in  coma. 

DR.  CULLY  COBB:  Show  us  the  reaction 
when  you  stimulate  her  painfully. 

DR.  LANGA:  She  opens  her  eyes  and 
moves  all  her  extremities  but  doesn’t  try  to 
grip  your  hand. 

DR.  COBB:  She  makes  a chewing  move- 
ment too,  doesn’t  she? 

DR.  LANGA:  Yes,  sir.  I forgot  to  say 
that  about  five  days  ago  we  put  in  an  arch 

^Neurosurgical  Staff  Conference,  from  the  De- 
partment of  Surgery,  Vanderbilt  University  School 
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bar  to  reduce  the  fracture  of  the  lower  jaw 
so  there  is  just  a slight  deformity  at  the 
present  time. 

DR.  COBB:  She  scowled  when  you  moved 
her  then.  How  long  has  it  been  since  there 
were  any  extensor  responses  to  painful  stim- 
uli? She  was  in  a tonic  extended  posture  at 
first,  wasn’t  she? 

DR.  LANGA:  Yes,  sir,  but  she  started 
having  responses  to  painful  stimuli  the  first 
night,  or  first  day  when  she  was  brought  in. 

DR.  COBB:  How  long  did  she  have  those 
decerebrate  responses? 

DR.  LANGA:  Until  about  two  days  ago. 

DR.  COBB:  She  doesn’t  seem  to  get  them 
now,  does  she? 

DR.  WILLIAM  MEACHAM:  Yesterday, 
she  was  certainly  relaxed,  and  more  so 
than  at  any  other  time. 

DR.  COBB:  She  still  doesn’t  respond  to 
speech  at  all? 

DR.  MEACHAM:  No,  I haven’t  been  able 
to  get  her  to  speak  at  all.  She  opened  her 
eyes  when  I mentioned  her  name  this  morn- 
ing for  the  first  time. 

DR.  COBB:  What  about  reflexes  and  pain- 
ful stimuli  over  the  extremities?  When  you 
pinch  her  legs  and  arms,  does  she  move 
them?  Yes,  she  makes  a face.  She  doesn’t 
seem  to  move  the  left  arm  quite  as  readily 
as  the  right,  does  she?  Is  that  because  it’s 
hurt? 

DR.  MEACHAM:  I might  say  that  the 
degree  of  extensor  rigidity  was  always 
greater  on  the  left. 

DR.  COBB:  Is  there  a Babinski?  Have 
you  tested  that  lately? 

DR.  LANGA:  There  was  no  Babinski 

present  several  days  ago. 

DR.  COBB  (examining  patient) : I believe 
that  is  a Babinski  response — on  the  left.  The 
right  is  a little  more  withdrawal  I’d  say. 
We  probably  lump  several  clinical  syn- 
dromes into  what  we  call  decerebrate  rigid- 
ity but  there  is  great  uniformity  of  the  mo- 
tor pattern.  These  patients  extend  the  back, 
they  extend  particularly  the  arms  and  legs, 
toes  pointed  downward  and  the  arms  ex- 
tended and  turned  in.  We  see  people  in 
that  state,  for  example,  who  have  had  an 
extradural  hematoma  and  after  the  profound 
coma  has  just  reached  the  point  before  that 
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where  breathing  becomes  irregular.  We 
generally  assume  that  that  is  the  result  of 
compression  of  the  midbrain.  But  I think 
occasionally  we  see  people  with  cortical  le- 
sions who  have  something  similar  to  this. 
Dr.  Meacham,  you  mentioned  a patient  of 
yours  with  bilateral  temporal  lobe  lesions. 
Was  the  syndrome  pretty  much  the  same? 

DR.  MEACHAM:  This  patient  presented 
a perfect  picture  of  what  we  call  a decere- 
brate post-traumatic  state.  There  was  ex- 
terior rigidity.  The  slightest  stimulus  would 
make  it  much  worse  and  with  stertorous, 
labored  respirations.  When  his  brain  was 
examined  at  terminus,  the  hypothalmus  and 
midbrain  were  normal  but  there  was  bilater- 
al temporal  lobe  softening,  and  some  more 
generalized  and  apparently  more  superficial 
cortical  damage  and  contusion,  so  that  I 
think  this  picture  can  probably  occur  from 
what  we  call  cortical  contusion. 

DR.  COBB:  Dr.  Ward,  does  the  decere- 
brate rigidity  come  from  interruption  of 
suppressor  activity  from  the  cortex. 

DR.  JAMES  WARD:  Possibly.  A lot  of 
people  are  beginning  to  question  the  exist- 
ence of  actual  suppressor  strips.  The  type 
of  reflex  response  you  get  in  decerebrate 
rigidity  is  the  same  type  that  you  obtain 
with  lesions  of  the  cortical  level  in  that 
there  are  spasticity  and  increased  reflexes. 
There  is  not  the  extensor  quality  in  cortical 
lesions  as  a rule  that  you  see  in  lower  lesions 
of  the  nervous  system. 

DR.  COBB:  Is  the  idea  of  a facilitory  and 
suppressing  motor  area  in  the  reticular  for- 
mation weakening  or  gaining  strength? 

DR.  WARD:  When  we  stimulate  the  me- 
dial reticular  formation  of  cats  there  is  ces- 
sation of  spontaneous  walking  movements. 
We  haven’t  seen  any  of  that  sort  in  the  outer 
surface  of  the  cortex.  The  whole  story  is 
not  known  yet  by  any  means.  There  is  evi- 
dence that  there  are  pathways  in  4 S,  the 
suppressor  strip  just  in  front  of  the  motor 
cortex,  to  the  medial  reticular  formation 
which  McGoon  showed  originally  was  re- 
sponsible for  the  innervation  of  reflex  activ- 
ity in  lower  levels,  but  clinical  correlation 
is  unsettled. 

DR.  MEACHAM:  I think  this  girl  brings 
out  some  things  in  the  clinical  management 


that  are  worth  emphasizing.  First  of  all, 
she  would  not  be  alive  today  had  it  not  been 
for  the  alert  house  officer  who  recognized 
the  situation  that  we  are  all  very  prone  to 
gloss  over,  and  I would  like  to  emphasize 
here  the  real  importance  of  doing  a timely 
tracheotomy  on  these  people.  This  girl  had 
a broken  jaw,  her  nasopharynx  and  tracheo- 
bronchial tree  was  filled  with  blood,  mucus 
and  tracheobi’onchial  secretions.  She  was  in 
this  decerebrate  state  with  marked  extensor 
spasms  and  rigidity,  her  tongue  falling  back 
in  the  nasopharynx.  Now  it  is  extremely 
difficult  in  this  condition  to  maintain  an 
open  airway.  While  de  don’t  do  tracheot- 
omies on  all  patients  with  head  injuries, 
when  an  open  airway  cannot  be  maintained 
by  the  ordinary  means  of  aspiration  through 
the  nose  and  through  the  mouth,  a trache- 
otomy should  be  done.  This  girl’s  condition 
improved  immediately  following  tracheot- 
omy— she  literally  was  drowning,  and  this 
was  done  before  any  of  us  was  called  to  see 
her  and  I commend  the  alertness  of  the 
house  officer  who  will  do  that.  A tracheot- 
omy is  a simple  procedure  to  carry  out  and 
may  be  lifesaving,  and  then  anybody  can 
suction  properly  through  the  tracheotomy 
tube.  I’m  sure  that  this  girl’s  existence  up 
to  the  present  time  has  been  based  on  really 
one  thing — the  timely  tracheotomy.  Of 
course  we  have  done  some  other  things. 
We’ve  seen  to  it  that  she  had  proper  care 
of  her  bladder,  proper  skin  care  and  that 
she  has  not  been  allowed  to  develop  con- 
tractures. We’ve  tended  her  broken  jaw, 
she  has  received  proper  attention  insofar  as 
fluid,  electrolyte  and  nutritional  require- 
ments are  concerned. 

She  has  survived  this  dreadful  stage  of 
decerebrate  rigidity  where  the  mortality 
rate  is  extremely  high.  Some  of  these  peo- 
ple will  not  recover  in  spite  of  all  that  can 
be  done  for  them  but  I feel,  knowing  some 
of  them  can  recover,  that  it  is  worth  while 
to  leave  nothing  undone.  This  girl  has  never 
developed  signs  of  intracranial  hypertension 
that  would  lead  one  to  expect  an  epidural 
hematoma  or  a subdural  hematoma,  or  say 
a sizable  subcortical  hematoma  or  intra- 
cerebral hematoma.  There  is  no  indication 
for  surgery.  Now  if  she  had  shown  a de- 
teriorating picture,  instead  of  one  of  pro- 
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gressive  improvement,  I would  have  used 
exploratory  burr  holes  to  look  for  a subdural 
hematoma  which  may  or  may  not  have  been 
there.  I feel,  in  view  of  the  progressive 
picture  of  improvement,  however  slow,  that 
maybe  she  is  going  to  make  it.  When  she 
does  begin  to  improve,  if  she  does,  I’m  sure 
it  will  still  be  unpredictable  as  to  how  far 
she  will  improve.  Some  of  these  people  will 
go  on  to  complete  improvement,  others  will 
not.  Others  will  improve  to  a certain  point 
and  remain  at  that  point.  To  my  mind,  it 
is  impossible  to  prophesy  with  any  degree 
of  accuracy  early  in  these  cases  what  the 
outcome  is  going  to  be.  It  is  a case  of 
watching,  waiting  and  seeing. 

DR.  COBB:  The  pathogenesis  of  these  in- 
juries is  interesting.  Civilian  head  injuries 
are  almost  entirely  acceleration  or  decelera- 
tion injuries  and  our  society  seems  to  be 
exposing  people  to  these  acceleration  inju- 
ries of  the  brain  more  and  more.  The  dam- 
age apparently  comes  from  the  peak  force 
of  the  acceleration.  The  brain  can  be  ac- 
celerated just  so  fast  and  no  faster  without 
suffering  damage  to  the  brain  tissue  and  to 
the  blood  vessels  of  the  brain  to  cause  both 
large  and  small  hemorrhages.  This  problem 
of  falling  out  of  automobiles  would  seem 
unnecessary  and  yet  we  see  a regular  stream 
of  children  who  fall  out  of  cars.  Most  of 
them  are  not  hurt  very  badly.  Usually  the 
skin  gets  pretty  badly  scratched  up  and  oc- 
casionally one  of  the  long  bones  will  be  frac- 
tured or  there  may  be  a minor  skull  fracture 
but  often  they  are  not  unconscious  and  usu- 
ally they  don’t  have  very  bad  contusions  of 
the  brain  such  as  this  girl  has.  Of  course, 
the  reason  for  this  is  that  the  fall  is  only  a 
foot  or  two  and  then  the  speed  of  the  car  is 
dissipated  gradually.  The  person  skids  along 
the  road  until  he  comes  to  a stop  and  the 
brain  is  never  accelerated  very  quickly. 
That  isn’t  so  of  course  when  a car  strikes  a 
culvert  or  telegraph  pole,  or  goes  into  a 
ditch  or  creek  bed  as  this  girl  did.  When 
that  occurs,  then  the  head  is  instantly  decel- 
erated and  injury  to  the  brain  occurs.  I 
feel  that  automobiles  are  much  less  safe 
than  they  ought  to  be.  The  doors  of  all  our 
cars  are  poorly  designed  for  safety.  They 
are  fastened  by  very  narrow  prominences 
so  that  any  springing  of  the  body  of  the  car 


will  allow  the  door  to  come  open  even  if  it 
is  latched.  This  greatly  increases  the  dan- 
ger in  any  automobile  wreck.  However, 
most  of  the  children  who  fall  from  moving 
cars  open  the  doors  by  accidental  pressure 
against  the  handles.  Safely  latched  are 
needed  to  obviate  this  danger. 

DR.  WARD:  An  electroencephalogram 

might  be  of  interest  on  a patient  such  as 
this.  There  is  a report  of  correlation  found 
in  the  degree  of  recovery  and  the  abnor- 
mality in  the  EEG,  though  apparently  no 
correlation  in  the  amount  of  hemorrhage  at 
the  time  as  far  as  I could  tell.  If  a person 
has  a bad  looking  EEG  following  such  an 
accident,  the  recovery  period  is  much  longer 
and  oftentimes  very  poor.  By  contrast, 
those  people  with  marked  symptoms  at 
first  and  a relatively  normal  EEG  recovered 
much  better. 

DR.  COBB:  Better  ways  of  guessing  how 
these  people  will  do  are  needed,  although 
as  Dr.  Meacham  said,  we  have  to  treat  all 
these  patients  as  if  there  were  a possibility 
of  recovery. 

Case  II 

DR.  LANGA:  The  next  case  is  a 31-year-old 

white  female  patient  who  was  admitted  because  of 
pain  in  the  neck,  left  shoulder,  left  arm  and  weak- 
ness of  the  left  arm  of  three  months’  duration. 
She  was  unable  to  supinate  the  left  hand  but  she 
had  had  this  trouble  ever  since  childhood.  On 
physical  examination  there  was  found  slight 
atrophy  of  her  left  deltoid  muscles;  the  scapula 
was  raised  and  rotated  outward  but  all  shoulder 
movements  were  done  well.  All  her  cranial 
nerves  were  intact,  reflexes  of  the  upper  extremi- 
ties were  slightly  sluggish,  those  of  the  lower  ex- 
tremities were  hyperactive.  No  clonus  or  Babin 
ski  were  present.  Sensation  was  intact.  A lumbar 
puncture  was  performed  which  showed  a block 
and  spinal  fluid  protein  of  1,430  mg.  per  cent.  A 
lumbar  myelogram  was  performed  and  a block  in 
the  dorsal  spinal  canal  was  found.  The  next  day 
pantopaque  was  injected  into  the  cisterna  magna 
and  a block  in  the  region  of  C3  was  found.  She 
was  operated  upon  on  April  15,  1952,  through  a 
cervical  laminectomy  and  an  extensive  lesion  of 
the  spinal  cord  between  C3  and  D2  was  found. 
The  cord  in  this  region  was  enlarged  but  this 
enlargement  was  very  symmetrical.  A No.  18 
needle  was  inserted  into  the  spinal  cord  and  no 
fluid  was  obtained.  A biopsy  of  the  lesion  of  the 
spinal  cord  was  performed  at  the  operation.  Her 
post-operative  course  has  been  very  satisfactory. 

DR.  COBB:  There  was  really  very  little 


198 


STAFF  CONFERENCE 


May,  1952 


to  indicate  organic  disease  in  her  initial  ex- 
amination. I think  the  one  really  definite 
finding  was  that  the  tendon  reflexes  in  the 
upper  extremities  were  absent  and  those  in 
the  lower  extremities  were  quite  brisk.  On 
one  occasion  I could  get  up  to  about  three 
jerks  of  clonus  but  nothing  more  than  that 
and  there  was  no  Babinski  sign  on  either 
side.  Different  observers  got  different  no- 
tions about  sensory  changes  in  the  upper 
extremities  but  these  sensory  changes  were 
so  mild  or  questionable  that  a definite  pat- 
tern could  never  be  discovered.  Since  her 
operation  she  has  gotten  along  well  and  I 
thought  we  might  just  demonstrate  the  re- 
flexes to  see  how  they  are  at  the  present 
time.  (Percusses  left  biceps  tendon.)  I 
think  I can  feel  a faint  tightening  of  the 
biceps  tendon. 

DR.  R.  TAYLOR  KING:  Has  there  been  a 
good  deal  of  weakness? 

DR.  COBB:  No;  hardly  any.  She  has 

never  been  able  to  supinate  the  left  hand 
well  and  she  noticed  that  the  left  forearm 
is  smaller  than  the  right.  (To  patient:)  I 
think  if  you  hold  the  two  arms  out,  the  doc- 
tors can  probably  tell  about  that.  I think 
you  can  see  that  this  forearm  is  a little  less 
muscular  than  the  right  one.  How  do  you 
feel  now  about  the  sensation  in  your  hands 
and  fingers?  Do  you  notice  any  change? 

PATIENT:  No;  they  feel  all  right. 

DR.  COBB:  Let’s  see  how  the  feet  are — 
just  let  your  foot  fall  on  my  hand.  The 
reflex  is  still  more  active  now,  I think,  than 
it  was  before.  There  you  see  the  clonus, — 
15  jerks  in  the  right  foot.  That’s  the  most 
I’ve  seen.  We  might  see  about  the  Babinski 
response.  Certainly  no  Babinski. 

DR.  MEACHAM:  How  about  the  Oppen- 
heim? 

DR.  COBB:  It  is  absent.  (Patient  leaves.) 
Dr.  Francis,  would  you  comment  on  the 
myelogram  findings? 

DR.  HERBERT  FRANCIS:  Routine  films 
of  the  cervical  spine  did  not  show  any 
change.  On  the  myelograms  here  we  see 
the  opaque  medium  injected  below  and  run- 
ning up  to  the  second  dorsal  vertebra.  It 
reaches  the  level  of  the  second  body  and 
stops.  From  the  injection  above,  we  have 


in  the  lateral  projection  the  opaque  medium 
coming  to  the  third  cervical  and  in  the  A.P. 
view  we  see,  through  the  open  mouth,  a 
level  of  the  opaque  medium  due  to  obstruc- 
tion, with  a little  bit  trailing  down  some  of 
the  root  sheathes. 

DR.  COBB:  What  about  differential  diag- 
nosis on  the  bsais  of  X-rays? 

DR.  FRANCIS:  I can’t  make  one,  Dr. 

Cobb,  but  I think  from  the  size  of  this  dis- 
tortion, if  it  is  one  continuous  tumor  that  an 
ependymoma  would  be  a most  likely  cause 
for  such  an  extensive  lesion. 

DR.  COBB:  What  about  syringomyelia? 

DR.  FRANCIS:  It  seems  to  me  that  with 
so  much  extensive  block  we  could  expect  to 
see  some  change  in  the  bony  parts  of  the 
canal,  that  is,  the  surrounding  bony  parts. 
We  would  expect  to  find  some  thinning  of 
either  the  posterior  arches  or  changes  in  the 
posterior  parts  of  the  body  from  the  expan- 
sile change  which  came  with  a syrinx. 

DR.  COBB:  There’s  a good  clinical  ar- 
gument, I think,  against  syringomyelia. 
Though  while  one  could  have  as  long  a fusi- 
form enlargement  as  this  in  a syringomyelia, 
it  is  not  probable  without  finding  much  more 
concrete  changes  in  the  shoulder  girdle  and 
upper  extremities  than  she  has, — in  the  way 
of  atrophy  and  sensory  change.  I wanted  to 
show  her  just  briefly  for  two  purposes, — first 
because  we  have  such  nice  myelograms  and 
secondly  to  demonstrate  how  large  an  in- 
tramedullary lesion  can  be  without  causing 
very  impressive  interference  with  function. 
This  is  an  ependymoma.  Dr.  Francis. 

DR.  COBB:  We  reached  the  tumor  at 

about  a depth  of  2 mm.  The  laminectomy 
included  the  second,  third,  fourth,  fifth  and 
sixth  cervical  vertebrae.  The  greatest  en- 
largement is  at  about  the  fifth.  It  is  a fusi- 
form enlargement,  tapering  in  both  direc- 
tions, and  of  course  we  didn’t  get  all  the 
way  to  the  caudal  end  of  the  enlargement 
but  there  was  a fairly  free  flow  of  fluid  be- 
low that  level  so  that  what  we  did  was  to 
decompress  the  area  of  primary  enlarge- 
ment and  put  in  a strip  of  polyethylene  as  a 
dural  substitute  in  order  to  leave  the  dura 
widely  opened.  We  divided  several  of  the 
denticulate  ligaments  to  allow  the  cord  to 
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rise  and  got  the  biopsy  of  the  lesion.  Be- 
cause of  the  fact  that  she  has  almost  no 
clinical  signs  I felt  that  it  wouldn’t  be  wise 
to  try  to  remove  the  tumor,  which  surely 
would  leave  her  with  some  increase  in  her 
clinical  signs.  Instead  we  would  treat  her 
with  X-ray. 

DR.  FRANCIS:  This  is  a continuous  solid 
tumor,  as  far  as  you  could  tell? 

DR.  COBB:  Yes,  it  is  all  one  mass.  The 
appearance  of  the  myelogram  is  just  like  the 
appearance  of  the  cord.  The  spinal  cord  is 
very  wide  and  filled  the  dura  as  tight  as  the 
contents  of  a sausage.  As  soon  as  we  incised 
the  dura,  the  cord  began  to  herniate.  Dr. 
Clark,  would  you  like  to  say  something 
about  the  preservation  of  spinal  cord  func- 
tion? Why  didn’t  she  have  a paraplegia  or 
quadriplegia? 

DR.  SAM  CLARK:  The  obvious  answer 
is  that  the  pyramidal  tracts  were  not  inter- 
rupted. It’s  odd  that  they  weren’t.  I re- 
member a cord  in  the  lumbar  section  of  a 
syringomyelia  of  a patient  who  was  a jani- 
tor here.  His  cord  was  so  thin  that  in  quan- 
tity the  fiber  tracts  must  have  been  down  to 
a third  of  the  quantity  of  white  matter  that 
normally  existed  about  there.  He  had  per- 
fectly good  function, — shuffled  a bit.  In  to- 
day’s case  the  fibers  were  just  pushed  into 
a corner  I guess — or  thinned  out — this  tumor 
must  have  grown  slowly  to  allow  them  to 
adjust  to  the  thing  without  being  broken. 

DR.  MEACHAM:  I believe  that’s  the  an- 
swer. It  is  the  rate  of  growth.  The  rapidly 
growing  tumors  such  as  metastatic  nodules 
will  cause  a complete  transverse  lesion  even 
when  they  are  still  small.  I don’t  know 
what  the  threshholds  are  for  compressibility 
of  the  tracts  but  it  must  be  a matter  of  pres- 
sure. 

DR.  COBB:  With  a neurofibroma  or  a 
meningioma,  the  cord  may  be  reduced  ap- 
parently to  a ribbon  and  still  function  quite 
well  if  compression  happens  slowly  enough. 
I think  we  had  in  conference  here  not  very 
long  ago  a patient  with  syringomyelia  who 
had  a cord  almost  reduced  to  paper  thick- 
ness, was  full  of  fluid  and  yet  functioned 


perfectly  well.  It  must  be  pressure  rather 
than  distortion  that  causes  the  damage  to 
the  neurones,  and  if  pressure  is  applied 
slowly  enough,  it  must  not  do  much  harm. 
These  tumors,  ependymomas,  are  very,  very 
slowly  growing  and  of  course  that  is  the 
answer  to  this  situation.  Dr.  Francis,  do 
you  want  to  say  anything  about  the  radio- 
sensitivity of  these  tumors? 

DR.  FRANCIS:  I think  that  is  a very  diffi- 
cult thing  to  evaluate.  I personally  believe 
they  show  very  little  response  to  radiation. 
I think  probably  the  main  thing  we  can  hope 
to  do,  if  possible  at  all,  is  to  make  it  even 
slower  in  progression  than  its  normal 
course,  which  is  very  slow  in  most  instances. 
There  have  been  a few  reports  in  which 
some  people  have  felt  that  X-ray  therapy 
was  very  worth  while,  with  patients  getting 
definite  and  relatively  marked  improvement 
from  radiation  therapy.  From  my  own  ex- 
perience I have  never  had  any  in  whom  I 
felt  the  course  was  much  more,  if  any  more, 
improved  than  just  the  anticipated  relative 
slow  rate  of  growth  of  the  lesion  itself. 

DR.  COBB:  We  may  deceive  ourselves 
there  because  opening  the  spinal  canal  prob- 
ably does  allow  another  long  period  before 
symptoms  arise,  and  of  course  we  usually 
do  that  before  beginning  X-ray  therapy. 

DR.  FRANCIS:  Of  course  we’ve  seen 

these  patients  operated  on  two  and  three 
times  with  repeated  courses  of  therapy  over 
a long  period  of  years. 

DR.  MEACHAM:  Would  you  irradiate 

her  whole  spinal  column,  or  just  locally, 
because  this  is  one  of  two  tumors  that  do 
metastacize  in  the  subarachnoid  space.  We 
had  one  like  that  at  the  Veterans  Hospital 
and  he,  by  the  way,  seemed  to  be  helped  by 
X-ray  therapy. 

DR.  FRANCIS:  I don’t  believe  it  is  really 
justifiable  to  treat  the  entire  cord.  The 
tumor  is  relatively  unresponsive.  I think 
you  could  do  a great  deal  more  damage  than 
good  by  radiation  of  the  entire  cord  unless 
there  is  some  clinical  evidence  that  there  is 
metastasis.  Then,  if  that  is  so  and  radiation 
is  worth  anything,  the  other  local  area  can 
be  treated  as  symptoms  develop. 
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DR.  AMOS  CHRISTIE:  After  reading 

through  this  protocol  I don’t  see  how  we 
could  possibly  help  but  be  strongly  influ- 
enced by  what  is  recorded,  particularly  to- 
ward the  middle  and  end  of  the  protocol. 
The  clinicians  who  saw  the  patient  alive 
must  have  thought  for  good  reasons  that  this 
was  a case  of  congenital  heart  disease  which 
could  be  remedied  by  surgical  means.  I 
should  think  it  would  be  much  more  fun 
for  all  of  us  even  if  it  turned  out  to  be  .just 
that,  to  speculate  on  what  else  it  might  have 
been  and  look  for  the  red  herring  and  the 
possible  jokers  in  this  case.  Dr.  Britt  and 
Dr.  Shapiro  would  not  have  picked  this 
case  had  there  not  been  some  other  differ- 
ential diagnostic  problems  for  consideration. 
When  one  sees  a cyanotic  baby,  in  the  new- 
born nursery,  whose  heart  fails,  what  should 
be  considered?  That  is  our  problem  this 
afternoon. 

This  8 pound  11  ounce  white  male  newborn 
infant  was  delivered  here.  The  multiparous  21- 
year-old  mother  had  always  enjoyed  good  health. 
An  1 8-month-old  sibling  was  living  and  well. 
Mother’s  health  during  the  patient’s  gestational 
period  was  reported  as  good.  There  were  no 
known  acute  specific  infectious  diseases  or  viral 
infections  during  the  40-week  gestation  period. 
Maternal  Kahn  negative. 

The  reason  for  these  negative  statements 
must  be  obvious  to  you  all,  and  I am  sure 
should  be  included  in  the  history  of  every 
baby  with  congenital  defects  these  days. 
Association  of  maternal  illness,  specifically 
viral  infections  like  rubella,  periods  of  pos- 
sible anoxia  or  other  noxious  agents  with 
congenital  defects  are  too  well  known  to  the 
whole  group  of  students  and  staff  to  need 
re-emphasis  at  this  time. 

The  baby  was  the  product  of  a normal  vertex, 
low  forceps  delivery  under  gas,  oxygen  and  ether 
anesthesia  following  4 hours  of  labor.  During  the 
immediate  2 hours  pre-partum  the  mother  received 
demerol  100  mg.,  I.V.,  delvinal  300  mg.,  and  I.V. 
seconal  200  mg.  Infant  was  described  as  cyanotic 
at  birth. 


'From  the  Departments  of  Pediatrics,  Surgery, 
Radiology  and  Pathology,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn. 


What  about  the  dosage  of  these  drugs  in 
relation  to  the  problem  which  is  about  to 
present  itself,  that  of  a cyanotic  baby  who 
did  not  cry  immediately?  Where  is  Rogers? 
He  is  going  to  intern  on  obstetrics  and  is  my 
consultant  today.  What  about  those  doses? 
Are  they  unusually  high? 

MR.  ROGERS:  Not  unusual  in  the  labor 
room  here. 

DR.  CHRISTIE:  Well,  is  the  combination 
more  than  average  or  are  these  rather  large 
doses  for  common  obstetrical  practice? 

MR.  ROGERS:  Not  uncommon. 

DR.  CHRISTIE:  I do  not  think  these  are 
unusually  high  doses.  I suppose  I might 
take  liberties  with  what  I believe  Dr.  East- 
man would  say  about  this  situation.  These 
doses  in  themselves  and  in  combination 
would  not  be  excessive, — perhaps  a little  on 
the  high  side.  Let  us  say  that  if  the  amount 
of  gas  and  ether  were  not  excessive,  perhaps 
the  combination  of  these  doses  in  themselves 
might  not  produce  deleterious  effects  as  far 
as  the  infant’s  breathing  is  concerned. 

MR.  ROGERS:  For  this  period,  2 hours 
prior  to  delivery,  as  far  as  I am  concerned 
this  is  pretty  good  sedation.  I believe  if  it 
were  given  6 hours  before  delivery  it  might 
be  all  right. 

DR.  CHRISTIE:  That  is  an  excellent 

point.  But  individually  or  collectively,  I 
would  not  like  to  incriminate  these  drugs  as 
reasons  for  this  baby’s  cyanosis,  although 
many  of  you  know  my  feelings  about  the 
dangers.  Be  that  as  it  may,  I think  there  is 
a point  here  we  might  make  in  a minute. 

Infant  was  described  as  cyanotic  at  birth.  Res- 
pirations were  regular  1 minute  post-partum  and 
a lusty  cry  was  obtained  10  minutes  post-partum. 
Air  passages  were  aspirated  but  infant  was  still 
cyanotic  on  leaving  delivery  room.  Temperature 
was  98.2°. 

I believe  the  point  I would  like  to  make 
here  is  that  the  baby  had  a lusty  cry  10  min- 
utes post-partum,  and  you  know  a baby  who 
had  too  much  devinal  or  too  much  of  the  an- 
algesic drugs,  would  have  been  sleepy.  He 
might  have  been  cyanotic  but  he  probably 
would  not  have  had  a lusty  cry,  at  least  I 
would  like  to  offer  that  as  additional  evi- 
dence that  the  cyanotic  picture  this  baby 
had  was  not  due  to  the  maternal  analgesics. 
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Four  hours  post-partum  examination  revealed 
a less  cyanotic  but  somewhat  lethargic  newborn. 
Physical  examination  was  otherwise  considered  to 
be  within  normal  limits. 

Twenty-four  hours  post-partum  the  patient  was 
seen  because  of  increasing  cyanosis  and  dyspnea. 
Examination  revealed  marked  cyanosis  with  rap- 
id, shallow,  grunting  respirations.  Lung  fields 
were  clear  to  auscultation.  Heart  sounds  were  of 
poor  quality  but  rhythm  was  normal. 

I put  a check  on  my  protocol  at  that  point 
because  I began  to  look  for  murmurs  but  no 
murmurs  were  described  until  later,  on  the 
fifth  hospital  day,  when  there  is  a note  that 
a systolic  murmur  was  heard  for  the  first 
time.  Is  this  correct,  Dr.  Britt? 

DR.  ROBERT  BRITT:  Yes. 

DR.  CHRISTIE: 

The  apex  beat  was  palpated  at  the  left  anterior 
axillary  line.  Liver  edge  was  palpated  and  per- 
cussed 5 cm.  below  the  right  costal  margin  in  the 
right  midclavicular  line.  Infant  was  placed  in  an 
incubator  with  continuous  oxygen  and  digitaliza- 
tion was  started. 

We  must  interpret  this  as  being  heart  fail- 
ure with  liver  enlargement,  heart  percussi- 
ble  and  enlarged;  digitalization  was  pro- 
duced by  standard  methods. 

Now  I wonder  whether  or  not  we  should 
not  stop  a minute  and  discuss  the  reasons 
for  cyanosis  and  some  of  the  causes.  Mrs. 
Corbitt,  will  you  comment  on  cyanosis, — 
what  kind  of  cyanosis  do  we  have  in  this 
period, — what  causes  cyanosis  beside  the 
obvious  things  I mentioned  before?  We  are 
oriented  toward  congenital  heart  disease, 
but  maybe  there  are  some  jokers  in  this 
case. 

MRS.  CORBITT:  Something  in  the  res- 
piratory system, — congenital  anomalies  any- 
where in  the  bronchial  tree  or  trachea  might 
cause  cyanosis. 

DR.  CHRISTIE:  Yes,  agenesis  of  the  lung, 
shall  we  say.  Cyanosis  may  have  been  from 
aspiration  or  perhaps  the  child  had  atelec- 
tasis. What  else? 

MRS.  CORBITT:  It  could  have  a chemical 
factor  in  the  picture. 

DR.  CHRISTIE:  Methemoglobinemia,  yes, 
we  have  had  that  in  our  nursery  as  many 
of  you  remember.  It  can  occur  very  early 
in  life.  It  is  not  impossible  and  should  be 
discussed  in  the  differential  diagnosis. 
What  else?  How  about  the  sudden  onset  of 


cyanosis  and  dyspnea  in  a newborn  baby,  at 
least  in  the  neonatal  period? 

MRS.  CORBITT:  We  think  of  pulmonary 
infection. 

DR.  CHRISTIE:  Yes,  sepsis  and  stapyhlo- 
coccal  abscess,  and  then  what  happens  when 
one  has  abscesses? 

MRS.  CORBITT:  Pneumothorax. 

DR.  CHRISTIE:  All  right,  pneumothorax. 
Then,  of  course,  there  is  still  another  condi- 
tion which  some  of  you  might  remember. 
Anything  else,  Garrison? 

MR.  GARRISON:  Aspiration  pneumonia. 

DR.  CHRISTIE:  Aspiration  pneumonia, 
atelectasis.  What  else? 

MR.  GARRISON:  Paroxysmal  tachycar- 
dia. 

DR.  CHRISTIE:  Yes,  producing  dyspnea, 
hyperpnea  and  cyanosis.  What  about  the 
entity  variously  described  as  air  block? 
Do  you  recall  air  block  in  some  of  our  dis- 
cussions? Along  with  the  pulmonary  in- 
terstitial emphysema  air  dissects  along  the 
vascular  tracts  to  produce  pneumomediasti- 
num and  with  it  occasionally  high  pressure 
pneumothorax  and  varying  degrees  of  pneu- 
moperitoneum. This  is  the  picture  of  so- 
called  air  block  in  our  pediatric  literature. 
I think  we  might  very  well  have  such  a case 
here.  Possibly  the  10  minutes  before  it 
cried  were  associated  with  resuscitation 
methods,  although  this  is  not  necessarily 
true  nor  does  it  have  to  be  associated  with 
air  block.  Perhaps  something  like  that  went 
on,  not  mentioned  in  the  protocol;  there  may 
have  been  acute  respiratory  distress  from 
air  block.  I think  it  not  a bad  diagnosis. 
Would  anyone  else  volunteer  other  causes 
of  cyanosis  in  the  very  young?  Cerebral 
damage,  atelectasis,  pneumothorax,  air 
block  and  variants  of  that,  and  the  obvious 
one  which  we  are  all  thinking  of  and  which 
we  will  dismiss  in  a minute  when  we  talk 
about  congenital  heart  disease. 

Let’s  go  on  to  the  third  hospital  day.  Some 
of  these  problems  must  have  confronted  the 
clinicians  who  saw  the  cyanotic  baby  in  the 
first  24  hours,  particularly  in  a baby  who 
had  heart  failure,  a big  liver  and  no  mur- 
murs. 

On  the  third  hospital  day  fluoroscopy  and  X-ray 
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of  the  chest  was  interpreted  as  showing  some  en- 
largement of  the  heart. 

Dr.  Francis  is  here  now.  Dr.  Francis, 
this  is  a good  time  to  show  these  pictures  or 
tell  us  what  you  thought. 

DR.  HERBERT  FRANCIS:  The  first  ex- 
amination showed  a little  cardiac  enlarge- 
ment and  congestive  changes  in  both  lungs. 

DR.  CHRISTIE:  Any  lead  to  the  anatom- 
ical diagnosis? 

DR.  FRANCIS:  No.  The  second  day  I 
think  a fluoroscopy  was  done  and  these 
films  made.  Congestive  changes  which  we 
have  noted  on  the  original  film  seemed  to 
be  improved.  The  lungs  were  better  aerated 
and  the  markings  are  not  nearly  as  exagger- 
ated. 

DR.  CHRISTIE:  No  sign  of  air  block? 

DR,  FRANCIS:  No.  The  heart  shadow  is 
a little  bit  large  and  we  felt  there  was  a 
little  preponderance  of  the  left  side, — left 
ventricular  enlargement  on  fluoroscopic  ex- 
amination. 

DR,  CHRISTIE:  The  protocol  says  “em- 
physematous.” That  might  be  significant 
later  on  as  we  learn  the  anatomical  diag- 
nosis. 

The  lungs  appear  to  be  somewhat  emphysema- 
tous. 

Can  you  confirm  that  now? 

DR.  FRANCIS:  No. 

DR.  CHRISTIE: 

At  this  time  cyanosis  was  less  intense  but  readily 
aggravated  by  the  infant’s  crying.  The  liver  was 
palpated  4.5  cm.  below  the  costal  margin.  Several 
observers  were  unable  to  palpate  the  femoral  or 
dorsalis  pedis  pulse. 

This  is  surely  a leading  sign  to  us  and 
would  suggest  to  everybody  including  pos- 
sible freshmen  medical  students  in  the  room 
that  this  baby  might  have  coarctation  of  the 
aorta  or  some  variant  of  it.  Mr.  Corbitt, 
would  you  have  any  other  suggestions  or 
interpretations  of  this  finding? 

MR.  CORBITT:  I still  think  coarction 

most  likely. 

DR.  CHRISTIE:  What  kind  of  coarcta- 
tions do  we  have  in  this  period  of  life? 

MR.  CORBITT:  Infantile. 

DR.  CHRISTIE:  Infantile,  which  is  more 
proximal,  isn’t  it,  than  the  adult  variety? 


There  is  a diffuse  narrowing  of  the  entire 
isthmus  between  the  left  subclavian  artery 
and  the  ductus.  The  pulse  differences  are 
the  same  as  in  the  adult  variety.  Let’s  go 
on  and  at  least  keep  that  in  mind,  because 
something  of  that  kind  must  have  been  in 
the  clinician’s  thinking,  particularly  in  view 
of  what  happened  later. 

Nutritional  requirements  were  met  by  adminis- 
tration of  standard  formula  through  a polyethy- 
lene gastric  tube.  On  the  fifth  hospital  day  in- 
creasing cyanosis  and  dyspnea  were  noted,  with 
associated  grunting  respirations  and  moderate 
sternal  reactions. 

So  whatever  the  infant  had,  whether  ce- 
rebral trauma  or  atelectasis,  it  did  not  have 
pneumothorax  or  air  block.  They  had  been 
ruled  out  adequately  for  us.  Atelectasis  is 
unlikely.  We  know  we  have  enlargement 
of  the  heart. 

A systolic  murmur  was  heard  over  the  precor- 
dium  for  the  first  time.  Liver  edge'  was  palpated 
on  a level  with  the  right  iliac  crest.  Temperature 
cui've  since  the  second  hospital  day  had  been  one 
of  intermittent  daily  spikes  from  a normal  base- 
line to  100-101.  Weight  curve  was  satisfactory  and 
elimination  normal.  Hgb.  was  17  Gm. 

What  about  that,  Mrs.  Corbitt,  is  that 
normal  or  does  that  represent  polycythe- 
mia? 

MRS.  CORBITT:  Seventeen  Gm.  is  nor- 
mal,— really  on  the  lower  side. 

DR.  CHRISTIE:  I think  so  too. 

An  EKG  was  interpreted  as  revealing  right  ven- 
tricular enlargement  and  large  P waves  suggesting 
auricular  enlargement. 

No  help  to  me  as  far  as  an  anatomical  diag- 
nosis is  concerned.  Dr.  Francis,  did  you 
say  the  left  ventricle  was  enlarged  or  could 
you  tell? 

DR.  FRANCIS:  From  the  fluoroscopic  ex- 
amination it  was  thought  that  the  left  ven- 
tricle was  enlarged  (on  the  second  day) 
slightly  enlarged. 

On  the  sixth  hospital  day  angiocardiography 
was  done  with  the  infant  tolerating  the  procedure 
well. 

DR.  CHRISTIE:  Before  we  had  the  film 
and  before  the  murmur  was  heard,  we  had 
a baby  in  heart  failure  with  a large  heart. 
I wonder  if  we  should  not  speculate  a little 
as  to  the  possibility  of  an  anatomical  diag- 
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nosis  because  it  may  be  revealed  in  a minute 
now  by  Dr.  Francis  and  the  angiocardio- 
grams, or  it  may  not  be.  Nevertheless,  we 
have  a cyanotic  baby  with  a large  heart  and 
until  the  fifth  day  no  heart  murmur.  Would 
anybody  like  to  venture  an  anatomical  diag- 
nosis of  congenital  heart  disease  which 
would  fit  in  with  this  picture?  Dawson, 
how  about  you  helping  me  out? 

MR.  DAWSON:  I think  of  cyanotic  heart 
disease  in  the  first  week  or  two  of  life  as  a 
tetralogy  of  Fallot,  although  it  does  not 
exactly  fit  in  with  this  picture. 

DR.  CHRISTIE:  No,  it  does  not.  The 
baby  had  a large  heart  which  is  surely  not 
boot-shaped,  hasn’t  murmurs  that  could  be 
heard  until  quite  late,  lung  fields  do  not 
appear  to  be  be  like  a baby  with  tetralogy 
of  Fallot,  so  we  have  to  consider  again  this 
coarctation  of  the  infantile  variety  of  the 
aorta,  don’t  we,  or  some  variant  of  it?  What 
else,  anybody? 

Perhaps  this  is  the  time  to  get  Dr.  Scott 
to  speak  and  tell  us  what  he  thought,  be- 
cause he  was  involved  in  this  case  also.  I 
think  that  we  have  in  this  hospital  about  6, 
8 or  10  babies  every  year  who  come  in  in 
heart  failure  and  who  have  no  murmurs. 
Some  of  them,  not  all,  are  cyanotic  like  this 
baby.  We  have  in  our  literature  and  in  our 
texts  a diagnosis  of  idiopathic  hypertrophy 
of  the  heart,  which  is  obviously  a very  poor 
diagnosis.  The  more  we  learn  about  the 
pathology,  and  the  more  we  can  correlate 
pathology  with  the  X-ray  examination  and 
clinical  examination,  there  is  a gradual 
picking  off  of  pieces  from  this  diagnosis,  and 
we  are  learning  that  the  diagnosis  as  such  is 
probably  extremely  rare  if  it  even  exists. 

There  are  a few  things  that  can  produce 
enlargement  of  the  heart  in  a cyanotic  baby. 
A couple  of  years  ago  we  had  such  a baby 
who,  I believe,  turned  out  to  have  a rhab- 
domyoma. Glycogen  storage  diseases  were 
set  off  from  the  entity  of  idiopathic  hyper- 
trophy of  the  heart  a number  of  years  ago. 
Dr.  Mitchell  Rubin  in  reviewing  cases  of 
so-called  idiopathic  hypertrophy  found  that 
a large  group  had  glycogen  storage  disease. 
More  recently  when  this  diagnosis  is  made 
we  have  come  to  think  of  what  is  called 
endocardial  sclerosis  or  endocardial  fibro- 


elastosis, or  what  was  known  in  the  old 
literature  as  fetal  endocarditis.  It  has  been 
called  to  our  attention  frequently  enough 
to  suggest  this  condition  when  one  sees  so- 
called  idiopathic  hypertrophy  of  the  heart. 
I do  not  think  we  can  diagnose  this  case  as 
such,  because  as  soon  as  the  murmur  ap- 
peared it  was  no  longer  idiopathic  hypertro- 
phy of  the  heart.  We  have  to  have  another 
explanation  and  that  gets  us  back  to  making 
an  anatomical  diagnosis.  Dr.  Scott,  you  saw 
the  baby  at  this  time.  What  was  your  think- 
ing about  this  baby  who  hadn’t  any  pulses, 
or  at  least  poor  pulses,  who  had  heart  fail- 
ure and  a big  heart  without  murmurs  at 
first  with  murmurs  later? 

DR.  WILLIAM  SCOTT:  It  was  certainly 
a very  confusing  picture.  The  thing  that 
was  quite  impressive  to  all  of  us  who  saw 
the  baby  were  the  absent  pulses.  I do  not 
think  I ever  felt  any  peripheral  pulse.  I 
wondered,  as  did  Dr.  Stahlman,  about  aor- 
tic atresia,  with  the  distal  aorta  fed  by  the 
ductus  arteriosus  and  unoxygenated  blood 
going  into  the  systemic  circulation. 

DR.  CHRISTIE:  Say  that  again.  The 
blood  coming  from  the  distal  aorta  went 
where? 

DR.  SCOTT:  I thought  he  might  have  had 
an  aortic  atresia  of  either  one  of  two  types. 
One,  in  which  there  is  a dissolution  of  con- 
tinuity of  the  ascending  aorta  and  the  distal 
arch.  In  these  rare  cases  the  distal  aorta 
is  joined  to  the  heart  ductus,  and  some  ven- 
ous blood  from  the  right  heart  is  fed  directly 
into  the  descending  aorta  through  the  duc- 
tus. With  that  sort  of  thing,  which  can  be 
called  a form  of  coarctation,  we  should  have 
felt  pulses  in  his  carotids,  which  most  of  us 
did  not.  (Although  some  examiners  thought 
they  could  feel  faint  carotid  pulses,  I never 
thought  I could  in  those  early  days.)  The 
other  thing  about  that  type  of  anomaly  is 
that  one  should  see  a difference  in  the  de- 
gree of  cyanosis  between  the  lower  extremi- 
ties and  the  upper,  particularly  when  the 
baby  cries.  We  could  not  demonstrate  this. 
The  second  diagnosis  we  considered  was 
aortic  atresia  of  the  basal  type  in  which 
there  is  no  aortic  valve  opening,  but  there 
is  a large  intraventricular  septal  defect,  and 
again  a ductus  carrying  blood  from  the  pul- 
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monary  circuit  into  the  descending  aorta. 
We  weren’t  able  to  go  much  further  than 
that. 

DR  CHRISTIE:  Isn’t  pulmonary  atresia 
incompatible  with  this  much  life? 

DR.  SCOTT:  No,  pulmonary  atresia  is  cer- 
tainly compatible  with  much  more  life  than 
this,  but  heart  failure  on  the  basis  of  pulmo- 
nary atresia  at  this  age  is  quite  uncommon, 
I think.  Transposition  of  the  great  vessels 
is  something  that  always  has  to  be  thought 
of  in  a newborn  infant  who  is  cyanotic, 
whether  he  has  heart  failure  or  not.  It  is 
very  common,  and  it  is  quite  common  for  a 
transposition  anomaly  to  be  associated  with 
failure.  Another  possibility  would  be  a 
tricuspid  atresia  with,  of  course,  associated 
pulmonic  stenosis.  That  sort  of  thing  can 
lead  to  early  failure, — in  the  first  few  days 
of  life.  However,  we  couldn’t  tie  any  of  the 
latter  possibilities  in  with  the  absent  pulses. 
We  had  to  assume  that  the  baby  had  some 
sort  of  obstruction  to  the  aortic  flow.  And, 
undoubtedly  aortic  atresia  is  what  most  of 
us  thought  he  had. 

DR.  CHRISTIE:  So  you  asked  for  angio- 
cardiograms? 

DR.  SCOTT:  Yes. 

DR.  CHRISTIE:  Dr.  Francis  will  now 

show  you  what  he  found. 

DR.  FRANCIS:  In  the  preliminary  film, 
before  any  injection  was  made,  we  can  see 
the  small  rounded  increased  densities  scat- 
tered throughout  the  lungs  which  made  us 
think  this  child  was  back  in  congestive  fail- 
ure as  he  had  been  on  the  first  day.  This  is 
how  the  lungs  looked  on  the  first  day  when 
he  was  digitalized.  Injection  was  made 
and  a series  of  films  were  made  at  one- 
second  intervals  for  8 seconds. 

On  first  second  films,  opaque  medium  is 
beginning  to  fill  the  right  auricle  and  we 
see  more  of  the  right  auricle  at  2 seconds. 
This  little  shadow  is  the  filling  of  the  right 
auricular  appendage.  The  right  auricle  is 
seen  again  on  the  3 second  film  and  I think 
here  we  can  see  a straight  linear  margin 
which  is  probably  the  border  of  the  right 
auricle. 

At  4 seconds  we  see  opaque  medium  in 
the  right  ventricle.  Even  at  2 seconds  some 


opacity  is  beginning  to  show  in  the  pulmo- 
nary artery.  At  4 seconds  it  is  quite  clearly 
visualized.  I would  like  to  direct  your  atten- 
tion to  this  apparent  constriction  about  1 
cm.  proximal  to  the  top  of  the  pulmonary 
artery  before  it  divides  into  the  right  and 
left  branches.  On  this  film  beginning  opaci- 
fication of  the  peripheral  vessels  in  the  lung 
is  seen. 

In  the  5 second  film  we  can  see  the  left 
auricle  in  its  usual  position.  We  still  have 
dye  in  the  right  auricle  and  right  ventricle. 
Here  again  is  seen  the  little  constricted  band 
on  the  pulmonary  artery,  before  it  branches 
into  the  two  main  branches,  and  it  remains 
throughout  the  rest  of  the  series  as  does 
visualization  of  the  peripheral  pulmonary 
vessels.  The  left  auricle  is  constantly  vis- 
ualized throughout  the  rest  of  the  series. 
On  first  glance  I thought  this  patient  prob- 
ably had  aortic  stenosis  because  at  no  time 
had  we  been  able  to  see  aorta,  either  the 
thoracic  or  abdominal.  We  can  see  reflux 
into  the  inferior  vena  cava  on  the  3 second 
exposure  and  throughout  the  rest  of  the  ex- 
amination to  some  extent.  After  examina- 
tion, we  finally  came  to  the  conclusion  that 
the  dye  seen  in  the  extreme  left  heart  might 
be  a little  in  the  left  ventricle.  At  first  we 
interpreted  all  this  dye  to  the  left  of  spine 
to  be  left  ventricle,  but  after  study  we 
thought  practically  all  of  this  was  right 
heart,  auricle  and  ventricle,  with  the  pul- 
monary vessels  seen  throughout  the  remain- 
der of  the  examination.  Normally,  within 
3 seconds,  we  would  have  seen  all  of  the 
dye  pass  out  of  the  right  auricular  shadow 
and  into  the  right  ventricle  and  would  have 
very  good  visualization,  by  3 seconds  at  the 
latest,  of  the  peripheral  pulmonary  vascular 
tree.  However,  we  have  to  remember  we 
thought  this  child  was  in  congestive  failure, 
thus  accounting  for  the  remarkably  slow 
clearing  of  opaque  media  from  the  right  side 
of  the  heart.  Even  at  8 seconds  we  still 
have  opaque  media  in  the  right  auricle  and 
right  ventricle  and  maybe  a little  bit  in  the 
left  ventricle.  Left  auricle  which  is  visible 
distinctly  at  the  5 second  exposure  is  still 
present  at  8 second  exposure.  Because  of 
this  very  slow  passage  we  had  to  change  our 
mind  about  the  aorta,  which  should  have 
been  seen  where  this  gap  is  and  should  have 
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been  visible  at  this  site  after  5 seconds.  At 
no  time  is  there  any  visibility  of  the  aorta 
at  all.  This  was  probably  due  to  the  slow 
passage  of  media  through  the  heart  and  had 
we  had  later  exposures  the  aorta  might  have 
been  visualized.  So  we  had  to  discount  the 
lack  of  visibility  of  the  aorta  and  presume 
that  most  of  the  change  was  on  the  basis  of 
some  pulmonary  atresia  although  we  could 
not,  with  this  degree  of  constriction,  see 
sufficient  atresia  to  cause  the  slow  passage 
of  the  opaque  media.  We  did  not  really 
know  what  was  wrong  with  this  patient. 

DR.  CHRISTIE:  It  is  pretty  obvious  that 
we  did  not  either  because  the  baby  contin- 
ued to  go  downhill.  Now  as  is  customary, 
I am  forced  to  make  a diagnosis  and  I can’t 
do  it  any  more  than  Dr.  Francis  or  Dr.  Scott. 
I would  say  this  baby  has  Congenital  Mal- 
formation of  the  heart,  adding  “incompletely 
diagnosed,”  and  let  it  go  at  that  and  wait 
for  Dr.  Shapiro  to  tell  us  what  the  baby 
had. 

DR.  JOHN  SHAPIRO:  This  was  a very 
interesting  case  anatomically  as  well  as 
clinically  and  I think  that  we  can  best  pre- 
sent the  lesion  by  a photograph. 

At  the  time  of  autopsy  there  was  general- 
ized retroperitoneal  edema,  indicative,  of 
course,  of  congestive  failure  and  hepatic  en- 
largement. The  right  side  of  the  heart  at 
the  time  of  examination  was  quite  promi- 
nent, and  seemed  to  be  hypertrophied  as  did 
the  left  side,  although  more  so  on  the  right 
side  than  on  the  left.  Figure  1 shows  that  the 
left  ventricle  has  an  opaque  membrane-like 
structure  on  the  endocardial  surface,  the 
classical  appearance  of  endocardial  fibro- 
elastosis. The  right  ventricle  is  conspicu- 
ously free  of  the  structure  which  occupies 
the  inner  surface  of  the  left  ventricle.  This 
membrane-like  structure  which,  incidental- 
ly, is  quite  tough  and  fibrinous  and  extended 
into  the  left  auricle,  was  confined  to  the  left 
chambers  with  possible  involvement  of  the 
pulmonary  veins.  The  thickness  is  estimat- 
ed to  be  between  2 and  3 mm.  I think  it  is 
reasonable  to  assume  that  this  hard  fibrous 
structure  might  impose  some  actual  mechan- 
ical barrier,  both  to  the  diastolic  filling  and 
the  systolic  emptying  of  this  chamber,  and 
I think  might  have  been  a factor  in  the 


Figure  1 


prolonged  circulation  time  of  the  blood 
through  this  chamber.  The  remainder  of 
the  heart  on  gross  examination  was  not  re- 
markable. There  was  a patent  foramen 
ovale  which  was  partially  closed  and  was 
thought  to  allow  passage  of  blood  from  the 
right  to  the  left  side  but  not  from  left  to 
right.  The  ductus  arteriosus  was  still  pat- 
ent and  was  quite  large  and  the  estimated 
diameter  of  this  vessel  at  time  of  autopsy 
was  about  1.5  cm.,  which  is  quite  a good 
sized  ductus.  In  so  far  as  the  nature  of 
endocardial  fibro-elastosis  is  concerned,  I 
think  we  can  show  that  quite  well  on  micro- 
scopic section.  This  is  a section  of  myocar- 
dium and  in  one  area  which  represents  the 
endocardial  surface  we  can  show  a tremen- 
dous thickening  of  the  endocardium.  Here 
is  the  endothelialized  layer  of  the  ventricle; 
the  thickened  endocardium  extends  all  the 
way  up  to  here.  Notice  these  vacuolated 
cells  here  which  in  my  opinion  represent  the 
conduction  fibers  but  there  is  a remote  pos- 
sibility that  these  may  have  contained  gly- 
cogen. I think  that  they  were  vacuolated 
conduction  fibers.  The  nature  of  the  thick 
sclerotic  layer  is  well  shown  here.  I think 
we  can  show  it  better  on  the  basis  of  connec- 
tive tissue  and  elastic  tissue  stains.  The 
term  “endocardial  fibro-elastosis”  I think  is 
quite  descriptive  inasmuch  as  there  is  both 
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collagenous  and  elastic  connective  tissue 
making  up  this  dense  thick  membrane.  With 
a Mallory  connective  tissue  stain  you  will 
note  that  a good  part  of  the  membrane  is 
made  up  of  collagen.  This  is  an  elastic  tis- 
sue stain,  the  darker  fibers  you  see  represent 
elastic  connective  tissues.  Thus,  as  in  the 
other,  there  is  a great  abundance  of  elastic 
connective  tissue.  These  findings  give  the 
lesion  the  name  of  fibro-elastosis.  The  eti- 
ology of  this  condition  is  completely  un- 
known. We  have  had  a total  of  5 or  6 cases 
in  this  hospital.  It  has  been  previously 
known  as  subendocardial  fibrosis  or  fetal 
endocarditis.  I think  the  latter  is  an  inap- 
propriate term  inasmuch  as  in  these  sections 
and  in  the  other  sections  there  is  no  evi- 
dence of  inflammatory  reaction.  In  the 
present  state  of  our  knowledge  we  had  best 
classify  it  as  a congenital  anomaly.  The 
lungs  were  atelectatic  and  vessels  in  the 
lungs  showed  some  peculiar  changes  which 
I won’t  elaborate  upon  at  the  present  time 
other  than  to  say  that  they  seemed  to  be 
thickened.  We  are  interested  in  the  nature 
of  this  thickening  of  the  pulmonary  vessels 
and  we  may  investigate  that  further.  Other 
than  that,  the  autopsy  findings  were  negli- 
gible. 

DR.  CHRISTIE:  Dr.  Shapiro,  what  were 
the  changes  again  in  the  myocardium? 

DR.  SHAPIRO:  The  myocardium  itself 
was  comparatively  normal  for  a week-old 
child  except  for  hypertrophy.  There  was 
no  glycogen  deposition  other  than  possible 
glycogen  deposition  which  was  pointed  out. 
There  was  no  inflammatory  reaction  in  the 
muscle  fibers  nor  in  the  interstitial  tissue. 
The  whole  change  as  far  as  I could  ascer- 
tain was  confined  to  the  subendocardial 
layers.  Any  other  questions? 

DR.  BEVERLY  TOWERY:  Any  on  the 
right  side? 

DR.  SHAPIRO:  No,  sir;  it  was  all  con- 
fined to  the  left  side. 

DR.  CHRISTIE:  I hope  that  when  you  see 
a baby  with  a big  heart,  who  is  cyanotic,  in 
heart  failure  and  is  relatively  pulseless 
rather  than  thinking  of  idiopathic  hyper- 
trophy of  the  heart  you  will  consider  this 


condition  of  endocardial  sclerosis  or  fibro- 
elastosis. It  is  not  a new  condition  as  Dr. 
Shapiro  indicated.  You  will  find  an  excel- 
lent short  description  of  it  in  Maude  Ab- 
bott’s article  in  Volume  4 of  Osier’s  System 
of  Medicine,  under  the  title  of  “Fetal  Endo- 
carditis,” but  as  Dr.  Shapiro  says,  it  really 
does  not  have  any  evidence  of  inflammation 
in  it.  There  are  some  interesting  sidelights 
from  a purely  pediatric  standpoint.  There 
are  some  recent  articles  in  our  literature  on 
the  subject  which  are  pretty  good  summa- 
ries.1 - In  about  one-half  of  the  cases 
there  have  been  maternal  infections,  some  of 
the  viral  infections.  About  40-50  per  cent 
have  associated  congenital  abnormalities. 
Whether  or  not  this  means  that  there  is 
defective  germ  plasm  I do  not  know.  As 
we  frequently  find  multiple  congenital  mal- 
formations there  may  be  embryological  ex- 
planation for  this.  The  details  are  a little 
vague  at  this  time.  When  I talked  to  Dr. 
Clark  about  this,  I believe  he  suggested  that 
valves  form  from  endocardium  and  sort  of 
pouch  out.  Some  variant  of  this  develop- 
ment might  have  gone  on. 

I think  I can  recall  four  of  these  cases. 
Dr.  Peterson  told  me  the  other  day  he  re- 
membered reporting  one  at  the  Vanderbilt 
Medical  Society  as  a case  report,  a baby  who 
had  sudden  onset  of  cyanosis,  cough,  ano- 
rexia, wheezing  respirations,  went  into  heart 
failure  from  what  was  thought  to  be  asthma. 
This  we  might  now  recognize  as  a typical 
case  of  endocardial  fibro-elastosis.  Subse- 
quent autopsy  revealed  this  to  be  true.  I 
believe  none  of  our  four  cases  have  had  any 
evidence  of  maternal  infection,  although  the 
cases  I referred  to  in  the  literature  would 
indicate  that  that  might  be  an  etiological 
feature.  As  far  as  the  physiology  is  con- 
cerned I suppose  anything  as  sclerotic  as 
the  endocardium  we  have  just  seen  can’t 
push  blood  through  it  and  that  resolves  Dr. 
Francis’  observation  in  the  angiocardiogram 
of  slow  circulation  time  within  the  heart.  It 
is  perhaps  also  the  reason  that  secondarily 
it  produces  the  heart  failure.  The  myocar- 
dium becomes  anoxic,  can’t  properly  circu- 
late the  blood  and  it  hypertrophies  and  fails. 
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So  we  have  at  least  a pathological  explana- 
tion and  physiological  explanation  for  fail- 
ure. I hope  we  will  all  come  closer  to  the 
correct  diagnosis  on  the  next  case  of  endo- 
cardial sclerosis,  or  fibro-elastosis  which  we 
see  clinically. 
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The  Return  of  Reproductive  Capacity  Following 

Spontaneous  Abortion.  Sullivan,  C.  L.  Am.  J. 

Obst.  & Gynec.,  63:671,  1952. 

It  is  interesting  to  note  just  how  much  the 
simple  uncomplicated  spontaneous  abortion  debili- 
tates the  average  woman,  who  never  expects  this 
common  calamity  to  enter  her  personal  sphere. 
Upon  the  quick  recovery  which  generally  ensues 
from  this  depression,  there  naturally  arise,  first, 
the  question  as  to  the  cause  of  the  misadventure 
and,  second,  the  instinctive  desire  again  to  attempt 
reproduction.  In  the  mind  of  the  patient  the 
cause  is  always  physical  and  never  anatomic, 
physiologic  or  dietetic.  This  study  was  under- 
taken to  determine  the  time  of  and  the  efficiency 
of  the  reproductive  capacity  following  spontane- 


ous abortion.  The  established  physiological  con- 
cept of  a thermogenic  response  to  the  ovarian 
production  of  progesterone  was  the  method  used 
in  this  study.  The  author  reports  observation  of 
65  patients  and  concludes  the  following.  Routine 
curettage  is  not  necessary  in  a clinically  complete 
spontaneous  abortion  from  the  standpoint  of  re- 
turn of  ovarian  activity.  Ovulation  will  return 
in  90  per  cent  of  cases  prior  to  the  first  menses  in 
four  to  six  weeks,  whether  a curettage  is  per- 
formed or  not.  The  first  ovulation  following  spon- 
taneous abortion  is  about  one-half  as  fertile  as  in 
average  cycles  and  exposures  to  pregnancy  .before 
the  first  flow  after  abortion  probably  should  be 
avoided.  (Abstracted  by  Hamilton  V.  Gayden, 
M.D.,  Nashville,  Tennessee.) 
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TENNESSEE  PLAN  THREATENED  BY  WSB  RULING 


Our  doctor-spon- 
sored  Tennessee 
Plan  of  voluntary 
health  insurance 
began  operation  in 
July,  1949,  on  a 
safe  and  conserva- 
tive basis.  We 
were  following  the 
adage  that  one 
must  learn  to  walk 
before  he  can  run.  But  now  that  many 
headaches  have  been  encountered  and 
eased,  your  Prepaid  Insurance  Committee 
has  worked  out  detailed  plans  for  an  expan- 
sion of  benefits.  The  Knoxville  convention 
voted  approval  of  a particular  expansion  of 
benefits  to  the  public.  This  was  the  raising 
of  income  limitation  for  the  head  of  the 
family  from  $3,600  to  $4,200. 

All  this  has  been  encouraging,  but  two 
months  ago  a federal  bureau  dealt  a jolting 
blow  to  our  expansion  plans.  The  Wage 
Stabilization  Board’s  Nashville  office  ad- 
vised TSMA  headquarters  that  General 
Wage  Regulation  78  would  prohibit  the 
expansions  we  contemplate.  The  reason 
given  was  that  such  increase  in  benefits  to 
employees  would  be  considered  as  in  lieu 
of  wage  raises — in  cases  where  the  employer 
paid  part  or  all  of  the  premium.  The  Board 
said  such  an  increase  in  benefits  would  be 
“unstabilizing”  to  the  nation’s  economy. 

It  is  difficult  to  understand  how — by  any 
stretch  of  the  imagination — an  increase  in 
insurance  benefits  can  be  construed  as  “un- 
stabilizing.” It  seems  that  the  reverse 
would  be  true.  These  increases  simply  go  a 
step  further  in  helping  the  people  to  protect 
their  family  budgets  against  the  costs  of 


unforseen  illnesses.  Such  increases  certain- 
ly would  stabilize  many  family  budgets. 
But  the  WSB  says  no,  we  can’t  take  the 
step.  It  hands  down  an  edict  that  we  do  not 
intend  to  take  without  a fight. 

That  fight  was  begun  immediately  after 
we  were  informed  of  the  strange  ruling. 
The  first  step  was  a letter  and  background 
material  sent  to  Hon.  Percy  Priest,  Con- 
gressman from  the  Sixth  District  of  Tennes- 
see and  Democratic  Majority  Whip.  He  im- 
mediately contacted  the  WSB  Chairman 
with  an  appeal.  Other  assistance  came  from 
doctors  throughout  the  state  who  asked  for 
and  received  aid,  from  Senator  McKellar, 
and  Congressmen  Howard  Baker,  Carroll 
Reece,  Tom  Murray,  and  Clifford  Davis. 

The  next  step  may  be  a hearing  on  our 
appeal  for  a reversal  in  the  ruling,  as  it 
affects  The  Tennessee  Plan.  The  TSMA 
Attorney,  Mr.  Charles  Cornelius,  is  studying 
the  entire  situation,  including  correspond- 
ence from  the  WSB  Chairman.  Our  prin- 
cipal hope  to  salvage  the  plans  for  expan- 
sions lies  in  obtaining  a reversal  of  the  rul- 
ing. The  Executive  Secretary  of  the  Ten- 
nessee State  Medical  Association  has  filed 
the  proper  petition  with  the  Wage  Stabili- 
zation Board. 

The  Plan  has  grown  rapidly  since  its  birth 
and  now  covers  some  380,000  Tennesseans. 
It  deserves  our  strong  support,  particularly 
now  that  its  future  growth  is  being  threat- 
ened by  a ruling  from  Washington  which 
seems  to  stifle  free  enterprise. 
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Address  all  public  relations  and  organizational  problems 
to  V.  O.  Foster,  Executive  Secretary,  504  Doctors  Building, 
Nashville  3,  Tennessee. 

R.  H.  KAMPMEIER,  M.D.,  Editor  and  Secretary 
Vanderbilt  University  Hospital,  Nashville 
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THE  ANNUAL  SESSION  OF  1952 

The  annual  meeting  of  the  Tennessee 
State  Medical  Association  seemed  to  be  a 
successful  one,  if  one  may  judge  by  com- 
ments made  by  members  to  the  officers.  One 
gained  a general  sense  of  satisfaction  in  the 
atmosphere  where  doctors  met  in  groups. 
The  Committee  on  Scientific  Work  should 
feel  that  its  efforts  paid  off,  if  the  many 
complimentary  remarks  about  the  program 
are  a true  index  of  the  members’  feelings 
about  this  phase  of  the  program.  At  this 
time  the  Committee  thanks  all  the  essayists 
who  supplied  the  material  which  made  our 
program  so  satisfying. 

On  the  non-scientific  side  the  profession 
of  Tennessee  in  its  House  of  Delegates  put 
itself  squarely  in  the  position  of  throwing 
the  lie  into  the  teeth  of  the  “do-gooders" 
who  say  that  the  medical  profession  offers 
nothing  to  correct  the  alleged  inadequate 
medical  care  in  this  country.  Because  of 
the  devaluation  of  the  dollar  plus  lowered 
“take-home  pay,”  the  House  of  Delegates 
approved  upping  the  income  level  for  in- 
surance under  the  Tennessee  Plan  to  $4,200 


for  the  married,  maintaining  the  $2,400  level 
for  the  single  person.  The  revised  schedule 
($200  maximum  benefit)  will  replace  the 
present  schedule  in  all  new  contracts  when 
approved  by  the  Wage  Stabilization  Board 
and  when  enough  physicians  sign  new  par- 
ticipating agreements  to  service  the  revised 
contract.  Thus  prepaid  surgical  insurance 
still  can  potentially  cover  70  per  cent  of  the 
population.  The  second  item  of  forward- 
looking  public  service  was  the  passage  of  a 
resolution  endorsing  hospitalization  for  the 
indigent  of  Tennessee.  The  medical  profes- 
sion is  willing  and  anxious  to  aid  the  “for- 
gotten” of  Ewing  and  his  “social  minded” 
cohorts. 

The  lighter  side  of  the  Annual  Session 
was  happily  and  efficiently  provided  by  the 
Knoxville  Academy  of  Medicine.  Their  hos- 
pitality is  unmatched  and  the  members  of 
the  Association  owe  the  Knoxville  physi- 
cians and  their  wives  warm  thanks. 

* 

NEW  CHEMOTHERAPY  IN  TUBERCULOSIS 

In  the  last  issue*  of  the  Journal  of  the 
Tennessee  State  Medical  Association  discus- 
sion appeared  on  the  modern  management 
of  tuberculosis.  Editorially,  it  was  pointed 
out  that  unfortunate  publicity  had  been 
given  in  the  lay  press  to  new  drugs  which 
might  be  of  aid  in  the  treatment  of  tubercu- 
losis. (Incidentally,  it  seems  likely  that 
pharmaceutical  houses  should  not  be  indict- 
ed for  premature  announcement  of  these 
chemical  agents.  In  their  instance  their 
hands  may  have  been  forced  by  non-m;dical 
publicity.) 

Since  writing  the  April  editorial,  your 
editor  has  been  circularized  by  a statement 
from  the  American  Trudeau  Society  con- 
cerning the  present  status  of  isonicotinic 
acid  hydrazide,  the  drug,  or  its  variations 
and  allied  chemicals,  under  study.  Because 
of  its  importance  your  editor  believes  fur- 
ther comments  are  justified  on  this  subject 
so  that  members  of  the  profession  will  be 
in  a position  to  discuss  it  with  their  patients. 

This  group  of  synthetic  substances  are  not 


*Staff  Conference,  Thayer  Veterans  Administra- 
tion Hospital,  Tennessee  M.  J.,  45:143,  1952, 

Editorial  ibid.,  45:159,  1952. 
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antibiotics.  The  isonicotinic  acid  hydrazide 
is  bacteriostatic  in  vitro  against  the  tubercle 
bacillus  in  concentrations  as  low  at  0.02-0.06 
mcgm.  ml.  It  is  ineffective  against  gram- 
negative and  gram-positive  pathogens.  In 
monkeys,  mice,  rabbits  and  guinea  pigs  in- 
fected with  virulent  human  strains  of  tuber- 
cle bacilli,  it  is  promisingly  effective  in  ar- 
resting the  infection.  During  the  first  few 
months  it  thus  seems  to  be  the  equivalent  of 
streptomycin.  No  clear-cut  information  has 
been  gained  concerning  the  possible  devel- 
opment of  bacillary  resistance  to  the  drug. 

It  seems  the  drug  and  its  derivatives  are 
of  low  toxicity  in  the  therapeutic  ranges. 
Excretion  is  largely  bv  the  urine.  It  is 
present  in  the  blood  serum,  cerebrospinal 
fluid  and  pleural  fluid  within  an  hour  or  so 
after  administration.  The  drug  may  be 
given  orally  (in  a range  of  3-5  mg.  Kg.  of 
body  weight)  or  parenterally.  The  toxic 
effects  in  man  have  been  constipation,  diffi- 
culty in  beginning  micturition,  increased  re- 
flexes, hypotension  and  dizziness,  eosino- 
philia,  drop  in  hemoglobin  and  renal  irrita- 
tion in  terms  of  albuminuria  (trace)  casts 
and  reducing  substances. 

In  man  the  drug  has  been  used  in  the 
main  in  patients  with  advanced  tuberculo- 
sis, or  those  with  forms  unlikely  to  respond 
to  acceptable  methods  of  therapy  today.  In 
such  patients  it  has  led  to  reduction  of  fever 
and  increased  appetite,  weight  and  strength. 
The  amount  of  sputum  and  number  of  bacilli 
in  the  sputum  have  been  reduced;  the  X-ray 
film  has  shown  some  reversal  of  the  pulmo- 
nary process.  Early  response  in  tuberculous 
fistulas  and  in  a few  cases  of  meningeal 
involvement  has  been  favorable. 

Certainly  no  undue  optimism  concerning 
the  use  of  these  drugs  is  warranted.  We 
must  assure  the  tuberculous  patient  and 
members  of  his  family  that  the  millennium 
in  the  treatment  of  tuberculosis  is  not  here 
as  yet.  Much  will  need  to  be  learned  about 
these  chemicals  until  their  place  in  anti- 
tuberculous therapy  is  established.  Nothing 
is  known  concerning  how  these  drugs  act  on 
the  infecting  organism,  or  on  the  host. 
Nothing  is  known  about  optimal  dosage  or 
mode  of  treatment,  nor  the  duration  of  ther- 
apy, prolonged  or  brief.  And  as  was  said 
before,  nothing  is  known  concerning  the 


development  of  bacillary  resistance  to  the 
drugs. 

At  the  moment  there  is  no  indication  that 
these  drugs  can  do  more  than  streptomycin 
and  paraminosalicylic  acid,  whose  use  was 
so  well  illustrated  in  the  staff  conference 
which  appeared  in  the  April  issue.  In  any 
event  these  drugs  belong  only  in  the  hands 
of  physicians  who  treat  tuberculosis  in  in- 
stitutions which  permit  controlled  observa- 
tions. It  is  only  after  adequate  study  of 
large  numbers  of  patients,  having  a disease 
as  chronic  as  tuberculosis,  that  those  in  clin- 
ical research  can  advise  the  practitioner  how 
to  treat  the  single  case  in  his  hands  at  the 
moment. 

R.  H.  K. 

* 

Special  Item 

The  members  of  the  Tennessee  medical 
profession  should  be  aware  of  the  support 
they  have  received  from  a most  important 
group  of  citizens  of  this  state.  The  Tennes- 
see Congress  of  Parents  and  Teachers,  rep- 
resenting a membership  of  202,000  citizens, 
passed  the  followmg  resolution  at  the  an- 
nual meeting  in  April.  This  is  the  first  time 
that  any  state  Congress  of  Parents  and 
Teachers  has  taken  such  a forthright  posi- 
tion against  federal  medicine  and  support 
for  voluntary  prepaid  insurance.  Further- 
more, it  was  indicated  that  the  legislative 
committee  of  this  body  would  support  the 
medical  profession  in  its  efforts  for  the  pas- 
sage of  legislation  for  provision  of  hospitali- 
zation for  the  indigent  of  the  State. — Editor. 

Resolution  Adopted  by  Tennessee 
Congress  of  Parents  and  Teachers 

WHEREAS,  the  Tennessee  Congress  of 
Parents  and  Teachers  is  deeply  interested 
in  the  health  of  every  child;  and 

WHEREAS,  the  proper  medical  care  of 
children  is  essential  to  the  welfare  of  this 
State;  and 

WHEREAS,  children  today  are  the  bene- 
ficiaries of  the  finest  system  of  medical  care 
in  the  world — a system  conceived  and  de- 
veloped in  an  atmosphere  of  freedom,  per- 
sonal responsibility,  private  enterprise  and 
private  initiative;  and 

WHEREAS,  local  governments,  local  hos- 
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pitals,  and  local  physicians  have  always  rec- 
ognized their  responsibility  to  care  for  those 
unable  to  pay;  and 

WHEREAS,  voluntary,  prepaid  health  in- 
surance plans  are  now  widely  available  by 
which  self-supporting  persons  can  pay  the 
greater  portion  of  their  medical  care  costs 
without  unreasonable  financial  hardship, 
and  without  endangering  the  personal  doc- 
tor-patient relationship;  and 

WHEREAS,  any  system  of  compulsory 
health  insurance  under  government  control 
would  deprive  the  individual  of  exercising 
his  personal  freedom  and  judgment  in  pro- 
viding health  care  for  himself  and  his  fam- 
ily; and 

WHEREAS,  the  Tennessee  State  Medical 
Assocaition  has  proposed  a program  for  hos- 
pitalization of  the  indigent  sick  of  Tennessee 
to  be  supported  by  tax  funds  with  the  medi- 
cal services  being  rendered  free  by  the  phy- 
sicians of  Tennessee,  and  a committee  has 
been  appointed  by  Governor  Browning  to 
study  the  proposal  and  make  recommenda- 
tions to  the  next  Legislature; 

NOW,  THEREFORE,  BE  IT  RESOLVED 
BY  THE  TENNESSEE  CONGRESS  OF 
PARENTS  AND  TEACHERS— 

That  we  believe  the  best  medical  care  of 
children  is  available  under  the  principle  of 
free  enterprise  including  the  freedom  of  the 
patient  to  choose  his  physician;  and 

That  voluntary  health  insurance  is  the 
best  method  of  prepaying  the  costs  of  med- 
ical care  without  unreasonable  financial 
hardship;  and 

That  we  endorse  and  give  our  support  to 
the  plan  proposed  by  the  Tennessee  State 
Medical  Association  to  provide  hospitaliza- 
tion including  medical  care  to  the  indigent 
sick  in  Tennessee;  and 

That  we  oppose  any  plan  that  would 
adversely  affect  medical  progress  or  that 
would  abridge  the  freedom  of  parents  to 
assume  their  proper  personal  responsibility 
for  the  health  care  of  their  children. 


Dr.  Charles  McCormick  Oberschmidt, 

Memphis  chest  specialist  and  former  Staff 


Chief  at  Oakville  Sanatorium,  died  of  a 
heart  attack  at  3:45  p.m.,  April  4.  Aged  50. 

Dr.  Joe  Hall,  Maryville,  who  had  practiced 
medicine  in  Blount,  Loudon,  and  Monroe 
Counties  for  the  past  40  years,  died  April  4, 
1952,  from  a heart  attack.  Aged  64. 

I)r.  Owen  Hassell  Williams,  Savannah, 
died  March  22  after  a long  illness.  Aged 
70. 

Dr.  John  Hartwell  Marable  IV,  Cowan, 
died  April  7,  1952,  after  a brief  illness.  Dr. 
Marable  had  practiced  medicine  for  45  years. 
Aged  77. 

Dr.  Thomas  F.  Booth,  Pulaski,  died  on 
April  9 from  a stroke  while  attending  the 
Tennessee  State  Medical  Association’s  an- 
nual convention  in  Knoxville.  Dr.  Booth 
served  on  the  Association’s  Nominating 
Committee  which  held  its  final  session  just 
three  hours  before  he  was  striken.  Aged  50. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County  Medical 
Society 

At  the  March  27  meeting  Dr.  John  Killef- 
er  read  a paper  on  “Fractures  of  the  Wrist,” 
and  Dr.  Harold  Henning  discussed  “Abuses 
of  Bed  Rest  in  Treatment  of  Myocardial  In- 
farction.” The  papers  were  discussed  by 
Dr.  Houston  Price  and  Dr.  E.  White  Patton, 
respectively. 

* 

The  Society  supplanted  its  usual  Spring 
Clinical  Congress  with  a series  of  four  din- 
ner programs.  The  April  17  lecture  was 
given  by  Dr.  Isadore  Dyer,  Professor  of  Ob- 
stetrics at  Tulane.  His  subject  was  “Pres- 
ent-Day Indications  in  Caesarean  Section.” 
The  series  of  meetings  were  scheduled  to  be 
held  at  the  Chattanooga  Golf  and  Country 
Club. 

* 

Sullivan-Johnson  County  Society 

The  Society  made  a public  announcement 
of  its  Grievance  Committee  last  month.  Dr. 
Charles  J.  Harkrader,  Secretary,  stated  that 
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anyone  who  had  a complaint  or  grievance 
against  any  physician  should  write  to  the 
Public  Relations  Committee,  Sullivan-John- 
son  County  Medical  Society,  and  the  Com- 
mittee would  attempt  to  arrange  an  amica- 
ble settlement  of  such  grievances. 

* 

Hamblen  County  Medical  Society 

The  Society  strongly  endorsed  a fluorida- 
tion program  for  Morristown’s  water  supply. 
Dr.  C.  J.  Duby,  Morristown  pediatrician, 
spoke  in  behalf  of  fluoridation  before  a 
meeting  of  the  Rotary  Club  in  Morristown 
last  month. 

* 

Consolidated  Medical  Assembly 

Dr.  Seldon  Mann.  Chief  of  Medicine,  Osch- 
ner's  Clinic,  New  Orleans,  addressed  the 
dinner  session  of  the  Assembly  at  the  New 
Southern  Hotel  on  March  25.  Dr.  Mann’s 
subject  was  “Some  Practical  Aspects  in  the 
Diagnosis  and  Treatment  of  Hypothyroid- 
ism.” 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

On  April  1,  the  members  were  guests  of 
the  staff  of  Central  State  Hospital  with  the 
usual  excellent  dinner.  Dr.  O.  S.  Hauk, 
superintendent,  read  a paper  entitled  “Dis- 
eases and  Care  of  the  Aged.”  At  a Memorial 
Service  on  April  15,  personal  tributes  were 
paid  to  those  of  its  members  who  had  died 
during  the  past  year.  The  members  of  the 
Academy  were  guests  of  Vanderbilt  Univer- 
sity Hospital  on  April  29.  The  following 
program  was  presented: — “The  Relief  of 
Some  Symptoms  of  Uremia  by  Potassium,” 
by  Dr.  B.  T.  Towery;  “Hysterectomy:  Report 
ol  1,331  Cases,’’  by  Dr.  J.  C.  Burch;  and 
"Demonstration  of  an  Apparatus  Designed 
for  Extra-Corporeal  Circulation,”  by  Dr.  R. 
A.  Daniel,  Jr.,  and  Dr.  R.  A.  Light. 

* 

The  Academy,  as  a result  of  a strong  rec- 
ommendation to  the  Community  Services 
Commission  in  Davidson  County,  has  se- 
cured consideration  of  the  employment  of  a 
trained  medical  examiner  in  Davidson  Coun- 
ty to  supplant  the  antiquated  coroner  sys- 


tem. The  Commission  is  making  a thorough 
survey  of  all  community  services  in  the 
Nashville  and  Davidson  County  area. 

* 

Knoxville  Academy  of  Medicine 

At  the  April  1 meeting  a paper  was  pre- 
sented by  Dr.  J.  C.  Hill  on  the  subject  of 
“Paranoia.”  At  the  April  15  meeting  there 
was  held  a symposium  on  “Operation  Knox- 
ville,” a program  of  rehabilitation  and  em- 
ployment of  the  handicapped.  Those  taking 
part  in  the  discussion  included  two  manag- 
ers from  industry,  Messrs.  K.  R.  Kaiser  and 
E.  J.  Shetler,  a representative  of  the  Divi- 
sion of  Tennessee  Vocational  Rehabilitation. 
Mr.  W.  Waters,  sociologist,  W.  E.  Cole,  of 
U.  T.,  and  Dr.  R.  Patterson,  Jr.,  who  dis- 
cussed the  role  of  the  medical  profession  in 
the  program.  At  the  April  29  Meeting  Dr. 
James  Prose  presented  a paper  on  “A  Sur- 
vey of  Intra-Oral  Cancer  at  the  Knoxville 
General  Hospital  Cancer  Clinic.” 


NATIONAL  NEWS 


A.M.A.  Dues  Clarification 

In  answer  to  several  queries,  the  mem- 
bership department  has  clarified  a point  in 
connection  with  the  payment  of  dues  by  a 
member  who  is  reinstated.  A member, 
dropped  for  nonpayment  of  membership 
dues  and  who  wishes  to  have  his  member- 
ship reinstated,  would  owe  membership 
dues  for  the  year  in  which  he  became  de- 
linquent and  the  year  in  which  his  mem- 
bership was  reinstated,  but  he  does  NOT 
have  to  pay  membership  dues  for  the  inter- 
vening years.  Here  is  an  example:  Dr. 
Blank  was  dropped  in  1951  for  nonpayment 
of  1950  membership  dues.  He  applies  for 
reinstatement  of  his  A.M.A.  membership  in 
1952.  To  bring  about  this  reinstatement,  he 
would  be  required  to  pay  his  1950  member- 
ship dues  and  membership  dues  for  1952. 
Membership  dues  for  1951  would  NOT  be 
required. 

* 

American  Medical  Association 

An  amount  of  $80,000  to  be  paid  over  a 
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four-year  period  has  been  pledged  by  the 
AMA  to  the  independent  national  agency, 
the  Commission  on  Chronic  Illness,  for  study 
in  this  field.  The  budget  of  $300,000  for  the 
4 years  is  provided  by  twelve  organizations. 

* 

A final  budget  of  $39,650  was  approved  for 
completion  of  the  activities  of  the  Commit- 
tee for  the  Survey  of  Medical  Education, 
which  included  study  of  a sample  of  41  med- 
ical schools. 

* 

The  AMA  has  accepted  an  invitation  to 
cooperate  with  the  President’s  Health  Com- 
mission offering  to  the  Commission  all  sur- 
vey material  it  may  have  which  might  be 
of  assistance. 

* 

U.  S.  Navy 

Of  those  graduating  from  the  nation’s 
medical  schools  in  June,  1952,  108  have  ac- 
cepted internships  in  naval  hospitals  with 
the  rank  of  Lieutenant,  j.g. 


Fast-Growing  GP  Academy 
Elects  New  Officers 

The  fast-growing  Tennessee  Academy  of 
General  Practice  conducted  a solid  and  en- 
thusiastic convention  in  Knoxville  on  April 
7 in  conjunction  with  the  117  Annual  Ses- 
sion of  the  Tennessee  State  Medical  Asso- 
ciation. 

Dr.  C.  B.  Roberts  of  Sparta  was  installed 
as  President,  succeeding  Dr.  D.  H.  James  of 
Memphis.  Dr.  James  and  Dr.  D.  J.  Johns 
of  Nashville  reported  on  the  recent  conven- 
tion of  the  American  Academy  of  General 
Practice  in  Atlantic  City. 

New  officers  elected  are:  Dr.  Louis  A. 
Killeffer  of  Harriman,  President-Elect;  Vice- 
Presidents,  Dr.  E.  L.  Caudill,  Jr.,  of  Eliza- 
bethton,  Dr.  James  P.  Anderson,  Nashville, 
and  Dr.  John  C.  Thornton,  Jr.,  of  Browns- 
ville. 

Dr.  Johns  was  re-elected  Secretary-Treas- 
urer and  commended  for  his  efficient  work. 

Delegates  to  the  next  convention  of  the 


AAGP  will  be  Dr.  Fred  Overton  of  Nashville 
and  Dr.  D.  H.  James  of  Memphis.  Alternate 
delegates  elected  are  Dr.  A.  F.  Langston  of 
Chattanooga  and  Dr.  H.  L.  Armstrong  of 
Somerville. 

-K 

Tennessee  Chapter  of  American 
College  of  Surgeons  Organized 

Almost  one  hundred  surgeons  attended 
the  organizational  luncheon  of  the  Tennes- 
see Chapter  of  the  American  College  of 
Surgeons  in  Knoxville,  on  Monday,  April  7, 
1952,  in  conjunction  with  the  annual  meet- 
ing of  this  Association. 

Dr.  R.  L.  Sanders  of  Memphis,  who  had 
issued  the  invitations,  explained  the  pur- 
poses of  the  Chapter.  Following  discussion, 
a vote  was  taken  on  whether  a Tennessee 
Chapter  should  be  organized.  The  motion 
to  organize  carried  by  a vote  of  45  to  10. 

The  group  then  went  into  the  election  of 
officers.  Dr.  R.  L.  Sanders  of  Memphis  was 
elected  President;  Dr.  Edward  T.  Newell, 
Sr.,  of  Chattanooga,  Vice-President;  and  Dr. 
Dewey  Peters,  Knoxville,  Secretary-Treas- 
urer. The  group  then  went  into  the  elec- 
tion of  councilors  and  elected  the  following: 
Dr.  L.  W.  Edwards,  Nashville;  Dr.  Hiram 
Laws,  Chattanooga;  and  Dr.  David  Water- 
man, Knoxville.  The  President  announced 
that  Dr.  Charles  D.  Blasingame  of  Memphis 
and  Dr.  John  C.  Burch  of  Nashville,  the  two 
Governors  of  the  College  in  Tennessee, 
would  also  become  members  of  the  Tennes- 
see Council. 

The  President  read  a copy  of  the  standard 
constitution  and  by-laws  for  state  chapters 
as  recommended  by  the  American  College 
of  Surgeons.  They  were  adopted  as  read 
for  the  interim.  By  motion  duly  made  and 
seconded,  the  dues  to  the  Tennessee  Chapter 
were  set  at  $5.00  per  year.  Following  dis- 
cussion of  the  newly  adopted  Constitution 
and  By-Laws,  a motion  was  duly  made  and 
carried  that  the  Council  revise  the  By-Laws 
in  such  aspects  as  would  make  them  perti- 
nent to  Tennessee,  and  to  submit  the  pro- 
posed amendments  to  the  members  thirty 
days  prior  to  the  next  meeting  of  the  Chap- 
ter. 
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Dental  Liaison  committee  to  Tennessee 
Plan  Appoi  ed 

The  T(  inessee  State  Dental  Association 
has  appointed  Drs.  C.  F.  Landis,  Ewing  Con- 
nell, both  of  Chattanooga,  and  Dr.  George 
Seeman  of  Nashville,  as  a liaison  committee 
to  work  with  Dr.  Joe  Johnson,  Dr.  Ed  New- 
ell, Jr.,  and  Mr.  Emerson  Mitchell,  all  of 
Chattanooga,  as  a study  group  to  advise  the 
Prepaid  Insurance  Committee  on  including 
dentists  in  the  Tennessee  Plan  where  the 
listed  procedures  in  the  Plan  are  performed 
by  dentists.  There  are  about  18  such  pro- 
cedures. Under  the  present  rules,  dentists 
receive  Tennessee  Plan  benefits  ONLY  in 
case  of  setting  a fractured  jaw. 

* 

University  of  Tennessee  College  of 
Medicine 

The  American  Cancer  Society  granted 
$6,966  to  Dr.  James  D.  Hardy  of  the  Depart- 
ment of  Surgery  for  study  of  nutrition  and 
the  alarm  response  in  cancer  patients.  Dr. 
Hardy  also  received  a grant  of  $18,986  from 
the  Army  Medical  Service,  with  the  approv- 
al of  the  National  Research  Council,  for  the 
study  of  thermal  burns  and  their  effect  on 
the  function  of  heart,  kidneys  and  fluid  bal- 
ance in  the  body. 

-k 

The  office  of  Naval  Research  of  the  U.  S. 
Navy  has  awarded  a research  grant  of 
$4,670  to  Dr.  Charles  H.  Eades,  Jr.,  of  the 
Department  of  Biochemistry  to  study  the 
role  of  amino-acids  in  post-operative  con- 
valescence. He  also  received  a $4,995  grant 
from  the  American  Cancer  Society  to  study 
the  amino-acid  content  of  blood  or  urine  of 
cancer  patients. 

* 

Dr.  R.  R.  Overman  and  Dr.  D.  S.  Carroll, 
of  the  Departments  of  Physiology  and  Ra- 
diology, respectively,  will  study  the  effects 
of  radiation  on  salt  and  water  balance  and 
cellular  permeability  under  a $15,163  grant 
by  the  Atomic  Energy  Commission. 

* 

Dr.  A.  M.  Hand  of  Texarkana,  Texas,  has 
been  appointed  as  Instructor  in  the  Divi- 
sions of  Pediatrics  and  Preventive  Medicine 


to  investigate  the  pediatric  aspects  of  pre- 
ventive medicine. 

* 

Charles  Pfizer  and  Company  has  awarded 
a $1,000  scholarship  for  a student  of  deserv- 
ing scholarship  and  in  need  of  financial  aid. 

* 

Dr.  D.  B.  Zilversmit  of  the  Department  of 
Physiology  has  received  a medal  and  letter 
from  Queen  Juliana  of  the  Netherlands  in 
recognition  of  services  as  an  ambulance 
driver  with  the  Dutch  Army  during  World 
War  II. 

* 

Murfreesboro  Veterans  Administration 
Hospital 

Dr.  William  H.  Sheldon,  Professor  of  Med- 
icine, Columbia  Medical  Center,  New  York, 
will  lecture  on  Monday,  June  23,  1952,  on 
the  subject  of  Constitutional  Approach  to 
the  Psychiatric  Reaction  Patterns  as  fol- 
lows: 

1.  Historical  Background  of  Constitution- 
al Research 

2.  The  Somatotypes  and  Temperament 

3.  Reflection  of  the  Somatotypes  in  the 
Psychiatric  Patterns. 

All  members  of  the  Medical  profession  are 
invited  to  attend. 

* 

The  Medical  Mirror 

From  time  to  time,  this  column  will  quote  remarks 
from  the  public  press  about  medicine,  both  favor- 
able and  unfavorable. 

Excellent  Steps  in  the  Right  Direction 

The  Hamblen  County  Medical  Society  has  taken 
a step  which  can  have  far-reaching  consequences. 
It  has  set  up  a Grievance  Committee  and  a Fee 
Schedule  Committee. 

The  Grievance  Committee  is  to  hear  and  act 
upon  any  grievance  brought  by  any  person  against 
any  member  of  the  society.  . . . The  very  fact  that 
a citizen  can  air  his  views  before  such  a medical 
board  is  in  itself  a revolutionary  step.  It  can  be 
conducive  to  greater  and  better  service  efforts  by 
members  of  the  [medical]  profession. 

. . . The  whole  thing  indicates  some  constructive 
thinking.  There  must  be  a closer  tie  between  the 
medical  profession  and  the  people.  The  threat  of 
socialized  medicine  is  not  gone  by  any  means.  It 
is  being  carried  on  by  those  individuals  who  fancy 
a grievance  as  well  as  those  who  lean  toward  the 
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socialistic  free  ride.  The  elimination  of  grievances 
will  go  a long  way  toward  winning  the  battle  . . . 
and  certainly  no  thinking  man  wants  socialized 
medicine  visited  upon  him. 

It  is  all  too  true  that  in  some  communities  the 
biggest  argument  for  socialized  medicine  rests  in 
the  doctors  themselves.  A grasping  way,  a com- 
plete disregard  of  civic  obligations,  and  a contempt 
for  patients  has  provided  a fertile  bed  for  the 
spread  of  socialistic  tenets. 

In  Hamblen  County,  this  situation  is  not  true. 
And  overtures  like  the  one  announced  last  week 
will  go  even  further  to  cement  good  relations  with 
a profession  which  deserves  the  highest  respect. 

■ — Editorial,  The  Morristown  Sun 
February  26,  1952 


Dr.  R.  H.  Kampmeier,  our  Secretary-Edi- 
tor, was  guest  speaker  in  medicine  at  the 
Annual  Meeting  of  the  Louisiana  State  Med- 
ical Association  held  in  Shreveport  last 
month. 

Dr.  W.  W.  Wilkerson,  Jr.,  Nashville,  was 
the  guest  speaker  at  the  Woman’s  Auxiliary 
of  the  Nashville  Academy  of  Medicine  held 
at  the  Richland  Club.  His  subject  was  “So 
That  They  May  Hear  Clearly  and  Speak 
Distinctly.”  He  reviewed  the  history  and 
work  of  the  Tennessee  Hearing  and  Speech 
Foundation. 

Dr.  Edward  C.  Mulliniks  was  appointed 
Director  of  the  State’s  Industrial  Hygiene 
Division  of  the  Public  Health  Department, 
succeeding  the  late  Dr.  H.  H.  Hudson. 

Dr.  L.  P.  Pearce  of  Collierville  received 
commendation  through  the  Collierville  Her- 
ald for  his  tireless  efforts  in  providing 
emergency  care  for  victims  of  the  recent 
West  Tennessee  tornado. 

Dr.  Charles  F.  Webb,  Jackson,  of  the 
Webb-Williamson  Hospital  which  handled 
26  patients  of  the  March  tornado  were  treat- 
ed without  cost.  Dr.  Webb  said  that  these 
victims  had  already  lost  everything  they 
had  and  were  in  no  position  to  pay  for  med- 
ical care. 

Dr.  James  A.  Kirtley,  Jr.,  Nashville,  was 
elected  a member  of  the  American  Surgical 
Association  at  its  annual  meeting  recently. 


Other  Nashville  members  are  Dr.  John  C. 
Burch  and  Dr.  Rollin  Daniel. 

Dr.  Frank  L.  Roberts,  Assistant  Dean  of 
the  University  of  Tennessee’s  College  of 
Medicine,  is  the  new  President-Elect  of  the 
Tennessee  Public  Health  Association. 

Dr.  G.  D.  LeQuire,  Tennessee’s  Outstand- 
ing General  Practitioner,  was  honored  by 
having  the  Easter  program  of  the  New  Prov- 
idence Presbyterian  Church  in  Maryville 
dedicated  to  him  as  a result  of  his  election 
as  Tennessee’s  Outstanding  GP. 

Dr.  W.  B.  Farris,  Gallatin,  Chairman  of 
a special  committee  on  voluntary  health 
insurance  of  the  Tennessee  Congress  of 
Parents  and  Teachers,  did  a masterful  job 
in  piloting  a resolution  favoring  the  Tennes- 
see Plan  and  voluntary  health  insurance 
through  the  Board  of  Managers  of  the  Con- 
gress in  February,  and  finally  through  the 
annual  meeting  of  the  Congress  held  in 
Chattanooga  last  month.  The  resolution  ap- 
pears in  a special  article  in  this  issue  on 
page  210. 


Location  Wanted 

A twenty-seven  year  old  physician  desires  a lo- 
cation for  general  practice.  He  completed  a ro- 
tating internship  at  John  Gaston  Hospital  in  Mem- 
phis on  November  1,  1951  and  has  located  tem- 
porarily as  an  industrial  physician  at  Oak  Ridge. 

He  writes  as  follows:  “I  am  married,  have  one 
child.  I am  a veteran  of  World  War  II  with  31 
months’  service,  19  months  of  which  was  spent 
overseas.  My  draft  classification  is  5-A.  I am 
licensed  in  Tennessee  and  would  prefer  a location 
in  East  Tennessee,  my  birthplace  being  Knoxville. 
However,  I am  open  to  any  location  where  the 
need  is  greatest.  I appreciate  your  sincere  inter- 
est.” 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself. 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
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1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville, 
Texas,  1949-51.  Now  located  at  VA  Hospital, 
Butler,  Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 


A physician  desiring  a location  in  Tennessee 
writes  as  follows: 

“I  am  31,  married,  with  three  children,  a native 
of  Kentucky  even  though  born  in  Chattanooga,  and 
had  41  months  of  service  in  the  Marine  Air  Corps 
during  World  War  II.  I graduated  from  Washing- 
ton University  in  St.  Louis  in  1950  and  served  a ro- 
tating internship  at  St.  Louis  City  Hospital  from 
July  1,  1950,  to  July  1,  1951.  At  present  I am  tak- 
ing a rotating  residency  at  the  charity  hospital 
here  in  Monroe,  Louisiana.  The  training  here  has 
a very  large  surgical  component.  My  year  here 
will  be  up  June  30  and  I will  want  to  go  into 
practice  immediately  thereafter.” 


A physician  desiring  a location  in  Tennessee 
sends  us  the  following  information:  Age,  32. 

Married,  Graduate,  Tulane  School  of  Medicine. 
Internship,  Baptist  Hospital  Memphis,  Tenn. 
Rotating  Residency,  Baptist  Hospital,  Birmingham, 
Alabama.  Two  years  army  service,  three  years 
general  practice  and  assistant  to  an  F.A.C.S.  He 
states  that  he  would  be  available  on  six  weeks 
notice  and  would  prefer  a town  with  a hospital. 


General  and  Thoracic  Surgeon 

I am  31  years  of  age,  married,  and  have  two 
children.  I graduated  from  Cornell  University 
Medical  College  in  1945.  I had  an  internship  at 
Bellevue  Hospital,  Second  Surgical  Division  (Cor- 
nell) following  which  I served  two  years  in  the 
United  States  Navy,  mostly  overseas.  Upon  my 
return  I taught  anatomy  at  Cornell  University 
Medical  College  for  nine  months  followed  by  six 
months  as  assistant  resident  in  general  surgery  at 
Meadowbrook  Hospital,  Hempstead,  New  York.  I 
completed  an  assistant  residency  in  general  sur- 
gery at  Bellevue  Hospital,  First  Surgical  (Colum- 
bia) Division.  At  present,  I am  completing  a two- 
year  residency  in  thoracic  surgery  at  Bellevue 
(last  six  months  of  this  is  spent  at  Presbyterian 
Hospital  as  resident  in  thoracic  and  vascular  sur- 
gery). 

LW-10 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky„  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 
of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 


The  following  letter  has  been  received  in  this 
office: 

“The  Midland  Community  Improvement  Club 
has  built  a medical  center  and  now  desires  the 
services  of  a reputable  doctor. 

“This  building  has  two  offices,  a waiting  room, 
toilet  and  supply  room,  has  oil  heat,  hot  and  cold 
running  water,  refrigerator  and  the  equipment  of 
the  late  Dr.  V.  S.  Campbell  of  Murfreesboro,  all 
of  which  will  be  furnished  free  of  charge  to  a 
doctor  willing  to  take  charge. 

“Midland  is  a rural  community  located  midway 
between  Murfreesboro  and  Shelbyville,  fifteen 
miles  from  each  place  and  the  nearest  doctors. 

“We  will  appreciate  any  help  you  can  give  us 
in  securing  a doctor. 
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“For  further  information  please  contact  the  un- 
dersigned: 

“Sincerely  yours, 

James  I.  Williams 
Fosterville,  Tennessee” 

PW-9 

* 

Physician  Wanted 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 
Dear  Sirs: 

I am  coming  to  you  for  assistance  to  see  if  you 
can  help  us  locate  a doctor  who  would  be  interest- 
ed in  coming  to  the  City  of  Cumberland  Gap.  Our 
small  town  of  approximately  500  people  is  the 
only  incorporated  city  in  Claiborne  County.  We 
have  not  had  a doctor  for  some  time  and  we  des- 
perately need  one.  We  used  to  have  four  doctors 
here.  Any  good  doctor  could  easily  make  two  or 
three  thousand  dollars  a month.  Tazewell  is  13 
miles  away  and  doctors  there  will  not  come  here, 
and  doctors  in  Middlesboro,  Kentucky,  positively 
will  not  come  over  here.  Last  night  I called  three 
and  not  one  would  agree  to  come  to  see  my  daugh- 
ter who  was  ill. 

Anything  you  can  do  to  help  us  in  securing  one 
or  two  doctors  will  be  greatly  appreciated.  Office 
space  and  living  quarters  are  available. 

Yours  very  truly, 

J.  S.  Collins 
Councilman 

City  of  Cumberland  Gap 

Information  on  physicians  and  locations  avail- 
able from  the  Executive  Secretary,  Tennessee 
State  Medical  Association,  504  Doctors  Building, 
Nashville,  Tennessee. 


Notice  to  Participating  Physicians  in  VA 
Program 

The  following  letter  is  published  for  your 
information: 

April  2,  1952 

Mr.  V.  O.  Foster 

Executive  Secretary 

Tennessee  State  Medical  Association 

504  Doctors  Building 

Nashville  3,  Tennessee 

Dear  Mr.  Foster: 

We  have  just  received  detailed  instructions  from 
our  Central  Office  which  provide  for  a uniform 
procedure  for  assessing  charges  against  Partici- 
pating Physicians  who  issue  prescriptions  to  Vet- 
erans Administration  beneficiaries  without  proper 
authorization. 

Except  in  emergencies  which  I shall  mention  in 
a later  paragraph,  it  all  amounts  to  just  this: 


When  the  physician  gives  a veteran  a prescription 
with  the  authorization  legend  on  it,  the  veteran  has 
the  prescription  filled;  the  druggist  turns  it  over  to 
the  State  Pharmaceutical  Association  for  collection 
and  we  pay  the  Association.  If  the  physician  has 
signed  the  statement  on  the  prescription  “I  am 
authorized  to  treat  and  prescribe  for  the  above 
named  Veterans  Administration  patient”  but  ac- 
tually does  not  have  an  authorization,  we  must  bill 
the  physician  for  the  amount  we  have  paid  the 
Pharmaceutical  Association  for  the  prescription. 

All  physicians  are  aware  of  the  provisions  we 
have  to  authorize  treatment  rendered  eligible  vet- 
erans in  emergencies;  i.e.,  (1)  the  physician  can 
prescribe  for  a service-connected  condition  or  vet- 
eran in  training  under  Public  Law  16  and  notify 
us  within  fifteen  days  of  the  emergency,  in  which 
case  authorization  can  be  given  or  (2)  the  physi- 
cian can  prescribe  in  his  office  or  home  of  the 
veteran  (but  not  in  a private  hospital)  for  a 
Spanish-American  veteran  and  notify  us  within 
twenty-four  hours  and  funds  can  be  set  up  for 
authorization. 

I am  writing  you  with  the  thought  in  mind  that 
perhaps  you  would  have  space  in  an  early  issue  of 
your  state  Journal  to  call  the  above  to  the  atten- 
tion of  all  Participating  Physicians  as  a few  con- 
tinue to  sign  the  authorization  legend  when  they 
do  not  have  an  authorization  from  the  Veterans 
Administration  to  treat  the  veteran. 

Very  truly  yours, 

George  A.  Hatcher,  M.D. 
Chief  Medical  Officer 
Veterans  Administration 

* 

Dr.  Robert  Doty  has  reopened  the  office 
of  his  late  father,  Dr.  Roy  A.  Doty,  at  Rog- 
ersville.  Dr.  Doty,  who  is  32,  returns  to 
Rogersville  from  Roanoke,  Virginia,  where 
he  has  been  connected  with  a Veterans  Hos- 
pital. 

Dr.  David  P.  McCallie  has  assumed  direc- 
tion of  the  medical  offices  formerly  main- 
tained by  the  late  Dr.  James  L.  Bibb,  of 
Chattanooga. 

Dr.  H.  G.  Barker,  Humboldt,  has  complet- 
ed a new  clinic.  The  modern  structure  was 
described  as  one  of  the  most  up-to-date  in 
that  section  by  the  Jackson  Sun. 

Dr.  Edgar  Keene  Bratton,  Hartsville,  was 
planning  last  month  to  enter  into  an  agree- 
ment with  local  businessmen  to  construct 
and  operate  a medical  clinic.  A five-bed 
clinic  containing  two  office  suites,  an  X-ray 
room,  an  operating  room  and  several  emerg- 
ency wards  was  contemplated.  Funds  were 
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expected  to  be  provided  by  the  county,  state, 
and  federal  government  under  the  Hill- 
Burton  Program. 

Dr,  Oliver  H.  Graves,  Jackson,  has  become 
a partner  with  Dr.  John  Nuckolls  in  the 
Urology  Clinic  in  Jackson.  Dr.  Graves  has 
just  completed  a residency  in  urology  at  the 
John  Sealy  Hospital  in  Galveston. 

The  Lions  Club  of  Earle,  Arkansas,  hon- 
ored Dr.  W.  J.  Wright,  formerly  of  Law- 
renceburg,  and  his  wife  with  a reception  at 
the  Presbyterian  Church  recently  when  Dr. 
Wright  opened  an  office  for  the  practice  of 
medicine  in  Earle. 

* 

"Special  Notice" 

The  Tennessee  Diabetes  Association  is  sponsor- 
ing a camp  for  diabetic  children  for  a two- weeks 
period  in  August,  1952.  Children,  ages  seven 
through  fourteen  will  be  accepted.  The  camp  is 
co-educational  and  financial  arrangements  may 
be  worked  out  with  the  Tennessee  Diabetes  Asso- 
ciation. For  further  information  write:  Dr.  Albert 
Easley,  301  Medical  Arts  Building,  Chattanooga, 
Tennessee. 

* 

Of  Interest  to  General  Practitioners 

Southern  Pediatric  Seminar 

The  1952  session  of  the  Southern  Pediatric  Sem- 


inar will  be  held  in  Saluda,  North  Carolina,  from 
July  14  through  July  26.  This  is  the  thirty-first 
annual  session  of  this  institution  which  has  become 
one  of  the  outstanding  postgraduate  courses  in 
pediatrics  in  the  country.  Following  the  plan 
which  was  put  into  effect  last  year,  there  will  be 
an  additional  week  (July  28  through  August  2) 
devoted  to  the  study  of  Obstetrical  and  Gyneco- 
logical problems. 

The  Seminar  was  established  and  is  maintained 
for  the  benefit  of  the  general  practitioner.  Out- 
standing teachers  and  clinicians  from,  the  various 
southern  states  come  at  their  own  expense  to 
give  lectures,  clinics,  clinicopathological  confer- 
ences and  demonstrations.  The  meetings  are  of 
an  informal  nature  and  there  is  ample  time  to 
present  special  subjects  and  questions  for  discus- 
sion. General  practitioners  from  Virginia  to  Flor- 
ida to  Arkansas  who  have  attended  the  Seminar 
can  attest  to  its  value. 

Held  at  Saluda,  which  is  in  the  mountains  of 
North  Carolina,  many  of  the  physicians  bring  their 
wives  and  families  with  them  and  make  the  occa- 
sion a joint  period  of  study  and  vacation.  Such  a 
plan  is  encouraged  by  the  leaders  of  the  Seminar 
and  every  effort  will  be  made  to  secure  accommo- 
dations for  those  who  might  desire  to  do  this. 

The  course  given  at  the  Seminar  is  fully  accred- 
ited for  postgraduate  requirements  in  the  Academy 
of  General  Practice. 

Those  who  are  desirous  of  further  information 
should  write  to  Dr.  D.  L.  Smith,  Registrar,  187 
Oakland  Avenue,  Spartanburg,  South  Carolina. 


Qlea'uUew- 

ON  THE  KRATZVILLE  ROAD 


EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ra* 
— Basal  Metabolism — Hvdrotheraov 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Boa'd  of  Psvchiatry 
and  Neurology,  Inc.,  Medical  Director 
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COSMETIC  DERMATITIS? 

Clinical  tests  confirm  the  use  of 
AR-EX  Cosmetics  for  hyper-sen- 
sitive skins.  Scented  or  Unscent- 
ed. Send  for  Free  Formulary. 


g^EX^OSMETILS,  INC., 


Free  Diagnostic  Aid 

Table  of  cosmetic  irritants 
and  allergens  — an  aid  in 
diagnosing  cosmetic  sensi- 
tivity — sent  to  physicians  on 
request. 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 

Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 


Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 
Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 
L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L, .  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Slood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
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OFFIC  RS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D..  546  Mc- 

Callie,  Chattanooga 

Vice-President — W.  E.  Anderson,  M.D.,  Dyersburg 
Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 
Vice-President — J.  B.  Naive,  M.D.,  Knoxville 
Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 
Executive  Secretary — V.  O.  Foster,  504  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 
Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.,  Chattanoaga 
(1954) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville 
(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood,  M.D.,  Knoxville  (1952) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — - 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec'y. 

Bedford  County 

Sara  Womack,  Shelbyville,  Pres. 
Carl  Rogers.  Shelbyville,  Sec’y. 

Blount  County 

James  N.  Proffitt.  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 

Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S.  Heron,  Cleveland,  Sec'y. 
Cocke  County 

Fred  Valentine,  Newport.  Pres. 

Glen  Shults,  Newport,  Sec'y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr.,  Brownsville, 
Pres. 

S.  M.  Herron.  Jackson,  Sec’y. 
Cumberland  County 

R.  M.  Metcalfe,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End, 
Nashville.  Pres. 

Wm.  G.  Kennon,  Jr..  1912  Hayes 
Street,  Nashville,  Sec’y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec’y. 
Dickson  County 
W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook.  Charlotte,  Sec’y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown,  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec'y. 
Franklin  County 
J.  Vandlaricum,  Cowan.  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 
Giles  County 

J.  U.  Speer.  Pulaski.  Pres. 

W.  K.  Owen,  Pulaski.  Sec’y. 

Greene  County 

Dale  Brown,  Mosheim,  Pres. 

Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec'y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec'y. 

Henry  County 

Isaac  Jones,  Paris.  Pres. 

Horace  McSwain,  Paris,  Sec’y. 

II  umphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps.  Waverly,  Sec'y. 
Jackson  County 

W T.  Anderson.  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building.  Knoxville,  Sec’y. 
Lauderdale  County 

J.  R.  Lewis.  Ripley,  Pres. 

James  L.  Dunavant,  Ripley,  Sec’y. 
Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec'y. 

Lincoln  County 

J.  V.  McRady.  Fayetteville.  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter,  Lafayette,  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost,  Columbia.  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 
McMinn  County 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll.  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville.  Pres. 
D.  F.  Heuer.  Sweetwater,  Sec'y. 
Montgomery  County 
Edward  R.  Atkinson,  Clarksville, 

Pres. 

Sam  N.  Doane,  Jr.,  Clarksville.  Sec’y. 
Obion  County 

R.  M.  Darnall,  Union  City,  Pres. 

H.  W.  Calhoun.  Union  City,  Sec’y. 
Overton  County 
A.  B Qualls.  Livingston,  Pres. 
Myrtle  Lee  Smith,  Livingston.  Sec’y. 
Putnam  County 

J.  T.  DeBerry,  Cookeville,  Pres. 
Thurman  Shipley.  Cookeville.  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 

William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 

Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis.  Sec’y. 

Robert  C.  Bird,  Executive  Secretary, 
1363  Union  Avenue,  Apt.  2. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

L.  R.  Sloan,  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 
Hvatt  Brown,  Kingsport.  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland,  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt.  Covington,  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
Washington- Carter- Unicoi  Counties 
J.  R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson,  Johnson  City,  Sec’y. 
Weakley  County 

G.  S.  Plog,  Martin.  Pres. 

E.  C.  Thurmond,  Martin,  Sec’y. 
White.  Warren,  and  Van  Buren 
Counties 

Harold  Andrews,  Sparta,  Pres. 
Williamson  County 
Louis  Zeidberg,  Franklin.  Pres. 
Adolphus  Bray.  Franklin,  Sec’y. 
Wilson  County 

Phillips  Turner,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec’y. 
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Complaints  falling  within  the  scope  of  this  paper  are  of  almost  daily 
frequency  in  the  office  of  most  doctors.  Their  proper  evaluation  can 
lead  in  most  instances  to  successful  treatment.  Thereby  useless  sacri- 
fice of  pelvic  organs  to  surgery  can  be  avoided. 

THE  OFFICE  TREATMENT  OF  GYNECOLOGICAL  DISORDERS* 

HARRY  E.  JONES,  M.D.,  Chattanooga,  Tenn. 


The  gynecological  disorders  amenable  to 
office  treatment  include  almost  all  those  of 
so-called  medical  gynecology,  and  a sizable 
number  that  may  be  classified  as  minor  sur- 
gery. Medical  gynecology  is  concerned  not 
only  with  disorders  in  the  female  reproduc- 
tive system,  but  also  with  the  numerous  con- 
ditions and  diseases  which  may  affect  this 
system  and  its  function.  The  number  and 
extent  of  the  surgical  procedures  that  can 
be  carried  out  in  the  office  are  limited  by  the 
facilities  available  in  the  individual  doctor’s 
office,  though  the  latter,  in  this  day  and  time, 
often  is  more  on  the  order  of  a clinic  or  a 
small  hospital.  The  number  of  diagnostic 
tests  and  procedures  which  may  be  done  is 
subject  to  the  same  limitations,  but  may 
extend  to  several  score. 

It  is  obvious  then  that  complete  coverage 
of  these  numerous  gynecological  conditions, 
along  with  their  diagnosis  and  treatment, 
cannot  be  made  within  the  necessary  limita- 
tion of  time  set  for  this  presentation.  For 
that  reason  only  a brief  and  clinical  discus- 
sion of  some  of  the  more  commonly  encoun- 
tered disorders  and  their  treatment  will  be 
presented  for  your  consideration. 

First,  however,  I should  like  to  emphasize 
what  has  been  brought  before  us  so  often — 
“Every  Doctor’s  Office  a Cancer  Detection 
Center.”  There  are  few  better  opportunities 
! to  detect  early  cancer  than  in  the  doctor's 
1 office  in  which  female  patients  are  seen. 
Cancer  of  the  cervix  and  breast — the  big  kill- 
ers— can  be  detected  early  if  they  are  always 
in  mind  and  a thorough  search  is  made  for 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


them.  It  is  appalling  to  realize  that  out  of 
every  1,000  white  women  in  the  state  of  Ten- 
nessee 35  years  of  age,  25  are  destined  to  die 
of  cancer  of  the  uterus.  And  of  a similar 
group  and  age  of  Negro  women,  35  will  die 
of  these  cancers.  We  should  continue  to 
urge  our  patients  to  return  at  six-month  or 
yearly  intervals  for  examination,  so  that  an 
ever-increasing  number  of  cancers  can  be 
detected  in  the  early,  curable  stages. 

I wish  also  to  mention  another  generality. 
A very  sizable  percentage  of  the  patients 
who  seek  aid  in  the  gynecologist’s  office  have 
a psychogenic  rather  than  organic  disease. 
The  pelvis  and  sex  organs  bear  the  brunt  of 
many  of  the  psychoneurotic  fixations  in  the 
female,  and  in  order  to  avoid  much  unneces- 
sary surgery,  these  should  always  be  con- 
sidered in  differential  diagnosis.  On  the 
other  hand,  one  should  never  be  guilty  of 
dismissing  these  women  without  either  an 
attempt  at  treatment  or  a referral  to  the 
psychiatrist.  Nor  should  one  be  negligent 
in  his  examination  or  history  because  of  the 
ever-present  and  often  treacherous  possibil- 
ity that,  although  perhaps  obviously  neu- 
rotic, these  patients  can  also  have  serious 
organic  disease. 

Of  the  specific  gynecological  disorders  to 
be  discussed  the  first  is  probably  the  most 
frequently  seen  in  the  gynecologist’s  office. 
It  may  be  manifested  only  by  its  presence, 
or  it  may  be  associated  with  many  trouble- 
some symptoms  and  complaints. 

Vaginal  Discharge 

The  cause  of  an  abnormal  vaginal  dis- 
charge can  usually  be  found  to  be  due  to 
one  or  a combination  of  the  following:  (1) 
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infestation  with  Trichomonas  vaginalis,  (2) 
infection  by  Monilia  albicans,  (3)  cervicitis, 
(4)  mixed  bacterial  infection,  (5)  atrophic 
or  senile  changes,  (6)  gonorrhea,  (7)  ovula- 
tion, (8)  pelvic  congestion,  and  (9)  benign 
and  malignant  tumors  of  the  genital  tract. 

In  those  common  infections  or  infestations 
which  affect  the  vagina  primarily,  treatment 
is  of  a dual  nature.  First,  any  offending 
agent  must  not  only  be  eradicated,  but  stress 
should  be  put  on  the  prevention  of  reinfec- 
tion if  the  source  be  known.  The  patient 
should  be  instructed  as  to  the  proper  method 
of  cleansing  following  urination  and  defeca- 
tion to  prevent  the  very  common  contami- 
nation of  the  vagina  with  fecal  material. 
Second,  treatment  is  also  directed  toward 
restoration  and  preservation  of  normal  vag- 
inal physiology,  the  four  chief  aims  being 
to  maintain  normal  vaginal  epithelium,  nor- 
mal glycogen  content,  normal  acidity  and  a 
normal  bacterial  flora. 

The  Doderlein  bacilli  which  normally  in- 
habit the  vagina  require,  and  help  maintain 
by  the  formation  of  lactic  acid,  a pH  of 
around  4.  The  common  offending  organisms, 
Trichomonas  vaginalis.  Monilia  albicans,  B 
coli,  and  the  streptococcus,  staphylococcus, 
and  gonococcus  require  a pH  between  5.0 
and  8.5  for  optimal  growth  and  survival. 
Hence,  by  preventing  vaginal  alkalinity 
alone,  especially  from  alkaline  cervical  se- 
cretions and  the  alkaline  menstrual  flow, 
much  can  be  accomplished  toward  eradicat- 
ing these  organisms.  Often  alkaline  vaginal 
douches  are  used  by  patients  for  one  reason 
or  another  and  should  be  discouraged  be- 
cause of  their  incompatibility  with  normal 
vaginal  physiology. 

These  above  principles  are  applied  in  the 
following  specific  therapy  for  the  various 
types  of  discharges. 

(1)  Trichomonas  Vaginalis  Vaginitis.  The 
acid  pH  of  the  vagina  is  restored  and  main- 
tained, especially  at  the  time  of  the  menses, 
with  acid  douches  twice  daily.  An  acid  tri- 
chomonicide,  such  as  the  phenylmercuric 
acetate  or  diodoquin  preparations,  is  in- 
stilled into  the  vagina  by  the  patient  after 
each  douche.  The  medication  is  changed 
promptly  if  relief  of  symptoms  does  not  soon 
follow,  or  if  evidence  of  sensitivity  occurs. 
If  microscopic  evidence  of  infestation  per- 


sists after  treatment  through  three  men- 
strual periods,  investigation  is  made  of  the 
patient’s  cervix,  urethra  and  bladder,  and 
the  consort’s  urethra  and  prostate  for  the 
Trichomonas.  Proper  toilet  hygiene  is 
stressed. 

(2)  Monilia  Albicans  (Thrush).  The  acid 
pH  of  the  vagina  is  maintained  as  above. 
An  acid  antimycotic  such  as  gentian  violet 
jelly,  or  the  ricinoleic  and  propionic  acid 
pi'eparations,  is  prescribed  for  use  after  each 
douche,  and  is  to  be  used  through  the 
menses.  I believe  that  medications  in  the 
form  of  jellies  are  probably  preferable  to 
powders  or  solutions  because  of  the  longer 
contact  period  and  dispersion  properties  of 
jellies. 

(3)  Cervicitis.  Acute.  Systemic  and  local 
antibiotic  therapy  is  used,  a smear  or  culture 
for  the  gonococcus  being  obtained  prior  to 
treatment.  Chronic.  Cancer  is  excluded  by 
the  use  of  smears  for  cytology  and  biopsies, 
the  latter  being  aided  in  procurement  by  the 
Schiller  test  using  Gram’s  iodine.  If  the 
discharge  stems  from  infection  localized  to 
the  pars  vaginalis,  acid  douches  and  medi- 
cations along  with  antibiotic  creams  or  sup- 
positories are  used.  Radial  cauterization 
may  be  necessary  as  indicated  by  the  re- 
sponse and  extent  of  the  lesion.  If  the  in- 
fection involves  the  endocervix,  dilatation 
and  electroconization  or  linear  cauterization 
of  the  endocervix  is  done.  Because  I believe 
thorough  dilatation  of  the  cervix  is  impor- 
tant in  this  treatment,  I prefer  to  perform 
the  latter  procedures  in  the  hospital.  Dur- 
ing the  healing  phase,  care  is  taken  by  re- 
peated soundings  to  prevent  stricture  forma- 
tion. 

(4)  Mixed  Bacterial  Injection.  The  acid 
pH  of  the  vagina  is  maintained  as  above, 
especially  through  the  menstrual  period,  by 
the  use  of  acid  douches.  Antibiotic  creams 
or  suppositories  are  used  to  combat  the  bac- 
terial infection.  If  there  is  severe  itching  or 
pain,  some  local  anesthetic  cream  can  be 
used  until  the  symptoms  are  relieved.  Es- 
trogenic creams  or  suppositories  to  thicken 
the  vaginal  epithelium  are  often  beneficial 
if  the  infection  is  severe  and  of  long  stand- 
ing. 

(5)  Atrophic  or  Senile  Changes.  These 
changes,  when  they  produce  symptoms,  usu- 
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ally  have  associated  with  them  a mixed 
bacterial  infection.  The  treatment  then  is 
much  the  same  as  above,  some  form  of  estro- 
genic cream  or  suppository  always  being 
used  unless  there  is  some  contraindication. 
The  estrogenic  response  in  the  vaginal  epi- 
thelium may  be  followed  with  smears,  but 
the  obvious  gross  appearance  and  clinical 
improvement  usually  makes  this  of  academ- 
ic interest  only. 

(6)  Gonorrhea.  Unless  in  children,  the 
gonorrheal  discharge  is  from  the  urethra, 
Skene’s  ducts  or  the  cervix.  The  treatment 
of  acute  gonorrhea  is  well  established  by  the 
use  of  antibiotics  administered  systemically 
and  needs  no  further  discussion. 

(7)  Ovulation.  Cervical  mucus  changes 
at  the  time  of  ovulation  may  often  be  over- 
looked as  a cause  of  vaginal  discharge.  This 
symptom  that  accompanies  the  event  of 
ovulation  varies  widely  in  different  women, 
some  having  a fairly  copious  and  easily  no- 
ticed discharge,  occasionally  accompanied 
by  a small  amount  of  bleeding.  The  corre- 
lation of  the  occurrence  of  the  discharge 
with  the  mid-cycle,  and  the  exclusion  of  the 
other  causes  of  discharge,  lead  to  the  diagno- 
sis of  this  condition.  Cleansing  acid  douches 
at  the  time  of  the  discharge  is  adequate  ther- 
apy, but  they  should  not  be  used  if  infertil- 
ity is  a problem. 

(8)  Pelvic  Congestion.  That  pelvic  con- 
gestion can  cause  leukorrhea  is  well  demon- 
strated in  the  case  of  pregnancy  or  large 
pelvic  tumors,  both  causing  increased  vas- 
cularity and  engorgement  with  blood  and 
lymph.  Another  cause  which  is  occasionally 
noted  but  elicited  by  history  only  is  that  of 
congestion  and  discharge,  probably  partly 
from  Bartholin’s  glands,  due  to  ungratified 
or  incomplete  sexual  stimulation.  This  con- 
dition is  encountered  in  women  who  for  one 
reason  or  another,  even  after  prolonged  sex- 
ual excitement,  do  not  reach  sexual  climax 
at  the  time  of  intercourse.  Or  occasionally 
it  is  seen  in  younger  women  or  in  girls  who 
engage  in  prolonged  sexual  stimulation,  such 
as  petting,  without  completing  the  sexual 
act.  The  treatment,  of  course,  is  directed 
toward  correction  of  the  offending  practices 
leading  to  the  chronic  stimulation. 

(9)  Benign  and  Malignant  Tumors  of  the 
Genital  Tract.  Occasionally  benign  tumors 


such  as  endometrial  or  cervical  polyps  and 
pedunculated  submucous  uterine  fibroids 
produce  discharge  or  bleeding.  The  treat- 
ment is  removal  of  the  growths,  and  except 
for  the  case  of  the  cervical  polyp,  is  not 
within  the  scope  of  this  presentation.  Prob- 
ably any  polyp  of  the  cervix,  along  with  its 
base,  should  be  removed  for  biopsy.  The 
bleeding  site  after  removal  is  easily  con- 
trolled with  the  cautery. 

All  physicians  are  aware  of  the  fact  that 
any  bloody  vaginal  discharge  warrants  a 
thorough  investigation  to  exclude  cancer. 
However,  many  of  these  bloody  secretions 
due  to  cancer  were  preceded  for  a period  of 
time  by  a discharge  which  contained  no 
blood.  For  that  reason,  in  an  attempt  to 
detect  cancer  of  the  genital  tract  as  early 
as  possible,  it  is  essential  that  the  physician 
examine  carefully  any  serous  discharge, 
especially  if  it  does  not  seem  to  be  caused 
by  any  of  the  common  agents.  Of  notewor- 
thy value  for  this  purpose  is  the  vaginal  and 
cervical  Papanicolaou  smear  for  cytological 
study.  By  utilizing  this  technique  the  vast 
majority  of  genital  malignancies  can  be 
detected  in  a far  less  advanced  stage  than  if 
one  waits  until  frank  bleeding  occurs.  There 
is  a great  need  at  the  present  for  readily 
accessible  laboratories  to  which  the  practic- 
ing physician  can  send  these  smears  for 
staining  and  interpretation  at  a reasonable 
cost  to  the  patient.  A few  such  laboratories 
are  available  now,  and  the  smears  can  be 
easily  and  inexpensively  made  and  sent  by 
mail  to  them.  Suspicious  or  even  positive 
interpretations  should  be  checked  by  a sec- 
ond smear  and  verified  by  biopsy,  of  course, 
before  definitive  treatment  for  malignancy 
is  instituted. 

Primary  Dysmenorrhea 

Approximately  35  per  cent  of  menstruat- 
ing women  suffer  from  dysmenorrhea,  a 
large  portion  of  which  is  classed  under  pri- 
mary or  functional  dysmenorrhea— that  not 
due  to  organic  pelvic  disease.  The  etiology 
of  primary  dysmenorrhea  is  still  not  well 
identified,  and  much  the  same  can  be  said 
for  the  treatment.  Without  attempting  to 
theorize,  I shall  briefly  present  the  method 
of  management  of  these  patients  which  I 
have  found  most  satisfactory.  Many  of  you 
here  probably  have  a better  method,  and  I 
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would  appreciate  hearing  your  comments 
during  the  discussion  period  to  follow. 

An  estimation  of  the  psychogenic  element 
involved  is  made  and  discussed  with  the  pa- 
tient, with  special  regard  to  factors  which 
may  influence  the  pain  threshold.  Along 
this  line,  and  also  to  help  prevent  pelvic  ede- 
ma, exercise  and  increased  activity  for  sever- 
al days  before  and  during  the  menses  are  ad- 
vised. It  is  surprising  how  many  high  school 
girls  do  not  have  their  customary  dysmenor- 
rhea during  their  basketball  season.  On  the 
theory  that  pelvic  edema  and  congestion  may 
lower  the  pain  threshold,  salt  restriction  for 
the  last  half  of  the  menstrual  cycle  is  advo- 
cated. These  simple  measures  alone  give 
relief  in  many  cases,  but  if  the  results  are 
not  satisfactory  additional  therapy  is  indi- 
cated. 

Stronger  decongestive  measures  such  as 
diuresis  employing  the  pyrabrom  com- 
pounds, and  administration  of  the  sodium 
eliminating  resins  premenstrually,  are  em- 
ployed. A smooth  muscle  antispasmotic  or 
progesterone  may  be  prescribed.  Com- 
pounds containing  a small  amount  of  Ben- 
zedrine or  benzedrine-like  drugs  in  combi- 
nation with  a non-narcotic  analgesic  have 
proved  very  effective,  the  Benzedrine,  aside 
from  its  usual  mood-elevating  effects,  ap- 
parently acting  as  a uterine  antispasmotic. 
Narcotic  drugs  are  never  prescribed  for  dys- 
menorrhea. 

If  the  above  methods  fail  to  give  adequate 
relief,  the  use  of  testosterone  in  small  doses 
for  a few  days  preceding  the  ovulatory  time 
is  prescribed.  Although  opposed  to  the 
treatment  of  dysmenorrhea  by  suppression 
of  ovulation  with  hormones  or  other  means, 
I,  as  well  as  many  others,  have  noted  that 
in  some  instances  dysmenorrhea  is  relieved 
with  testosterone  as  mentioned  bove,  al- 
though ovulation  is  not  suppressed. 

If  failure  follows  all  the  above  measures, 
it  is  wise  to  re-evaluate  the  patient’s  psychic 
status  as  regards  her  dysmenorrhea.  A good 
test  for  this  purpose  is  to  suppress  ovula- 
tion for  a month  and  produce  anovulatory 
bleeding.  If  pain  occurs  with  this  bleeding, 
it  is  very  likely  that  the  problem  is  one  for 
the  psychiatrist.  Certainly  this  simple  ex- 
pedient should  be  attempted  before  one  con- 


siders operative  procedures  such  as  presacral 
neurectomy. 

Premenstrual  Tension 

Many  women  suffer  from  what  has  been 
termed  the  “premenstrual  tension  syn- 
drome.” This  syndrome  is  characterized  by 
the  occurrence  during  the  premenstrual  days 
of  a feeling  of  emotional  tension,  depression, 
headaches,  irritability  and  occasional  insom- 
nia and  nausea.  These  women  also  frequent- 
ly have  noticeable  swelling  and  pain  in  the 
breasts,  abdominal  enlargement  and  occa- 
sionally pedal  and  facial  edema.  They  may 
actually  * show  a weight  gain  of  several 
pounds  during  this  period.  Primary  dys- 
menorrhea is  common  among  these  patients. 

Treatment  directed  toward  prevention  and 
mobilization  of  edema  fluid  yields  good  re- 
sults in  this  condition,  and  is  the  same  as 
that  outlined  in  the  treatment  of  primary 
dysmenorrhea.  The  newer  pyrobrom  com- 
pounds and  the  sodium  eliminating  resins 
have  proved  more  effective  than  the  older 
ammonium  chloride  method.  Mild  sedation 
is  often  beneficial,  especially  if  agitation  or 
insomnia  are  prominent  symptoms. 

Functional  Uterine  Bleeding 

A large  portion  of  the  patients  consulting 
the  gynecologist  have  as  their  problem  one 
of  abnormal  uterine  bleeding  which  will  be 
found  to  be  due  to  endocrine  dysfunction. 
This  disorder  is  usually  one  of  abnormal 
variation  in  the  frequency,  amount  and  du- 
ration of  the  menses. 

The  general  subject  of  endocrinology  is 
highly  complicated,  but  the  diagnosis  and 
treatment  of  these  bleeding  disorders  need 
not  be  so.  In  the  absence  of  facilities  for  go- 
nadotropic and  other  hormone  assays,  a few 
simple  tests  and  procedures  usually  shed 
much  light  on  the  etiology  of  the  disorder. 
The  daily  determination  of  the  basal  body 
temperature,  and  endometrial  biopsy  on  the 
first  day  of  bleeding  will  usually  disclose 
the  most  common  abnormality,  that  of  fail- 
ure of  ovulation.  Endometrial  biopsy  taken 
on  the  third  and  fifth  or  sixth  days  of 
bleeding  will  usually  disclose  if  there  is 
irregular  or  delayed  shedding  of  the  en- 
dometrium. The  determination  of  the  basal 
metabolic  rate  will  reveal  thyroid  dysfunc- 
tion, which  when  corrected  often  also  cor- 
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rects  the  concurrent  menstrual  irregularity. 
Careful  taking  of  the  history  will  reveal  pos- 
sible nutritional  or  psychogenic  causes  of 
the  disordered  endocrine  function  which,  of 
course,  would  necessitate  specific  corrective 
therapy. 

Whatever  be  the  cause  of  the  disturbed 
pituitary-ovarian-endometrial  relationship, 
re-establishment  of  proper  function  can  usu- 
ally be  accomplished  by  cyclic  hormone  re- 
placement therapy.  An  artificial  menstrual 
cycle  is  created  by  administering  an  estro- 
gen for  21  days,  and  also  progesterone  for 
the  last  seven  of  these  21  days.  The  cycle  is 
begun  again  on  the  5th  day  of  the  ensuing 
bleeding  and  is  repeated  for  three  or  four 
cycles.  Resumption  of  normal  ovarian  func- 
tion and  correction  of  the  bleeding  disorder 
are  the  rule  rather  than  the  exception.  If 
abnormal  function  does  persist  or  recur,  the 
cyclic  therapy  is  repeated. 

Other  than  for  the  control  of  profuse 
bleeding,  there  seems  little  indication  for  the 
use  of  repeated  hypodermic  injections  of 
these  hormones.  Oral  medications  ade- 
quately suffice  in  the  case  of  the  estrogenic 
drugs,  and  oral  ingestion  or  buccal  and  lin- 
gual absorption  is  effective  for  the  progeste- 
rone administration.  As  with  any  endocrine 
disorder,  the  dosage  of  these  hormones  var- 
ies with  the  needs  of  the  individual  patient. 

The  use  of  gonadotropic  hormones  is  re- 
served only  for  those  patients  in  whom  con- 
ception is  desired.  The  equine  gonadotropes 
possess  powerful  sensitizing  properties,  and 
in  addition  have  never  been  clearly  shown 
to  produce  permanent  restoration  of  ovula- 
tion. 

Uterine  curettage,  although  not  an  office 
procedure,  is  occasionally  necessary  for  he- 
mostasis, and  is  indicated  for  excessive 
bleeding  in  any  woman  over  the  age  of  35 
years  to  exclude  possible  malignancy.  Also, 
before  hysterectomy  or  destruction  of  ova- 
rian function  is  anticipated  in  the  intractible 
case  of  bleeding,  curettage  should  be  per- 
formed, not  only  because  of  its  diagnostic 
advantages,  but  also  because  of  its  ability  in 
some  cases  to  correct  temporarily  or  perma- 
nently the  bleeding  abnormality. 

The  Menopause 

In  closing  I would  like  to  mention  briefly 


treatment  of  the  menopause,  or  more  cor- 
rectly, the  climacteric  in  the  female.  Un- 
doubtedly many  complaints  and  diseases  in 
the  middle-aged  woman  are  attributed  to 
the  climacteric  which  in  no  way  are  related 
to  it.  One  should  attempt  to  establish  ac- 
curately, if  possible,  that  the  amenorrhea, 
menstrual  irregularities,  or  various  vaso- 
motor and  other  symptoms  are  really  due  to 
changes  of  the  climacteric  because:  If  they 
are,  they  almost  always  can  be  successfully 
relieved  by  estrogen  therapy.  If  they  are 
not,  this  therapy  will  have  little  or  no  de- 
sired effect. 

Although  slightly  more  expensive,  the  nat- 
urally occurring  or  conjugated  estrogens 
seem  to  cause  fewer  undesirable  side  effects 
such  as  nausea  and  uterine  bleeding  than  do 
the  synthetic  estrogenic  compounds.  Re- 
cently estrogen  and  testosterone  combina- 
tions have  become  commercially  available 
and  have  proved  highly  satisfactory  in  that 
the  testosterone  often  produces  an  added 
sense  of  well-being  so  needed  in  these  pa- 
tients, as  well  as  frequently  increasing  the 
libido.  There  is  evidence  also  that  less  uter- 
ine bleeding  is  produced  by  the  combination 
of  the  two  steroids  than  by  estrogens  alone. 
It  is  always  desirable  to  use  as  small  a dos- 
age of  the  estrogenic  hormones  as  possible 
in  the  treatment  of  the  climacteric,  because 
when  postmenopausal  bleeding  occurs  it 
must  always  be  differentiated  from  that  due 
to  an  unrecognized  malignancy. 

The  presence  or  history  of  certain  breast 
cancers,  uterine  cancer,  and  endometriosis 
are  contraindications  to  the  use  of  estrogens 
in  the  treatment  of  climacteric  symptoms. 
In  such  cases  testosterone  alone,  if  it  can  be 
given  in  doses  below  those  producing  unde- 
sirable masculinizing  changes,  often  gives 
good  results.  Also,  the  alpha-tocopherols  or 
vitamin  E apparently  relieve  some  of  the 
climacteric  symptoms  and  may  be  employed 
as  an  adjunct  to  testosterone  in  those  pa- 
tients in  which  estrogens  are  contraindi- 
cated. 

An  additional,  and  often  very  effective, 
adjunct  to  hormonal  therapy  is  sedation 
given  in  small  amounts.  Frequently  this  is 
all  that  may  be  necessary  to  control  the  mild 
fluctuations  in  the  vasomotor  system  at  the 
time  of  the  climacteric. 
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Discussion 

EDWIN  L.  WILLIAMS,  M.D.  (Nashville):  Mr. 
Chairman,  Members  of  the  Association,  Ladies  and 
Gentlemen. 

It  is  always  a pleasure  to  hear  Dr.  Jones  present 
a discussion  of  any  subject  not  only  because  of 
its  scientific  value  but  also  because  of  the  clear 
and  concise  method  of  presentation.  There  is 
nothing  which  I have  to  add  with  regard  to  the 
material  which  he  has  presented  in  such  a com- 
plete fashion. 

There  is  one  aspect  of  office  gynecology,  how- 
ever, which  I would  like  to  discuss  which  has 
nothing  to  do  with  the  mechanics  of  the  physical 
examination  and  laboratory  studies.  I refer  spe- 
cifically to  the  scheduling  of  office  appointments. 
Prior  to  the  time  of  the  medical  acceptance  and 
utilization  of  current  surgical  techniques,  surgical 
procedures  were  almost  invariably  conducted  as 
emergency  operations;  the  doctor  leaving  the  more 
routine  treatment  in  order  to  carry  out  the  neces- 
sary emergency  surgery.  We  have  now  almost 
completely  changed  this  trend  and  most  surgical 
procedures  are  planned  at  least  a few  days  in  ad- 
vance, and  in  many  busy  hospitals  the  operative 
schedule  is  actually  organized  a week  or  more  in 
advance  except  for  relatively  rare  emergency 
surgery.  Such  a plan  is  welcomed  by  all  busy 
practicing  physicians  inasmuch  as  it  gives  an  op- 
portunity to  better  anticipate  the  day’s  activities. 
Unfortunately,  meager  attention  has  been  given  to 
allotting  special  office  time  for  special  types  of 
office  patients.  Those  of  us  who  treat  pelvic  dis- 
eases are  becoming  increasingly  aware  of  the  so- 
called  psychosomatic  aspects  of  gnecology  and 
considerable  attention  is  therefore  being  given  to 


problems  which  fall  in  this  category.  Dysmenor- 
rhea of  the  primary,  or  acquired,  type;  functional 
disturbances  of  menstruation;  difficulty  in  the 
physical  adjustment  to  marriage  with  frigidity  of 
the  female  frequently  resulting;  both  minor  and 
major  endocrine  disturbances,  manifest  either  by 
hyperirritability  or  lassitude,  are  examples  of  the 
“problem  cases”  in  gynecology.  In  general,  women 
with  disorders  of  this  type  are  not  candidates  for 
a hurried  history  and  an  even  more  brief  physical 
examination.  Their  histories  are  complicated  and 
their  physical  examinations  frequently  require 
more  concentration  than  does  the  palpation  of  a 
pelvic  tumor  or  the  identification  of  a type  of 
leueorrhea.  In  order  to  more  adequately  treat 
this  group  a rather  definite  program  of  office  pro- 
cedure must  be  kept  in  mind.  It  is  my  opinion 
that  these  patients  should  be  separated,  at  least  to 
some  degree,  from  the  more  organically  directed 
disturbances  and  that  the  practicing  physician  set 
aside  the  required  number  of  hours  during  the 
course  of  his  office  week  for  a more  detailed  dis- 
cussion of  the  woman’s  problems  and  a more  thor- 
ough investigation  in  her  physical  examination 
much  as  he  schedules  his  operative  procedures. 
Such  a program  would  likely  require  only  two  or 
three  hours  a week  and  would  result  in  benefit  to 
the  patient  and  give  satisfaction  to  the  physician 
because  of  a more  careful  work-up.  Frequently, 
women  in  this  category  are  treated  best  if  a dis- 
cussion can  be  carried  out  with  the  husband.  An 
office  routine  which  provides  for  such  interviews 
at  the  end  of  the  usual  office  day  or  on  certain 
days  during  the  week  would  prove  both  beneficial 
to  the  patient  and  her  doctor. 

Again  I want  to  thank  Dr.  Jones  for  his  beauti- 
fully prepared  presentation. 


The  Care  of  Hand  Injuries:  VI.  Open  Fractures, 
Bull.  Committee  on  Trauma  of  the  American 
College  of  Surgeons. 

The  same  purposes  hold  for  the  initial  treatment 
of  open  fractures  of  the  hand  as  have  been  pre- 
viously described  for  the  care  of  wounds  of  the 
hand  in  general.  The  hand  should  be  splinted  in 
the  position  of  function,  and  shock  and  pain  treated 
as  necessary. 

Definitive  Treatment:  An  X-ray  examination 

should  be  done  with  the  initial  dressing  intact. 
After  the  extent  of  the  injury  has  been  determined, 
the  patient  should  be  taken  to  the  operating  room, 
and  under  suitable  anesthesia,  the  dressing  re- 
moved and  the  hand  cleansed  by  the  use  of  soap 
and  water,  and  the  removal  of  devitalized  tissue. 
All  possible  bone  and  skin  should  be  saved.  The 
criteria  for  repair  have  been  described  in  Bulletin 
IV.  Open  dislocations  should  be  reduced.  Bone 
fragments  in  the  wound  restored  as  nearly  as  pos- 
sible to  a normal  position  but  without  fixation  by 
foreign  material.  Maintenance  of  reduction  may 
be  obtained  by  skeletal  traction  or  appropriate® 


splinting.  Maximum  skin  coverage  should  be  ob- 
tained with  especial  care  to  cover  bones,  joints, 
tendons,  and  nerves.  A pressure  dressing  is  then 
applied  and  the  hand  splinted  as  nearly  as  prac- 
ticable in  the  position  of  function.  The  hand 
should  then  be  elevated. 

Subsequent  Treatment:  In  their  order  of  impor- 
tance (1)  control  of  infection,  adequate  drainage, 
(2)  establishment  of  bony  union  and  joint  heal- 
ing, (3)  early  completion  of  skin  coverage  and 
healing,  are  the  factors  that  govern  later  care. 
Infection  in  the  wound  may  require  early  dressing, 
but  this  should  be  done  in  such  a manner  that  the 
position  of  the  fractures  will  not  be  disturbed. 
Large  skin  defects  should  be  replaced  by  grafting 
at  the  earliest  possible  moment.  Restoration  of 
function  can  be  best  accomplished  by  directed  ex- 
ercise and  occupational  therapy  as  soon  as  there 
is  firm  bony  union.  Often  the  injured  hand  may 
require  later  reconstructive  surgery,  and  the  early 
proper  management  of  injuries  as  described  above 
facilitates  such  surgery.  (Abstracted  by  Benjamin 
F.  Byrd,  Jr.,  M.D.,  Nashville.) 
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It  is  the  author's  opinion  that  the  great  majority  of  diabetic  patients 
need  not  be  hospitalized  to  introduce  them  to  a regime  of  control.  It 
is  his  feeling  that  this  is  accomplished  better  on  an  ambulant  basis, 
in  as  simple  a fashion  as  possible.  The  office  management  in  the 
average  patient  is  such  as  to  make  it  entirely  feasible  in  the  hands  of 
the  family  doctor. 

OFFICE  MANAGEMENT  OF  THE  DIABETIC  PATIENT* 

PHILIP  K.  BONDY,  M.D.j  Atlanta,  Ga. 


The  patient  with  diabetes  mellitus  suffers 
from  a chronic  disorder  involving  the  me- 
tabolism of  carbohydrate,  protein  and  fat, 
and  frequently  associated  with  varying  de- 
grees of  damage  to  the  blood  vessels,  nerv- 
ous system  and  eyes.  The  physician  treat- 
ing the  diabetic  patient  must  attempt,  in  so 
far  as  possible,  to  return  the  metabolic  state 
to  normal  without  unduly  disrupting  the 
patient’s  life.  Although  the  maintenance 
of  a normal  metabolic  status  is  not  a guar- 
antee against  the  development  of  vascular 
and  retinal  damage,  it  appears  that  these 
complications  may  occur  less  frequently  in 
the  well-controlled  patient. 

In  the  past,  routine  hospital  admission  of 
new  diabetic  patients  has  usually  been  ad- 
vocated. The  purpose  of  this  initial  period 
of  hospitalization  has  been  to  indoctrinate 
the  patients  into  the  mysteries  of  dietary 
management  and  to  teach  them  the  use  of 
the  equipment  necessary  for  the  administra- 
tion of  insulin.  It  has  been  our  experience, 
however,  that  the  period  of  initial  hospitali- 
zation is  unnecessary  in  most  instances,  and 
may,  indeed,  be  harmful.  The  diabetic  must 
be  taught  to  live  his  regulated  existence  in 
a framework  of  normal  activity;  he  must  be 
able  to  earn  his  living,  enjoy  the  usual  social 
and  athletic  activities  to  which  he  has  been 
accustomed,  and  even  to  fulfill  the  demands 
of  parenthood.  He  must,  in  fact,  be  able  to 
act  like  a normal  person.  The  hospitaliza- 
tion period  may  tend  to  impress  on  the  pa- 
tient the  misapprehension  that  he  has  so 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 

tFrom  the  Medical  Service,  Grady  Memorial 
Hospital,  and  the  Department  of  Medicine,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia. 
Present  address,  Department  of  Medicine,  Yale 
University  School  of  Medicine,  New  Haven  11, 
Connecticut. 


serious  a disease  that  he  can  never  again  be 
normal.  The  patient  who,  otherwise  feeling 
quite  well,  is  found  to  have  mild  diabetes 
and  is  therefore  immediately  rushed  into  a 
hospital  may  never  again  be  reconciled  to 
his  ability  to  carry  on  a normal  existence. 

It  has  been  the  practice  at  Grady  Memo- 
rial Hospital  to  admit  to  the  hospital  only 
those  patients  who  present  themselves  in 
diabetic  acidosis  or  with  another  disease  re- 
quiring admission.  Other  newly  discovered 
diabetics  are  regulated  initially  in  the  out- 
patient clinic  on  their  normal  activity  load. 

The  keystones  of  the  treatment  of  the  dia- 
betic patient  are  dietary  control  and  insulin. 
The  use  of  the  diet  to  control  diabetics  has 
been  modified  radically  since  insulin  was 
introduced,  so  that  today  the  usual  “diabetic 
diet”  is  not  very  different  from  the  normal 
American  diet  in  caloric  or  carbohydrate 
content.  Table  1 shows  the  caloric  and 

Table  I 


Diet  Prescriptions  for  Diabetics 


Average 

Average 

Carbo- 

No. 

Calories 

hydrates 

Women 

Women,  excluding 

62 

1,313 

142 

obese 

42 

1,503 

152 

Men 

25 

2,036 

181 

Normal  Grady  Memorial 

Hospital  diet 
Same,  with  no  added 

2,300 

250 

sweets  

1,895 

196 

carbohydrate  prescriptions  of  87  diabetic 
patients  seen  in  one  day  at  the  diabetic  clinic 
at  Grady  Hospital.  Of  the  women  in  this 
group,  20  were  obese  and  were  therefore 
receiving  a reducing  diet  of  800  to  1,000  cal- 
ories. This  diet  is  identical  with  the  reduc- 
ing diet  used  for  non-diabetic  patients.  The 
men  and  women  of  normal  weight  received 
diets  which  are  not  very  different  from  the 
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normal  diet.  For  comparison,  the  routine 
ward  diet  at  Grady  Hospital  is  included  in 
the  lower  part  of  the  table.  If  the  diabetics 
eat  the  ward  diet,  simply  omitting  such 
high-carbohydrate  items  as  pies,  cakes,  ice 
cream,  and  substituting  for  these  a piece  of 
fruit,  their  diet  is  not  significantly  different 
from  the  prescribed  diet. 

The  advantage  of  the  accurately  regulated 
diet  in  the  treatment  of  diabetes  lies  chiefly 
in  the  fact  that  the  body  is  presented  with 
a consistent  and  reproducible  carbohydrate 
load  each  day,  so  that  the  dosage  of  insulin 
can  be  estimated  with  some  confidence  and 
severe  degrees  of  hyperglycemia  or  hypo- 
glycemia avoided.  The  responsibility  of  the 
physician,  therefore,  appears  to  be  to  pre- 
scribe a diet  adequate  in  protein  and  vita- 
mins which  is  so  constant  in  distribution 
that  the  use  of  insulin  will  be  effective  and 
safe.  These  requirements  can  be  met  quite 
readily  by  modifications  of  the  normal 
American  diet  without  the  need  for  accurate 
measurement  or  weighing  of  the  diet.  Such 
a prescription  permits  the  patient  to  eat 
from  the  family  table  or  to  go  to  restaurants 
without  difficulty.  It  makes  it  possible  for 
him  to  live  in  a normal  pattern  without  in- 
convenience and  without  embarrassment. 
Moreover,  the  details  of  such  a diet  can  be 
conveyed  to  an  intelligent  patient  in  a few 
minutes.  Most  people  who  have  been  eating 
a nutritionally  adequate  diet  can  continue 
as  before,  except  for  the  elimination  of  sweet 
desserts  and  between-meal  snacks.  They 
must  be  cautioned  against  skipping  meals 
and  against  occasional  overeating. 

Obese  diabetic  patients  are  handled  as 
though  they  did  not  have  diabetes,  from  a 
dietary  standpoint.  With  closely  restricted 
caloric  intake  many  of  these  patients  have 
rapid  amelioration  of  the  diabetic  symptoms 
and  may  be  controlled  without  insulin.  In 
any  case,  weight  loss  is  the  chief  problem 
and  must  be  attacked  vigorously. 

It  has  been  our  goal  to  control  all  diabetics 
who  require  insulin  on  a single  daily  injec- 
tion of  insulin.  The  introduction  of  NPH 
insulin  has  made  this  goal  attainable  in 
most  of  the  cases.  New  patients  are  usually 
started  on  a small  dose  of  NPH— 10  or  15 
units — which  is  administered  by  the  office 


nurse.  For  the  first  few  days  the  patient 
returns  to  the  office  or  clinic  each  morning 
before  breakfast.  The  insulin  is  injected 
bv  the  patient  under  the  supervision  of  the 
nurse.  Within  a few  days  most  patients  can 
carry  out  the  injections  without  further 
help.  At  the  same  time,  the  patient  is 
taught  to  test  his  urine  for  reducing  sub- 
stances. We  have  found  the  Clinitest  (R) 
tablets  to  be  the  simplest  apparatus  for  this 
purpose.  The  patient  tests  urine  passed  just 
before  breakfast,  lunch,  supper  and  at  bed- 
time until  the  dosage  of  insulin  has  been 
adjusted.  Thereafter,  the  urine  passed  dur- 
ing the  half-hour  before  breakfast  is  tested 
daily.  During  this  time,  the  daily  glucose 
excretion  is  reviewed  and  the  insulin  dosage 
changed  to  fit  the  patient’s  requirements. 
As  the  diabetes  comes  under  control,  the 
dose  of  insulin  required  for  regulation  usu- 
ally falls  gradually,  so  that  the  final  adjust- 
ment may  not  be  reached  for  several  months. 
Moreover,  changes  in  the  patient’s  metabolic 
and  physical  status  may  necessitate  read- 
justment of  insulin  at  any  subsequent  time. 
The  insulin  prescription  should  therefore  be 
kept  under  frequent  review,  even  after  it 
appears  to  be  stable.  We  seldom  permit 
more  than  three  months  to  elapse  between 
office  visits. 

During  the  first  few  days  the  patient 
should  also  be  indoctrinated  in  the  special 
problems  he  must  face.  The  symptoms  of 
hyperinsulinism  and  the  use  of  carbohy- 
drate as  an  antidote  are  particularly  empha- 
sized. Care  of  the  feet  and  skin,  and  pre- 
vention of  such  dangerous  complications  as 
ingrowing  toenails,  infected  calluses  and 
chafed  skin  on  the  feet  are  emphasized.  The 
early  signs  of  acidosis  are  also  described  and 
the  need  for  immediate  medical  attention  is 
stressed. 

All  diabetic  patients  should  carry  identi- 
fication cards,  indicating  the  nature  of  their 
disease,  and  the  emergency  measures  to  be 
carried  out  should  they  be  found  uncon- 
scious or  become  involved  in  an  accident. 
Such  a card  should  include  the  patient’s 
name,  address  and  usual  insulin  dosage. 
The  name  and  address  of  the  physician 
should  also  be  included.  Cards  of  this  type 
are  available  from  the  American  Diabetic 
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Association,  but  they  can  easily  be  prepared 
in  the  doctor’s  office  if  official  cards  are  not 
available. 

What  sort  of  results  can  we  hope  to  attain 
by  the  regimen  outlined  above?  The  pa- 
tient should  be  able  to  maintain  a normal 
carbohydrate  metabolism  with  only  occa- 
sional mild  glycosuria.  In  older  patients, 
however,  the  insulin  dosage  should  be  ad- 
justed so  that  a slight  trace  of  glycosuria  is 
usually  present  before  breakfast.  In  this 
way,  the  danger  of  hypoglycemia  during  the 
night  when  the  patient  is  least  able  to  cope 
with  it  can  be  reduced.  It  should  be  empha- 


sized that  the  danger  of  producing  myocar- 
dial or  cerebral  infarcts  as  a result  of  hypo- 
glycemia is  much  greater,  especially  in  pa- 
tients past  middle  age,  than  the  danger  of 
damage  from  mild  glycosuria. 

The  patient  should  maintain  a normal  or 
slightly  subnormal  body  weight  (10  per  cent 
below  usual  standards  is  often  advised). 
Children  controlled  in  this  way  should  be 
sufficiently  well  nourished  to  permit  normal 
growth  and  development.  Most  important 
of  all,  the  patient  should  be  able  to  carry  on 
his  normal  activities  without  difficulties  or 
inhibitions  imposed  by  his  disease. 


The  Postoperative  Recognition  and  Further  Man- 
agement of  Unsuspected  Cervical  Carcinoma. 
William  F.  Finn,  M.D.,  Am.  J.  Obs.  & Gynec., 
63:717,  1952. 

A new  clinical  problem  has  arisen.  This  is  the 
recognition  of  unsuspected  cervical  carcinoma  after 
hysterectomy  has  been  done  for  myoma  or  pro- 
lapse. This  problem  formerly  occurred  after  vag- 
inal hysterectomy  or  amputation  of  the  cervix,  but 
now  is  increasing  with  the  greater  performance  of 
total  hysterectomy. 

Carcinoma  of  the  cervix  was  discovered  post- 
operatively  in  21  patients  during  the  past  five  years 
at  the  New  York  Hospital.  Nineteen  of  these  were 
squamous,  9 were  Stage  O,  and  10  were  Stage  I, 
while  2 were  adenocarcinomas.  One  per  cent  of 
all  hysterectomies  resulted  in  undiagnosed  cervical 
cancers.  Sixteen  were  asymptomatic  and  had  no 
physical  signs,  while  five  deserved  further  prelim- 
inary diagnosis,  because  of  erosion,  contact  bleed- 
ing, or  post-menopausal  bleeding.  Multiple  biop- 
sies of  the  squamocolumnar  junction  and  curet- 
tage or  aspiration  smears  of  the  endocervix  would 
have  resulted  in  preoperative  diagnosis  of  the  can- 
cer. Nine  of  the  cancers  were  in  the  endocervix, 
10  at  the  squamocolumnar  junction,  while  only  2 
were  on  the  exocervix.  The  cervical  cancers  which 
are  most  likely  to  be  undiagnosed  are  (1)  those  of 
the  endocervical  canal,  (2)  squamocolumnar  junc- 
tion cancers,  (3)  very  early  cancers  of  the  exocer- 
vix, and  (4)  cancer  associated  with  descensus. 

None  of  the  patients  with  Stage  O cancer  were 
treated  further.  One-half  of  the  patients  with 
Stage  I cancer,  and  all  of  the  patients  with  adeno- 
carcinoma received  irradiation.  No  additional 
surgery  was  done  to  remove  tubes  or  ovaries. 


Problems  in  therapy  consisted  of  (1)  selection  of 
the  appropriate  time  to  start  treatment,  and  (2) 
postponement  of  the  use  of  the  vaginal  cone  during 
the  immediate  postoperative  period.  All  patients 
are  living  and  without  evidence  of  recurrence. 
Fourteen  patients  have  been  observed  for  over  two 
years,  while  seven  are  current  patients. 

The  increased  use  of  total  hysterectomy  is  asso- 
ciated with  an  increase  in  the  postoperative  micro- 
scopic diagnosis  of  hitherto  unsuspected  cervical 
cancer.  Conversely,  carcinoma  of  the  cervical 
stump  is  apparently  declining.  These  cancers  are 
usually  asymptomatic,  are  located  in  the  endocer- 
vical canal  or  at  the  squamocolumnar  junction, 
and  are  usually  first  diagnosed  microscopically. 
About  1%  of  the  total  hysterectomies  performed 
at  the  New  York  Hospital  between  1947  and  1951 
resulted  in  the  detection  of  hitherto  unsuspected 
cervical  cancers.  Twenty-five  per  cent  of  the 
Stage  O cervical  cancers,  and  6%  of  the  Stage  I 
cancers  were  so  diagnosed.  Additional  preopera- 
tive diagnostic  tests  were  indicated  in  five  of  the 
patients,  25%  because  of  cervical  lesions  or  un- 
usual bleeding.  Multiple  biopsies  at  the  squamo- 
columnar junction  and  aspiration  smears  and/or 
curettage  of  the  endocervix  would  have  detected 
these  cancers.  Stage  O cervical  cancer  already 
treated  by  total  hysterectomy  requires  only  obser- 
vation, while  Stage  I cancer  apparently  deserves 
abdominal  X-ray  irradiation.  Dr.  William  P. 
Healy  in  discussion,  observed,  “I  personally  would 
not  be  inclined  to  use  postoperative  roentgen  irra- 
diation in  any  of  these  unsuspected  cases.  The 
primary  surgical  procedure  has  done  a great  deal 
more  for  the  patient’s  future  well-being  than  any 
subsequent  radiation  therapy.”  (Abstracted  by 
Hamilton  V.  Gayden,  M.D.,  Nashville,  Tenn.) 
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The  successful  use  of  placental  mem branes  as  homografts  for  the  cov - 
ering  of  wounds  is  of  interest.  If  their  use  proves  to  be  consistently 
satisfactory  and  helpful,  it  is  likely  that  many  conditions  will  be  found 
in  surgery  for  their  application. 

HOMOGRAFTS  OF  FETAL  MEMBRANES  AS  A COVERING  FOR  LARGE 


WOUNDS— ESPECIALLY  THOSE  FROM 
AN  EXPERIMENTAL  AND  CLINICAL  STUDY 
(A  Preliminary  Report) 

BEVERLY  DOUGLAS,  M.D.*  Nashville,  Tenn. 

Though  the  indications  for  the  use  of  em- 
bryonal or  fetal  membranes  in  surgery 
may  prove  to  be  very  wide,  at  this  time, 
however,  I shall  refer  to  its  use  in  burns 
only. 

In  patients  having  50  per  cent  or  more  of 
the  body  surface  burned,  the  covering  of  the 
wound  soon  becomes  a matter  of  critical  im- 
portance. Pressure  dressings,  whose  value 
we  re-emphasized  in  1923, 1 as  well  as  other 
methods  to  promote  a surface  coagulum, 
such  as  the  tannic  acid  or  the  so-called  ex- 
posure method,  may  help  in  certain  cases.  In 
the  larger,  second  and  third  degree  burns 
there  is  urgent  need  for  a “living  covering” 
which  will  prevent  the  loss  of  fluids,  electro- 
lytes and  blood  elements  as  well  as  to  pro- 
tect delicate  nerve  endings,  and  which  will 
last  for  a prolonged  though  not  of  necessity 
a permanent  period. 

The  great  amount  of  work  which  has  been 
done  on  homografts  of  skin  in  extensive 
burns,  and  the  attempt  to  prolong  their  pe- 
riods of  takes,  is  evidence  of  a recognized 
need  for  a covering  tissue  other  than  the 
individual’s  own  skin.  Yet  in  our  experi- 
ence, as  in  that  of  many  others,  a relatively 
small  percentage  of  homografts  of  human 
skin  last  more  than  a period  of  four  weeks. 
After  this,  in  most  instances,  they  slough 
away  either  suddenly  or  gradually. 

It  was  the  realization  of  this  need  for  a 
satisfactory  covering  for  burns  and  my  work 
in  Dr.  Ernest  Goodpasture’s  laboratory, 
which  proved  that  human  skin  and  mem- 
branes can  be  successfully  grafted  on  the 
chorio-allantoic  membrane  of  chicks,2- 3 that 
led  us  to  the  belief  that  human  amniotic  and 
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chorionic  membranes  might  be  used  as 
homografts  on  human  wounds. 

Our  first  experiments  began  in  March, 
1951.  This  work  concerns  the  use  of  living 
and  not  boiled  nor  dried  preparations.  It  is 
interesting  to  note  that  Penfield,  Humphreys 
and  Chao4  in  1940,  and  a year  later  Kohn- 
stan,  suggested  the  use  of  “amnioplastin,” 
a preparation  made  by  the  immersion  of 
amnion  in  alcohol  for  fixing,  followed  by 
drying  in  sheets  and  boiling  in  water  for 
twenty  minutes  for  sterilization.  This  was 
washed  in  normal  saline  before  use.  This 
fixed,  dead  amnion  preparation  was  em- 
ployed by  these  authors  as  a covering  to 
prevent  adhesions  during  operations  on  the 
brain.  Later  Pinkerton5  and  others  used  it 
for  mobilizing  adherent  tendons  fixed  by 
adhesions. 

During  the  past  fifteen  years  many  arti- 
cles have  appeared  in  journals  on  ophthal- 
mology referring  to  the  use  of  small  pieces 
of  dead,  fixed  amnion  to  favor  healing  and 
to  prevent  adhesions  in  caustic  and  corrosive 
burns  of  the  cornea  and  sclera.  All  of  these 
articles  refer  to  the  use  of  “amnioplastin”  or 
similar  preparations  of  boiled  or  otherwise 
fixed  membrane.  Amnion,  the  thinner  of 
the  membranes,  was  first  used  as  a graft  for 
formation  of  an  artificial  vagina  in  1935  by 
Brindeau  and  by  Burger  in  1937. 7 

I have  found  no  reference  in  the  literature 
to  the  use  of  the  thicker  membrane,  chorion,  y 
which  has  been  our  choice  thus  far?  How- 
ever, to  Kubani6  of  Hungary  belongs  the 
credit  for  advocating  the  use  of  living  am- 
nion as  a homograft  for  wounds  from  bums. 
Between  the  years  of  1941  and  1948  he  graft- 
ed it  on  wounds  sixteen  times,  in  four  the 
grafts  being  larger  than  the  palm  of  the 
hand.  He  describes  two  of  the  latter  which 
were  successful  and  states  he  made  micro- 
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scopic  sections  of  the  amnion  in  one  though 
giving  no  findings.  He  also  used  sterile  am- 
nion to  cover  raw  surfaces  of  the  peritoneum 
after  separating  adhesions. 

Origin  and  Nature  of  Fetal  Membranes 

Bailey  and  Miller7,  in  describing  the  de- 
velopment of  the  amniotic  folds  enclosing 
the  fetus,  dorsally  and  laterally,  speak  of  the 
amniotic  cavity  “which  is  lined  by  ectoderm 
continuous  with  the  ectoderm  (later  epider- 
mis) of  the  embryo — the  ectoderm,  lining 
the  cavity  and  the  overlying  parietal  meso- 
derm together  constituting  the  amnion.” 
Regarding  the  origin  of  the  chorionic  mem- 
brane they  say:  “that  the  outer  parts  of  the 
amniotic  folds  become  completely  separated 
from  the  inner — the  (true)  amnion,  to  form 
a second  membrane  consisting  externally  of 
ectoderm,  internally  of  mesoderm,  and  called 
at  first  the  serosa  or  false  amnion,  later  the 
primitive  chorion.” 

At  term,  a great  abundance  of  amniotic 
membrane  is  folded  up  in  the  region  of  the 
placenta.  The  chorion  is  adherent  by  hya- 
line mesodermal  connective  tissue  to  the 
same  type  of  connective  tissue  of  the  am- 
nion. In  its  connective  tissue  layer  are  a 
few  blood  vessels.  Its  outer  or  external 
layer  is  composed  of  a fairly~thick  layer  of 
transitional  cuboidal  epithelium  which 
makes  its  gross  appearance  somewhat 
more  opaque  and  white  than  the  thinner  and 
more  transparent  amnion.  Distalward  from 
the  placenta  the  two  membranes  are  adher- 
ent to  each  other  for  quite  a distance,  but 
finally  at  the  most  distal  portion  one  finds 
only  amnion. 


Fig.  1.  Separation  of  amnion,  right  from  chorion, 
left  for  purpose  of  grafting  wounds. 


In  practice,  for  grafting  purposes,  the  two 
membranes  are  easily  separated  with  the 
sterile  gloved  fingers,  so  as  to  obtain  sheets 
of  each  up  to  18  inches  square.  (Fig.  1.) 
Somewhat  more  of  amnion  may  be  obtained 
in  each  instance  than  of  chorion. 

Collection  of  Material 

For  our  purposes,  placentas  from  recent 
deliveries  of  patients  with  negative  serologic 
tests  for  syphilis  are  placed  in  sterile  cov- 
ered pans.  The  amnion  may  then  be  sepa- 
rated from  the  chorionic  layer  (Fig.  1)  or 
the  two  may  be  left  together.  Large  pieces 
may  then  be  cut  away  from  the  placental 
and  cord  attachments.  Before  cutting  apart 
the  attachment  between  the  membranes,  the 
outer  or  epithelial  layers  of  each  are  labeled 
with  sterile  skin  clips  or  other  markers  for 
future  identification.  The  membranes  are 
then  washed  with  normal  saline,  folded  on 
themselves  with  a little  plasma  or  saline 
between  the  folds  and  are  wrapped  in  sterile 
cellophane  or  pliofilm.  A sterile  towel  mois- 
tened with  saline  is  wrapped  around  the  cel- 
lophane and  the  package  stored  in  a refrig- 
erator at  one  or  two  degrees  above  freezing 
until  required  for  grafting.  We  have  grafted 
membranes  successfully  after  storing  them 
for  four  days  by  this  technique,  but  there  is 
no  reason  to  believe  that  they  could  not  be 
used  after  much  longer  periods.  If  desired, 
the  membranes  may  be  sterilized  and  quick 
frozen,  by  the  method  of  Keeley  and  Gomez, 
reported  for  preserving  arterial  segments 
for  grafting.  They  may  then  be  kept  for 
several  weeks  before  being  applied.  If  one 
wishes  absolutely  sterile  membrane,  it  may 
be  obtained  from  cesarean  section  cases, 
although  those  from  normal  deliveries  may 
easily  be  sterilized  without  difficulty. 

Experimental  Work 

It  was  realized  at  the  beginning  of  our 
work  in  1951  that  if  human  membranes  were 
used  in  animal  experiments  they  would  be 
heterografts,  and  therefore  less  likely  to 
take  than  homografts  of  human  membranes 
applied  to  human  wounds.  But  having  had 
success  with  heterografts  of  human  skin  to 
chorio-allantoic  membranes  of  fetal  chicks 
and  human  membranes  to  chick  membranes 
we  carried  out  the  following  experiments 
on  ten  dogs. 
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Under  sterile  conditions  large  wounds,  as 
deep  as  the  muscle,  were  made  on  the  abdo- 
mens of  female  dogs.  Amnion  and  chorion, 
respectively,  were  sutured  on  these  wounds. 
Control  wounds  of  equal  size  were  made 
also.  In  most  experiments  the  connective 
tissue  layer  of  each  membrane  was  applied 
to  the  wound  surface.  In  some  the  epithe- 
lium was  turned  inward  with  good,  though 
slower  takes.  It  is  a well-known  fact  that 
deep  or  pinch  skin  grafts  take,  but  their  take 
is  slower  when  placed  epithelial  surface 
down  on  wounds.  In  another  series  of  ani- 
mals, as  well  as  in  some  of  the  above,  the 
two  membranes  were  buried  under  trap- 
door pedicle  flaps  in  order  to  provide  abso- 
lutely sterile  conditions. 

Except  for  one  dog  in  which  infection 
took  place,  the  membranes  showed  success- 
ful takes  for  the  entire  periods  studied, — one 
as  long  as  twenty-nine  days.  The  results  of 
the  take  of  amnion  and  chorion  at  five  days 
and  at  fifteen  days  were  recorded  by  photo- 
graphs. At  the  fifteen-day  period  the  wound 
covered  with  amnion  had  been  reduced  to 
only  one-fourth  the  size  of  the  control 
wound.  In  general,  the  dressings  separated 
readily  from  the  surface  grafted  with  the 
amnion  leaving  a shiny,  dry,  pinkish  sur- 
face. The  chorion  grafts  were  more  opaque 
and  more  of  a salmon  pink  color. 

Microscopic  sections  of  the  grafts,  in  gen- 
eral, gave  similar  findings  for  varying  inter- 
vals after  operation  up  to  seventeen  days. 
(Dr.  Goodpasture  studied  the  sections.)  Mi- 
croscopic studies  at  seventeen  days  after 
grafting  shows  the  wound  to  be  still  covered 
with  a homogeneous  hyalinoid  membrane 
which  is  stained  pink,  and  seems  character- 
istic of  the  hyalin  connective  tissue  layer  of 
the  amnion.  It  is  moderately  infiltrated  with 
leucocytes.  Chorion  removed  from  the 
wound  surface  at  the  same  time  showed  the 
cells  of  the  membrane  alive  with  little  sign 
of  degeneration.  In  other  sections  of  chorion 
and  the  adjacent  skin  edge,  sixteen  days 
postoperatively,  the  chorionic  cells  have  ac- 
tually adhered  to  the  dog’s  connective  tissue 
and  the  underlying  capillary  bed.  The  chori- 
onic cells  are  viable  and  mitotic  figures  are 
present. 

The  findings  in  the  specimens  of  the  mem- 
branes buried  in  pockets  corroborates  the 


findings  as  to  their  viability,  thus  giving  us 
a check  on  the  surface  graft  experiments 
under  conditions  of  more  nearly  perfect 
sterility.  Longer  time  follow-up  experi- 
ments are  in  progress. 

Application  of  Amnion  and  Chorion  as 
Homografts  to  Humans 

It  was  clear  after  we  had  seen  these  mem- 
branes take  and  live,  even  as  heterografts 
on  dogs,  that  they  should  live  as  homografts 
on  members  of  the  same  species. 

Homografting  was  first  done  successfully 
on  humans  in  March,  1951.  The  patient  had 
extensive  wounds  from  a burn. 

Brief  reports  on  this  case  and  two  others 
of  successful  grafts  on  humans  are  included 
here.  Detailed  reports  will  be  published 
elsewhere. 

Case  1.  V.U.H.  No.  196,623.  A woman  admitted 
on  March  9,  1951.  Diagnosis:  Extensive  burns. 
A specimen  of  fresh  amniotic  membrane,  removed 
from  a placenta  and  sac,  was  kept  as  near  sterile  as 
possible  at  delivery  and  was  then  washed  in  nor- 
mal saline.  One  hour  later  it  was  applied  to  the 
granulating  surface  of  a burn  around  the  upper 
third  of  the  right  leg,  immediately  below  the  pop- 
liteal space.  This  membrane  was  approximately 
7x4  inches,  or  28  square  inches  in  size, — roughly 
the  size  of  a full  drum  of  skin  cut  by  a large  skin 
graft  machine.  It  was  sutured  in  the  manner  of  a 
thick  split  graft  with  stitches  at  the  edge  and 
“quilting”  stitches  through  its  surface  to  hold  it 
down  into  the  deepest  parts  of  any  depressions.  A 
few  perforations  were  made  in  it  for  drainage. 
The  wound  was  only  fairly  clean.  Granulations 
were  scrubbed  with  ether  and  the  skin  edges  were 
prepared  with  weak  iodine  followed  by  alcohol. 
Three  drums  of  skin  from  her  brother  were  ap- 
plied as  homografts  to  the  same,  and  the  other 
extremity,  respectively.  Sulfathiazole  powder  was 
dusted  sparsely  on  the  surface  of  the  amnion  graft 
and  dry  gauze  and  elastoplast  were  used  for  light 
pressure  over  all.  (In  burns  of  the  extremities, 
since  large  sheets  of  membranes  may  easily  be 
obtained,  they  may  be  stretched  around  the  ex- 
tremity, stitched  to  themselves,  and  a pressure 
dressing  applied  over  all.) 

The  dressing,  seven  days  postoperatively,  showed 
the  membrane  taking  in  large  part.  The  dressing 
came  off  easily,  being  adherent  only  at  the  per- 
forations where  a few  granulations  were  still 
showing. 

At  dressing,  13  days  postoperatively,  the  amnion 
was  still  adherent  and  apparently  healthy.  At 
this  time,  because  of  the  urgency  of  obtaining  per- 
manent healing,  squares  of  it  were  excised  and 
supplanted  by  similar  squares  of  the  patient’s  own 
skin  in  “checkerboard”  fashion.  The  patient’s 
condition  had  improved  by  this  time  and  she  was 
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in  good  nitrogen  balance  probably  due  to  the  three 
homografts  of  her  brother’s  skin  and  the  mem- 
brane grafts. 

At  21  days  postoperatively  the  portions  of  am- 
nion grafts  which  had  not  been  removed  still  ap- 
peared dry  and  adherent  to  the  wound,  affording 
a good  nonexudative  surface,  but  was  apparently 
being  undergrown  at  its  edges  by  the  patient’s 
own  autografts.  The  brother’s  skin  was  inflamed 
and  was  evidently  sloughed  off.  It  was  replaced 
by  the  same  type  of  autografts. 

Microscopic  sections  in  this  case  were  reported 
by  Dr.  Goodpasture  as  follows:  “Thirteen  days 
postoperative,  granulating  surface  lined  interrupt- 
edly, but  almost  completely  with  fairly  thick  hya- 
linized  membrane  which  in  places  is  so  folded 
upon  itself  as  to  suggest  very  strongly  an  origin 
in  the  hyalin  portion  of  the  amniotic  membrane. 
In  a few  foci  this  membrane  has  the  light  staining 
character  of  hyaline  amnion  which  appears  swol- 
len by  imbibition  of  fluid  in  such  a way  as  to  give 
it  a vacuolated  and  fibrillary  appearance.” 

At  twenty-one  days  sections  showed  the  same 
homogeneous  thin  pink  staining  hyalin  membrane. 
On  subsequent  dressings  the  autografts  applied  to 
both  the  membrane  and  brother’s  skin  areas  were 
found  to  have  spread  out  and  supplanted  both 
homograft  areas  and  to  have  caused  both  to  heal. 

These  promising  results  led  us  to  try  sev- 
eral further  membrane  homografts  in  other 
human  cases,  always  with  the  full  consent 
of  the  patient.  We  shall  give  only  two  fur- 
ther abstracts  very  briefly. 

Case  2.  V.U.H.  No.  205,931.  A 45-year-old  col- 
ored female,  who  had  numerous  granulating  areas 
on  her  body  from  a burn,  was  operated  upon  on 
February  15,  1952.  During  a split  skin  graft 
procedure,  a sheet  of  chorion  two  inches  square 
was  sutured  into  a pocket  made  at  the  edge  of 


Fig.  2.  Photomicrograph  of  chorion  buried  in 
pocket  at  edge  of  donor  area  on  chest  from  which 
split  graft  had  been  removed.  See  Case  O.H. 
Layer  of  chorion  above  is  intact,  a-b-c,  and  cells 
have  healthy  nuclei.  Connective  tissue  layer,  b-c, 
is  united  with  that  of  human,  c-d. 


one  of  the  donor  areas  by  undermining  the  skin 
immediately  below  the  derma,  implanting  the 
chorion  and  closing  the  superficial  wound. 

The  specimen  removed  “en  bloc”  fourteen  days 
postoperatively  showed  that  the  chorion  membrane 
was  alive  and  had  healthy  nuclei,  both  in  the 
epithelial  and  connective  tissue  cells.  Only  where 
the  circulation  was  impaired,  due  to  the  rolling 
of  the  chorion  on  itself,  was  there  any  sign  of 
degeneration  and  no  hemorrhagic  condition  was 
present  to  indicate  anaphylactic  phenomena.  (Fig. 
2.) 

Case  3.  V.U.H.  No.  208,262.  A white  male,  aged 
27  years. 

A sheet  of  chorion,  collected  at  a delivery  within 
the  hour,  was  washed  with  saline  and  applied  to  a 
site  on  the  right,  lower  dorsal  region,  from  which 
a split  skin  graft  had  just  been  cut.  Four  sutures, 
one  at  each  corner  of  the  membrane,  were  used  to 
fix  it  in  place  on  the  area.  (Fig.  3.)  A dry  dress- 
ing overlaid  with  elastoplast  was  applied. 


Fig.  3.  Living  chorion  on  wound  of  lower  dorsal 
region,  7 days  postoperatively,  between  stitches  at 
corners  m-n-o-p. 

At  dressing  seven  days  postoperatively  the  area 
of  chorion  included  between  four  sutures  was 
found  to  be  entirely  dry,  salmon-colored  and  non- 
adherent to  the  dressing,  while  other  donor  areas, 
including  those  immediately  below  and  above  the 
membrane,  bled  freely.  A portion  of  the  mem- 
brane which  overlay  the  normal  skin  edge  was 
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parchment  like,  and  on  lifting  up  a portion  of  the 
healed  adherent  membrane  it  was  pulled  away 
from  its  bed  or  base  which  bled  freely,  strongly 
suggestive  of  a take.  No  exudation  had  taken 
place  anywhere  except  at  one  or  two  areas  under 
the  upper  portion  of  the  chorion  graft  where  two 
small  blisters  had  formed. 

Dr.  Goodpasture  reported  the  following  results 
of  microscopic  finding  in  this  chorion  homograft 
(Fig.  4): 

“The  chorion  cells  have  survived.  The  mem- 
brane is  preserved  on  the  surface.  A thick  layer 
of  chorionic  epithelium  is  present.  In  some  areas 
the  chorionic  epithelium  is  undergoing  necrosis 
and  is  infiltrated  with  PMN  cells,  but  throughout, 
the  chorionic  epithelial  cells  the  nuclei  stain  well, 
and  the  cytoplasm  has  normal  staining  qualities. 
In  other  areas,  although  no  mitotic  figures  are 
seen,  the  chorionic  cells  are  well  preserved,  and 
the  nuclei  are  normal.” 


Fig.  4.  Patient  R.R.  photo-micrograph  showing 
thick  protective  layer  of  epithelium  and  connective 
tissue  cells  of  chorion  between  X and  X'  which  has 
united  with  cells  of  patient. 


It  was  of  interest  that  at  subsequent  dressings 
the  donor  area  grafted  with  chorion  appeared  to 
look  better  and  give  the  patient  less  pain  and 
irritation  than  did  other  donor  skin  areas  from 
which  grafts  had  been  taken  on  the  same  day. 
Other  sections  are  being  made  at  intervals  to  de- 
termine how  soon  the  chorionic  cells  are  substi- 
tuted for  by  the  underlying  and  surrounding  epi- 
thelium of  the  patient. 


Comment 

It  is  not  necessary  to  point  out  how  easy 
and  impersonal  it  is  to  obtain  this  widely 
distributed  human  material  which  at  present 
seems  to  find  its  only  destiny  to  be  “thrown 
into  the  bucket,”  especially  if  it  is  normal. 

Many  uses  for  placental  membranes  may 
be  foreseen  in  surgery  alone,  provided  it  be- 
haves for  others  as  it  seems  to  be  behaving 
for  us.  Its  advantages,  not  only  in  burns, 
but  in  other  small  and  extensive  wounds  are 


obvious.  Membranes  should  be  helpful  in 
preventing  adhesions  in  tendon  injuries. 
We  believe  that  dressings  over  small  wound 
surfaces  may  be  prevented  from  adhering 
and  bleeding  when  removed  later,  if  a small 
piece  of  membrane  is  first  applied.  After  all, 
at  one  time  it  was  continuous  with  the 
actual  skin  of  the  fetus. 

We  do  not  know  as  yet,  but  we  hope  to 
have  the  answers  soon  to  the  question  of 
whether  or  not  it  will  give  a permanent 
wound  covering  for  more  than  six  weeks. 
Our  work  thus  far  certainly  appears  to  in- 
dicate that  it  will  provide  a very  efficient 
living  for  a considerable  period  of  time,  and 
that  it  can  be  a very  present  help  in  burns 
just  as  homografts  of  skin  have  been  in  the 
past.  It  is  obvious  that  no  grafting  of  mem- 
branes should  be  done  unless  the  recipient 
and  his  wound  are  as  well  prepared  surgi- 
cally as  we  would  be  demanded  for  skin 
grafting.  The  same  postoperative  care  must 
be  carried  out  in  detail. 

More  work  is  needed  on  the  early  exten- 
sive debridement  of  burns  and  their  cover- 
ing with  membranes  until  skin  can  be  sub- 
stituted. Other  questions  also  must  be  an- 
swered. 

What  conditions  will  favor  survival  of  the 
membrane  grafts?  How  long  under  opti- 
mum conditions  will  they  survive?  What  is 
the  best  way  to  sterilize  them  without  affect- 
ing their  viability,  and  how  long  can  they 
be  safely  stored  under  refrigeration  before 
use?  Do  the  membranes  contain  specific 
factors  like  homografts  of  skin?  Will  the 
capillary  vessels  invade  the  grafts  giving 
stable  healing,  or  will  there  be  only  a plas- 
matic circulation?  By  providing  a living 
covering  will  the  membranes  prevent  cica- 
tricial contractures  by  lessening  scar  forma- 
tion until  skin  can  be  substituted?  What  is 
the  value  of  preserving  membranes  by  freez- 
ing for  military  purposes? 

Work  is  already  under  way  which  will 
help  to  solve  many  of  these  problems  and 
further  reports  will  be  forthcoming. 

Conclusion 

1.  Large  living  grafts  of  both  human  am- 
nion and  chorion,  when  applied  to  fresh 
wounds  of  dogs  and  humans,  have  been 
proven  to  take  and  remain  viable  under  the 
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conditions  and  during  the  periods  of  time 
described. 

2.  These  membranal  grafts  appear  to  cov- 
er delicate  nerve  endings,  to  prevent  con- 
tamination of  the  surface  on  which  they  take, 
and  loss  of  fluids  and  electrolytes  therefrom. 

3.  Microscopic  sections  of  chorion  grafts 
reveal  that  the  chorionic  membrane  cells  are 
in  the  living  state  at  least  as  long  as  17  days 
after  application. 

4.  Similar  sections  of  amnion  on  wounds 
show  the  surface  to  be  covered  with  a mem- 
brane composed  of  mesodermal  hyalin 
fibrinoid  tissue  which  appears  to  afford  a 
satisfactory  covering  for  the  wound  surface. 
On  a human  wound  this  hyalin  membrane 
appeared  at  three  weeks  to  afford  as  good  a 
protective  covering  as  did  a homograft  of 
brother’s  skin  applied  simultaneously  to  the 
same  patient. 

5.  Grafts  of  amnion  and  chorion  offer  a 
widely  distributed  and  readily  available  im- 
personal source  of  material  for  the  purposes 
outlined  and  are  much  more  easily  obtain- 
able than  homografts  of  human  skin. 

6.  Further  studies  of  their  use  on  exten- 
sive wounds  and  of  their  maximum  survival 
time  are  already  in  progress. 

7.  Their  widespread  use  on  extensive 
wound  surfaces  is  not  advocated  until  these 
more  advanced  studies  are  completed. 


The  author  wishes  to  acknowledge  with  grati- 
tude the  kind  help  of  Dr.  Ernest  Goodpasture 
throughout  this  work,  and  to  thank  members  of  the 
Department  of  Obstetrics  and  Gynecology  for  their 
help  in  collecting  the  membranes. 
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Hyperglycemia  in  Coronary  Thrombosis,  Ellenberg, 
M„  Osserman,  K.  E.,  & Pollack,  H.,  Diabetics,  1: 
16,  1952. 

Almost  25%  of  the  patients  who  suffer  an  attack 
of  coronary  thrombosis  have  a transitory  glycosuria 
and  hyperglycemia.  In  these  patients  glucose  tol- 
erance tests  performed  within  two  weeks  following 
the  attack  of  coronary  thrombosis  are  universally 
abnormal.  When  the  tolerance  tests  are  repeated 
much  later  they  are  ordinarily  found  to  be  of  a 
normal  type.  The  explanation  for  these  changes 
in  glucose  tolerance  is  not  clear. 

The  authors  studied  75  consecutive  autopsied 
cases  of  coronary  thrombosis.  In  those  in  whom 
glucosuria  occurred,  circulatory  collapse  had  been 
observed  and  the  electrocardiogram  indicated  an 


extensive  involvement  of  the  myocardium.  The 
average  patient  survived  6.3  days.  At  autopsy  the 
infarcted  area  was  large,  and  central  liver  cell 
necrosis  was  present.  In  the  patients  who  did  not 
have  glycosuria  the  infarcted  area  was  small,  liver 
cell  necrosis  was  not  present,  and  survival  time 
before  death  was  much  greater  (average  20.3 
days). 

In  known  diabetics  the  metabolic  upset  was  in- 
tensified only  if  shock  occurred. 

The  authors  conclude  that  the  hyperglycemia 
occurring  in  acute  coronary  thrombosis  is  a mani- 
festation of  shock  and  is  accompanied  by  central 
liver  cell  necrosis.  This  phenomenon  is  independ- 
ent of  the  presence  of  diabetes  mellitus.  (Ab- 
stracted for  the  Tennessee  Diabetes  Association  by 
Albert  Weinstein,  Nashville.) 


236 


THE  NATURE  OF  OBSTRUCTION  ABOUT  THE  BLADDER  NECK— Dougherty 


June,  1952 


The  not  infrequent  instances  of  obstruction  at  the  bladder  neck  make 
this  subject  one  to  be  kept  constantly  in  mind.  The  doctor  is  aware 
of  its  frequency  in  the  older  man.  But  does  he  consider  such  a diag- 
nosis in  the  child,  or  even  the  infant,  having  urinary  symptoms? 

THE  NATURE  OF  OBSTRUCTION  ABOUT  THE  BLADDER  NECK* 

JOHN  DOUGHERTY,  M.D.,  Knoxville,  Tenn. 


In  a discussion  of  this  subject  it  is  ob- 
vious that  in  order  to  be  specific  and  en- 
compass material  in  a set  period  of  time 
limitations  will  be  necessary.  Nevertheless, 
in  a general  way  it  may  be  said  that  any 
abnormal  organic  or  functional  elevation  at 
the  internal  urethral  outlet  will  in  all  prob- 
ability offer  obstruction  to  the  outflow  of 
urine.  The  result  of  this  is  an  affection 
of  the  mid-urinary  tract  function,  and  fol- 
lowing this  the  force  begins  to  be  exerted 
on  the  upper  urinary  tracts.  In  the  func- 
tioning urinary  channel  there  is  consistent 
continuity  between  the  elaboration  of  urine 
at  the  glomeruli  and  the  free  point  of  evacu- 
ation at  the  terminal  urethra.  Any  impedi- 
ment to  the  course  of  this  flow  of  bilateral 
columns  of  fluid  above  the  ovoid  reservoir 
in  the  mid-urinary  tract  with  its  tangent 
forces  of  fluid,  and  the  resumption  through 
the  urethra  of  a single  column  of  force  as 
urine  flows  out  will  set  up  a morbid  process. 
This  disease  process  may  not  be  a factor 
eventually  resulting  in  the  formation  of  a 
stone  nor  in  the  production  of  hydronephro- 
sis. The  abnormality  may  vary  from  a per- 
sistent remnant  of  a mucosal  bud  prejecting 
into  the  urinary  stream  to  something  as 
great  as  a prostatic  tumor  which  completely 
prevents  the  emptying  of  the  bladder.  With 
these  general  remarks  one  may  proceed  to  a 
more  detailed  discussion  of  the  factors  in- 
volved and  the  nature  of  bladder  neck  ob- 
struction. 

Types  of  Bladder  Neck  Obstruction 

Congenital  Abnormalities  of  the  Bladder 
Neck 

Elevated  mounds  and  distortions  about 
the  bladder  neck  are  not  infrequent  findings 
in  children.  They  produce  varying  degrees 
of  obstruction  and  interfere  with  the  mech- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


anism  of  opening  and  closing  the  bladder 
outlet.  Often  they  are  mild  and  are  simply 
followed  by  the  symptoms  of  frequency  and 
nocturia  which  eventually  result  in  hyper- 
trophy of  the  wall  of  the  mid-urinary  tract. 
On  the  other  hand  they  may  exist  to  the 
other  extreme  of  complete  obstruction  with 
urinary  retention.  Most  frequently  congen- 
ital abnormalities  represent  a residue  or 
remnants  of  changes  in  the  maturation  of 
the  miillerian  and  wolffian  ducts.  It  is  felt 
by  many  that  they  play  an  important  part 
in  the  disruption  of  involuntary  urinary  con- 
trol. This  was  found  in  the  Army  where 
many  young  men  were  found  with  hyper- 
trophy of  the  median  bar,  persistent  albar- 
ran  gland  enlargement  or  hypertrophy  of 
the  verumontanum,  and  giving  a history  of 
frequency  with  nocturia  and  occasional  noc- 
turnal incontinence  for  years.  In  the  con- 
ception of  this  faulty  mechanism  it  must  be 
remembered  that  the  urethral  tube  and 
bladder  neck  are  only  open  channels,  as  we 
know  them  in  life,  after  the  most  complex 
and  devious  intergration  and  maturation  of 
the  embryonal  components  of  sexual  and 
urinary  glandular  structures.  One  can  eas- 
ily see  how  remnants  of  miillerian  ducts  or 
wolffian  tubules  may  remain  as  aberrant 
structures,  projecting  into  the  urinary  chan- 
nel from  the  bladder  outlet  and  producing 
an  interference  with  normal  urinary  flow. 

Infectious  Disease  as  a Cause  of  Obstruction 
Infectious  processes  producing  changes 
and  elevations  at  the  bladder  outlet  are  quite 
common.  Since  the  institution  of  antibiotics 
and  sulfonamide  drugs,  they  are  less  fre- 
quent. They  still  exist,  however,  and  ac- 
tually too  much  reliance  is  being  placed  on 
the  effect  of  such  drugs,  to  the  point  that 
varying  degrees  of  inflammatory  elevation 
and  obstruction  may  exist  wthout  adequate 
recognition  of  the  part  they  play  in  urinary 
obstruction.  The  two  most  common  sites  of 
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such  abnormalities  are  in  the  prostate  and  in 
the  seminal  vesicles.  When  infection  exists 
in  these  two  structures,  there  is  elevation  of 
the  posterior  lip  of  the  bladder  outlet  and  de- 
rangement of  the  mechanism  which  affords 
adequate  opening  and  free  passage  of  urine 
from  the  bladder  through  the  urethra.  The 
initiation  of  urination  is  difficult  and  there  is 
difficulty  in  maintaining  the  wide  opening 
necessary  for  complete  and  free  voiding,  so 
that  straining  is  necessary.  Obviously,  there 
are  varying  degrees  of  this  abnormality  from 
mild  interference  to  sufficient  obstruction  to 
cause  complete  urinary  retention.  In  this 
category  also  would  fall  posterior  urethral 
strictures,  which  are  rarely  congenital,  and 
are  usually  a residuum  of  a specific  urethri- 
tis. Elevations  of  the  seminal  vesicles  with 
interference  in  the  mechanism  of  opening 
and  closing  the  bladder  outlet  may  also 
result  from  ligation  or  transection  of  the 
spermatic  cords.  The  mechanism  of  this 
is  obscure,  but  not  infrequently  a satisfac- 
tory transurethral  electrosurgical  procedure 
may  be  made  less  satisfactory  by  ligation 
of  the  spermatic  cords  and  the  resulting 
enlargements  from  the  congestion  of  the 
seminal  vesicles.  Whether  it  is  urogenic  or 
whether  the  antigrade  stimulus  for  empty- 
ing the  vesicle  is  removed  one  cannot  say. 
However,  almost  everyone  who  performs 
electrosurgical  procedures  and  practices  li- 
gation of  the  spermatic  cords  as  a prophylac- 
tic measure  against  epididymitis  may  expe- 
rience this  abnormality  in  his  patients. 
Inherent  Enlargement  of  the  Prostate  Gland 
Causing  Obstruction 

Of  all  the  problems  met  with  in  obstruc- 
tion to  the  bladder  neck,  the  most  frequent 
one  to  give  trouble  is  benign  hypertrophy. 
There  may  be  diffuse  quintolobar  enlarge- 
ment or  the  enlargement  may  simply  be  of 
posterior  lobe  or  subcervical  gland.  Not 
infrequently  one  or  the  other  of  the  lateral 
lobes  may  cause  obstruction;  rarely  there 
may  be  enlargement  of  the  anterior  lobe 
alone.  Often  this  latter  abnormality  exists 
after  electrosurgical  procedures  which  have 
adequately  removed  the  lateral  and  posterior 
lobes  but  have  not  sufficiently  dealt  with  the 
anterior  lobe  to  prevent  it  falling  into  the 
outlet  and  causing  obstruction. 

It  is  interesting  to  consider  the  dimension- 


al projection  of  the  enlarging  hypertrophied 
prostate.  Enlargement  occurs  outward  in 
an  antero-lateral  and  posterior  aspect;  ac- 
companying this  there  is  inward  tangential 
enlargement,  and  in  addition  to  this  there  is 
an  upward  enlargement  with  projections  of 
all  the  lobes  into  the  bladder.  It  is  likely  that 
the  superior  projection  is  the  most  insidi- 
ous and  causes  the  most  trouble  in  voiding. 
Not  infrequently  enlargement  may  be  en- 
countered in  an  outward  and  inward  aspect 
as  far  as  the  lateral,  anterior,  and  posterior 
lobes  are  concerned,  without  the  patient  ex- 
periencing much  more  urinary  inconveni- 
ence than  a slow,  poor  stream  which  requires 
an  abnormally  long  period  of  time  to  pass. 
These  latter  symptoms  seem  to  accompany 
and  result  more  from  the  superior  projec- 
tions which  occur  as  mounds  encircling  the 
urethra.  As  a result  of  this,  residual  urine 
is  constant  and  the  patient  persistently  feels 
the  urgent  desire  to  urinate.  Another  type 
of  enlargement  is  that  seen  with  subcervical 
glands  which  project  into  the  urethra  and 
which  are  seldom  seen  alone.  They  are 
often  accompanied  by  enlargement  of  the 
lateral,  anterior,  and  posterior  lobes  of  the 
prostate. 

Median  bar  enlargements  are  felt  to  be 
more  of  a congenital  nature  particularly  if 
they  incorporate  the  trigone.  They  are  most 
frequently  seen  in  young  men,  if  they  occur 
alone,  and  are  considered  by  some  investi- 
gators to  represent  the  fifth  lobe  of  the  pros- 
tate. Before  leaving  this  phase  of  the  dis- 
cussion, it  is  interesting  to  note  that  as  the 
enlarging  prostate  projects  upward  within 
the  bladder  cavity  there  is  distortion  of  the 
terminal  ureters,  often  to  such  a point  that 
they  are  pulled  up  with  increased  tension  at 
the  point  where  the  spermatic  cord  crosses 
the  ureter,  resulting  in  partial  obstruction 
and  subsequent  changes  in  the  upper  urinary 
tracts.  It  is  possible  that  this  mechanism 
may  account  for  the  frequent  occurrence  and 
loss  of  urinary  reserve  in  people  who  present 
themselves  with  bladder  neck  obstruction 
resulting  from  enlargement  of  the  prostate 
gland. 

Obstruction  Resulting  from  Neoplastic 
Changes 

Of  the  neoplasms  which  occur  in  struc- 
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tures  about  the  bladder  neck,  by  far  the  most 
common  is  carcinoma  of  the  prostate.  You 
are,  of  course,  familiar  with  the  frequency 
of  this  disease  in  statistical  balances  of  this 
day  and  time.  The  figures  vary  from  a con- 
servative 5 to  20  or  30  per  cent.  Some  in- 
vestigators say  that  of  those  who  present 
themselves  with  abnormalities  of  the  pros- 
tate gland,  at  least  30  per  cent  have  cancer 
of  the  prostate.  It  is  obvious  that  the  in- 
volvement may  be  of  any  lobe  of  the  pros- 
tate, but  most  frequently  the  posterior  and 
lateral  lobes  are  involved.  It  is  believed  by 
many  that  the  tumor  has  its  origin  in  the 
deep  cervical  glands  of  the  prostate.  In 
contradistinction  to  the  enlargement  from 
benign  hypertrophy,  carcinoma  of  the  pros- 
tate does  not  project  up  into  the  bladder 
frequently.  Rather  there  is  an  inward  and 
outward  enlargement  resulting  in  encroach- 
ment on  the  urethra,  and  because  of  the 
nodulations  and  the  irregularity  of  the  en- 
largement the  urethra  becomes  a tortuous 
channel.  As  the  nodular,  neoplastic  prostate 
grows,  the  gland  becomes  comparatively 
avascular  and  accessory  circulation  becomes 
necessary.  In  addition,  structures  above  and 
about  the  neoplastic  nodules  becomes  com- 
pressed and  undergo  changes;  perhaps  the 
most  noticeable  one  is  that  due  to  disruption 
of  blood  and  lymphatic  circulation.  In  the 
experience  of  numbers  of  patients,  bilateral 
accumulation  of  varying  amounts  of  fluid 
occurs  in  the  scrotal  sac.  In  those  having 
symptoms  of  prostatism  such  fluid  is  sugges- 
tive that  the  lesion  in  the  prostate  is  neo- 
plastic. In  fact,  some  surgeons  have  reached 
the  point  that  when  they  observe  fluid  in 
both  scrotal  sacs  in  a patient  with  prostate 
disease  they  assume  that  carcinoma  exists 
until  proven  otherwise.  However,  to  find 
this  without  equally  concrete  evidence  on 
rectal  and  cvstoscopic  examination  of  the 
prostate  is  indeed  rare. 

Another  type  of  neoplastic  degeneration 
causing  obstruction  at  the  bladder  outlet  is 
carcinoma  of  the  bladder.  All  of  us  who 
practice  this  type  of  surgery  have  seen 
papillomata  of  varying  size  situated  just  on 
the  rim  of  the  bladder  outlet. 

There  are  other  neoplasms  which  exist 
about  the  bladder  neck  but  they  are  rare.- 
Mesothelial  tumors  are  found  in  children 


and  especially  in  males.  They  probably  rep- 
resent degeneration  of  embryonal  rests  and 
various  sarcomata  and  neoplastic  degenera- 
tion of  the  so-called  urethral  valves  are 
examples. 

Traumatic  Lesions  Resulting  in  Obstruction 

Interesting  examples  of  obstruction  fol- 
lowing edema  as  the  result  of  trauma  were 
seen  by  many  urological  surgeons  during 
the  last  war.  Shell  fragments  not  infre- 
quently came  to  rest  in  the  region  of  the 
bladder  neck.  As  a case  in  point  I recall  my 
experience  with  one  soldier.  This  boy  was 
seen  the  day  after  D-Day;  he  could  not  pass 
his  water.  On  examination  a rifle  bullet  was 
found  resting  comfortably  in  his  right  scro- 
tal sac.  No  point  of  entry  could  be  detected 
in  the  scrotum.  Close  examination  dis- 
closed a point  of  entry  through  the  external 
projection  of  the  mucosa  of  the  rectum;  the 
bullet  had  then  apparently  passed  through 
the  prostate  and  had  been  deflected  enough 
to  pass  through  the  perineum  and  down  into 
the  scrotum. 

Another  case  is  recalled.  A young  fellow 
stated  that  while  taking  a tub  bath  he  was 
drinking  a scotch  and  soda.  He  I'eached  for 
his  drink,  which  was  sitting  on  the  side  of 
the  bath  tub,  and  as  he  did  so  his  arm 
slipped  on  the  soap,  upsetting  his  drink,  and 
the  glass  stirring  rod  which  you  can  see  flew 
into  the  air  and  went  right  into  his  urethra 
before  he  could  stop  it.  In  his  haste  to  catch 
it,  it  passed  on  through  the  urethra  and 
lodged  at  his  bladder  outlet  causing  such 
trauma  that  he  was  unable  to  pass  urine. 
From  these  two  accounts  and  others,  which 
surgeons  practicing  in  this  field  could  re- 
late, one  can  see  that  there  may  be  many 
obstructions  at  the  bladder  outlet  produced 
from  without  and  inhibiting  the  passage  of 
urine. 

Calcareous  Deposits  Resulting  in  Obstruc- 
tions 

Stones  in  the  posterior  urethra  and  in  the 
bladder  are  not  nearly  so  common  at  the 
present  time  as  they  used  to  be.  Neverthe- 
less, not  infrequently  stones  are  encountered 
which  lodge  themselves  in  the  posterior  ure- 
thra. In  addition  it  is  not  infrequent  to  dis- 
cover stones  incorporated  within  the  body 
of  the  prostate.  Surprisingly  enough  they 
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almost  invariably  occur  in  small  fibrotic 
glands  and  very  probably  they  represent  an 
effort  on  the  body’s  part  to  overcome  tuber- 
culosis within  the  prostate.  They  are  almost 
always  multiple  and  almost  always  occur  in 
the  lateral  and  posterior  lobes.  They  cause 
obstruction  by  producing  nodular  projec- 
tions into  the  posterior  urethra  and  by  mak- 
ing the  channel  tortuous  and  smaller  than 
is  needed  for  the  free  passage  of  urine. 
Stones,  in  the  bladder  either  in  a cystocele 
or  in  a deep  bas-fond,  resulting  in  obstruc- 
tion at  the  bladder  neck  possibly  produce  the 
obstruction  in  one  of  two  ways,  in  addition 
to  the  existent  cause  for  their  production. 
They  may  drop  forward  and  mechanically 
obstruct  the  outflow  of  urine  through  the 
already  constricted  urethra  or  by  constant 
irritation  of  the  bladder  neck.  They  may 
produce  such  spasm  that  whatever  opening 
there  is  does  not  open  freely  enough  to  emit 
even  an  abnormal  flow  of  urine. 

Obstructions  from  Abnormalities  or  Organic 
Changes  in  Structures  Near  the  Bladder 

Tumors  of  other  organs  such  as  fibroid  of 
the  uterus,  or  cancers  of  the  ovary,  or  neo- 
plasms of  the  rectum  may  x’esult  in  such  an- 
gulation of  the  bladder  neck  that  adequate 
voiding  may  be  difficult. 

The  Diagnosis 

Here  as  in  other  phases  of  the  practice  of 
medicine  a complete  history  and  a satisfac- 
tory physical  examination  are  necessary  be- 
fore anyone,  be  he  specialist  or  otherwise, 
can  approach  the  problem  of  bladder  neck 
obstructions.  For  a urologist  to  immedi- 
ately do  a cystoscopy  on  a patient  without 
a general  physical  examination  is  losing 
sight  of  the  primary  principle  of  specializa- 
tion. It  is  generally  felt  in  genito-urinary 
surgery  that  the  urologist  owes  it  to  himself 
and  especially  to  the  patient  that  he  thor- 
oughly examine  the  patient  from  a general 
viewpoint.  If  such  is  done,  it  is  almost  a 
platitude  to  say  that  much  will  be  learned 
regarding  the  frequently  complex  and  re- 
lated problems  presented  by  other  body- 
systems  caused  directly  by  abnormalities  in 
the  genito-urinary  tract.  Even  though  the 
referring  doctor  has  just  completed  a thor- 
ough and  complete  general  examination  of 
his  patient  before  he  sends  him  to  the  urolo- 


gist, it  does  not  minimize  the  necessity  of 
the  urologist  himself  repeating  the  examina- 
tion. It  is  felt  that  the  referring  physician 
expects  this  of  the  ui'ologist,  if  the  latter  is 
to  do  the  adequate  service  expected  of  him. 
The  urologist  thus  will  know  how  much  the 
patient  can  stand  and  will  direct  his  efforts 
to  use  those  methods  useful  in  gaining  the 
most  clear-cut  findings. 

Urologic  Investigative  Procedures 

From  a physical  standpoint  extremely 
important  information  can  be  gained  from 
examination  of  the  external  genitalia  and 
by  digital  rectal  examination.  Fluid  in  the 
scrotum,  small  nodulations  of  the  epididy- 
mes,  thickened  spermatic  cords,  varicosities 
of  the  cords,  variations  in  the  shape,  size, 
consistency  and  degree  of  tenderness  of  the 
structures,  and  the  urethral  excretions  on 
pressure,  will  give  important  information 
relative  to  the  status  of  the  bladder  neck. 
Obviously  studies  of  the  urine,  prostata- 
vesicular  discharge,  scrotal  fluid,  etc.,  will 
yield  additional  information  of  great  impor- 
tance. Cystoscopy  with  direct  visualization 
of  the  bladder  neck  is  perhaps  of  greatest 
importance,  because  it  not  only  tells  the 
examining  surgeon  more  about  what  is 
wrong,  but  it  often  helps  greatly  in  pre- 
scribing the  method  of  approach  in  cor- 
recting the  trouble.  X-ray  studies  either  by 
retrograde  or  antigrade  means  yield  addi- 
tional information.  Many  enlarged  pros- 
tates present  themselves  on  the  X-ray  films 
as  abnormal  soft  tissue  shadows.  The  pres- 
ence of  stones  can  hardly  be  mistaken.  The 
distortion  and  influence  of  the  enlarging 
prostate  and  obstructed  bladder  neck  on 
other  systems,  and  most  particularly  on 
other  portions  of  the  urinary  tract,  are 
brought  to  light. 

Biopsy  is  discouraging  as  a means  for  the 
accurate  diagnosis  of  obstructions  about  the 
bladder  neck.  Obviously  the  advanced  can- 
cer of  the  prostate  can  be  detected  almost 
surely  by  indirect  means, — that  is,  by  the 
examining  finger  in  the  rectum  and  by  cys- 
toscopy with  direct  vision.  However,  there 
is  a group  of  patients  in  whom  suggestive 
findings  of  neoplasia  of  the  prostate  are  so 
meager  that  radical  surgery  is  not  warrant- 
ed. The  serum  acid  phosphatase  in  these  pa- 
tients may  be  low  or  within  normal  limits. 
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One  small  nodule  may  be  palpated  rectally. 
The  patient  may  be  in  the  50-year  age  group; 
he  may  have  only  symptoms  of  occasional 
nocturia.  The  grave  and  necessary  question 
arises  as  to  whether  the  patient  has  cancer 
of  the  prostate  and  whether  he  might  be 
totally  cured  by  radical  surgery.  Many 
surgeons  attempt  a biopsy  of  small  nodules 
by  inserting  a biopsy  instrument  through 
the  perineum  guiding  it  up  outside  of  the 
rectum  by  palpation  with  the  finger  into  the 
prostate  and  hopefully  into  the  nodule.  Of- 
ten this  amounts  to  a major  operation  in 
itself  and  most  frequently,  except  in  the 
hands  of  a very  few,  yields  poor  results. 
Another  way  to  obtain  tissue  for  examina- 
tion is  to  insert  an  electrotome  and  cut  pieces 
out  of  the  gland  projecting  into  the  urethra 
and  into  the  bladder  neck.  These  may  be 
positive  and  show  mitotic  figures  clearly 
enough  to  afford  a positive  diagnosis  and 
permit  the  advice  that  extripation  of  the 
gland  should  be  carried  out.  Most  often, 
however,  the  fragments  of  tissue  which  are 
removed  do  not  show  neoplasia  but  show 
evidence  of  infection  or  benign  hypertrophy. 
Because  the  small  nodule  which  can  be  felt 
rectally  is  too  deep  and  too  flat  within  the 
gland  to  be  removed  with  the  electrotome, 
the  resulting  dilemma  is  perplexing  and 
worrisome.  The  surgeon  feels  a natural 
hesitancy  in  discussing  the  matter  with  the 
patient  because  of  his  own  doubt  as  to  the 
diagnosis.  Furthermore,  the  possibility  of 
only  an  equivocal  cure  makes  one  hesitate  in 
converting  a vigorous,  aggressive  individual 
in  his  fifties  into  an  asexual,  vegetating,  un- 
ambitious, dependent  male  by  removal  of 
the  prostate.  It  is  a matter  for  philosophic 
consideration.  The  urologist  naturally  asks 
himself,  if  he  had  the  condition  would  he 
prefer  to  keep  his  small,  slow  growing  nod- 
ule, have  occasional  attention  given  to  his 
prostatism,  and  perhaps  live  just  as  long,  or 
longer  in  a vigorous  productive  state.  Suf- 
fice it  to  say  that  some,  in  contemplating  the 
methods  to  be  used  in  attacking  this  prob- 
lem, have  begun  to  use  a less  radical  and  a 
more  conservative  plan.  If  there  is  obstruc- 
tion of  a degree  to  remove  it  with  the  elec- 
trotome; if  there  is  pain  to  treat  the  patient 
with  female  sex  hormones  and  reserve  or- 
chiectomy for  those  patients  who  experience 


severe  pam,  metastasis  or  uncontrollable  ob- 
struction. The  question  of  prostatic  massage 
in  treatment  often  involves  a consideration 
of  whether  it  is  safe  to  massage  a prostate 
which  might  probably  harbor  a cancerous 
nodule.  There  are  many  opinions  concern- 
ing this.  It  is  felt  by  some  that  massage  of 
the  prostate  for  reasons  other  than  to  obtain 
secretions  for  investigation  is  not  a satisfac- 
tory method  of  treatment  and  might  even  be 
dangerous.  On  the  other  hand  massage  of 
the  seminal  vesicles  which  may  relieve  low 
back  pain,  testicular  pain,  and  discomfort  in 
the  perineum  and  lower  abdomen  are  prob- 
ably warranted  and  yield  good  results. 

The  study  of  urinary  sediment  or  prostato- 
vesicular  discharges  for  neoplastic  cells  has 
been  advocated  by  some.  Certainly  it  is  of 
technical  interest,  but  some  pathologists  will 
say  that  though  they  can  ascertain  the  exist- 
ence of  cancer  cells  in  the  sediment,  they 
cannot  say  from  what  site  these  cells  arise. 
Consequently  their  detection  and  evalua- 
tion hardly  amounts  to  much  more  than  can 
be  gained  by  the  examining  finger  in  the 
rectum.  In  the  past  several  years  a large 
number  of  slides  of  sediments  and  prostato- 
vesicular  discharges  have  been  examined  by 
a pathologist  from  proven  cases  of  cancer  of 
the  prostate  and  only  one  has  shown  neo- 
plastic cells. 

Antigrade  X-ray  Studies  in  the  Detection  of 
Obstruction  and  Its  Nature 
The  use  of  diodrast  in  urography  has 
yielded  the  best  results.  It  is  almost  reac- 
tion-proof, and  in  a number  of  studies  only 
15  cc.  has  been  necessary  to  give  the  desired 
information  in  the  properly  prepared  pa- 
tient. In  addition  it  affords  data  concerning 
the  upper  urinary  tract  and  the  character 
of  the  mid-urinary  tract  in  relation  to  the 
degree  of  bladder  neck  obstruction. 

Treatment 

Obstruction  About  the  Bladder  Neck 

Treatment  for  obstruction  at  the  bladder 
neck  is  almost  always  manipulative.  It 
will  vary  from  the  extreme  of  the  simple 
passage  of  a filiform  bougie  to  a total,  radical 
perineal  prostatectomy.  Between  these  two 
extremes  there  are  a great  many  treatments 
instrumental  and  medical  that  will  tend  to 
give  relief  by  permitting  the  necessary  flow 
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of  urine  from  the  reservoir  of  the  mid-uri- 
nary tract.  In  children  the  dilatation  of 
constrictions  of  the  bladder  neck  and  the 
stretching  of  the  urethral  valves  often  pro- 
duces surprising  improvement  in  the  control 
of  urinary  incontinence  at  night.  However, 
electrosurgery  of  some  obstructions  of  a 
congenital  nature  at  the  bladder  neck  in 
children  may  be  necessary.  Infections  usu- 
ally respond  to  the  numerous  drugs  and 
antibiotics  which  good  fortune  has  placed 
in  our  hands  in  recent  years.  All  of  them 
have  their  place  and  all  have  their  advo- 
cates. About  some  we  have  become  opinion- 
ated; we  may  often  find  that  two  individuals 
yielding  the  same  culture  will  not  respond 
alike  to  the  same  drug.  Here  it  is  well  to 
remember  that  Nature,  with  the  production 
of  white  blood  cells,  pyrexia  and  increased 
flow  of  blood,  often  does  much  more  good 
than  drugs.  These  protective  forces  may 
well  be  inhibited  in  their  natural  activity 
by  the  misuse  of  medicaments  on  the  part 
of  the  surgeon.  An  abscess  of  the  prostate 
may  remain  insidiously  quiet  with  the  use 
of  antibiotics  or  sulfonamide  drugs  only  to 
break  out  eventually  and  require  surgery 
for  proper  drainage  when  the  medication  is 
decreased. 

In  the  correction  of  benign  hypertrophy 
of  the  prostate,  the  various  surgical  modali- 
ties have  their  place.  In  prepared  and  se- 
lected patients,  transurethral  electrosur- 
gery, in  the  majority  of  cases,  will  produce 
lasting  and  satisfactory  relief  from  the  ob- 
struction. 

Before  this  epochal  advance  individuals 
with  moderate  abnormalities  of  the  prostate 
were  seldom  operated  upon.  They  were 
usually  treated  until  their  condition  neces- 
sitated an  open  surgical  approach  either 
through  the  bladder  or  through  the  perine- 
um to  relieve  the  obstruction.  However,  in 
relation  to  transurethral  electrosurgery,  it 
is  believed  that  more  patients  will  be  as- 
sured of  a permanent  result  if  they  receive 
periodic  treatment  in  the  form  of  bladder 
neck  dilatation  for  the  first  six  months  or 
year  after  operation.  Following  electro- 
surgery about  the  bladder  neck,  scar  tissue 
frequently  forms,  and  if  it  is  not  dilated  the 
individual  eventually  has  a recurrence  of 
his  obstruction,  perhaps  not  at  the  site  of 


the  resected  gland.  Simple  dilatation  of  this 
area  before  it  has  had  time  to  develop  such 
changes,  resulting  in  avascular  fibrosis,  will 
enhance  the  possibilities  of  good  operative 
results. 

Prostatic  Cancer 

It  has  been  shown  that  by  the  time  the 
symptoms  have  developed  sufficiently  to 
warrant  investigation  for  the  possible  ex- 
istence of  cancer,  it  has  likely  already  pene- 
trated the  capsule  of  the  prostate  and  has 
metasticized  along  the  neural  sheaths.  If 
such  is  true,  total  and  radical  removal  of  the 
prostate  gland  would  hardly  produce  results 
warranting  such  extensive  surgery.  To  en- 
tirely remove  the  prostatic  capsule  and  all 
of  the  surrounding  tissue  which  might  have 
received  minimal,  small,  direct  metastases 
would  hardly  leave  the  patient  with  any- 
thing through  which  to  pass  his  urine.  With 
such  a procedure  the  problems  of  urinary 
control,  complete  asexuality,  and  the  con- 
stant necessity  of  keeping  the  constricted 
channel  open,  adds  additional  weight  for 
reservations  in  the  use  of  such  procedures. 
Probably  the  best  results  will  be  obtained 
by  providing  an  adequate  channel,  when 
such  becomes  necessary,  by  electrosurgical 
means,  and  by  controlling  the  growth  of  the 
gland  and  the  effects  of  metastases  by  hor- 
monal therapy.  Many  individuals,  although 
usually  seen  in  the  older  age  group,  are 
greatly  improved  if  nothing  more  is  done 
than  to  remove  their  testicles.  However, 
immediately  after  this  is  done  a few  such 
individuals  will  have  more  obstruction.  Per- 
haps this  is  true  because  of  enlargement  of 
the  seminal  vesicles  which  results  from 
transection  of  the  spermatic  cords.  This 
condition  subsides,  however,  and  after  a 
reasonable  period  of  time  the  patient  can 
void  more  freely,  and  there  are  usually  ob- 
vious changes  in  the  prostate  gland  on  ex- 
amination. A few  rare  cases  have  been  re- 
ported in  which  resected  tissue,  prior  to 
removal  of  the  testicles,  showed  mitotic  fig- 
ures and  positive  evidence  of  adenocarcino- 
ma, and  after  removal  of  the  testicles  addi- 
tional resected  tissue  failed  to  show  any 
evidence  of  cancer. 

Papillomatous  lesions  which  may  exist  at 
the  bladder  neck,  not  arising  from  the  pros- 
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tate  gland  itself  but  from  Albarran  glands 
or  perhaps  from  mucous  glands,  may  also  be 
treated  by  electrosurgical  means,  usually  by 
simple  desiccation  of  the  base  after  the  pri- 
mary portion  has  been  resected.  Neoplastic 
lesions  in  little  children  at  the  bladder  neck 
do  not  respond  well  to  electrosurgical  inter- 
vention, though  there  are  cases  on  record 
of  successful  treatment  of  sarcomata  of  the 
bladder  neck  by  electrosurgical  interven- 
tion. 

Traumatic  Obstruction 

Traumatic  lesions  producing  obstruction 
of  the  bladder  neck  are  best  treated  by  re- 
moving the  inserted  foreign  body  if  it  exists, 
and  diverting  the  urinary  stream,  on  a tem- 
porary basis,  thus  providing  for  adequate 
control  of  the  infection  present  if  possible. 
The  diversion  of  the  urinary  stream  is  be- 
lieved to  be  best  done  by  a suprapubic 
punch  with  the  installation  of  a tube  which 
allows  the  inflammation  of  urethra  and  blad- 
der neck  to  become  quiescent  and  affords 
better  healing  without  the  additional  trauma 
of  a urethral  tube. 

Calcareous  Lesions 

Calcareous  lesions  in  the  prostate  and  at 
the  bladder  neck  offer  interesting  problems. 
If  they  are  free  within  the  urethral  or  blad- 
der cavity  they  can  be  crushed,  under  direct 
vision,  through  the  urethra  and  the  particles 
removed  with  the  evacuator.  Occasionally 
they  are  too  large  for  such  removal  and  it 
is  necessary  to  open  the  bladder  either  above 
or  below.  However,  when  such  calcareous 
deposits  exist  within  the  body  of  the  pros- 
tate the  problems  become  more  complex. 
They  are  persistently  associated  with  a great 
degree  of  infection  and  it  is  believed  that 
this  infection  is  often  tuberculous  with  sec- 
ondary invaders  such  as  organisms  of  the 
colon  group.  The  surrounding  glandular 
tissue  is  often  avascular  and  fibrous.  At- 
tempts are  frequently  made  to  resect  the 
obstructing  portion  or  to  uncover  the  stones 
and  allow  them  to  become  free  in  the  ure- 
thra so  that  they  may  be  crushed  and  be 
made  small  enough  to  pass  through  the 
sheath  of  the  rectoscope.  However,  follow- 
ing their  removal  healing  is  poor  and  control 
of  the  urinary  stream  is  almost  sure  to  be 
unsatisfactory.  To  make  the  problem  still 


more  difficult,  men  with  such  abnormalities 
usually  have  had  such  prolonged  infection 
that  renal  efficiency  is  poor  and  the  general 
health  is  correspondingly  bad.  The  antibi- 
otics help  greatly,  particularly  streptomycin 
if  the  organism  is  of  the  colon  group  or  if 
there  is  a tuberculous  focus.  Ofted  diversion 
of  the  urinary  stream  suprapubically  will 
advance  the  healing  process. 

Adjacent  Tumors 

The  treatment  of  such  conditions  as  tu- 
mors of  the  accessory  genital  structures  such 
as  pregnancy,  uterine  fibroids  and  tumors 
of  the  rectum  often  present  complicated 
problems.  Whether  or  not  a pregnant  wom- 
an must  have  diversion  of  the  urinary  stream 
for  sufficient  time  until  her  pregnant  uterus 
has  arisen  out  of  the  pelvis  and  ceases  to 
produce  angulation  and  obstruction  is  a 
matter  of  grave  concern.  Tumors  of  the  rec- 
tum are  surgical  problems.  After  they  are 
dealt  with  by  the  necessary  surgical  means, 
obstruction  to  the  bladder  neck  no  longer 
exists  but  almost  in  every  instance  complete 
incontinence  ensues.  The  consensus  of  opin- 
ion is  that  the  necessary  radical  surgery 
with  abdominal  perineal  resection  for  can- 
cer of  the  rectum  must  of  a necessity  inter- 
fere with  sympathetic  control  to  the  bladder 
neck  and  result  in  denervation  of  the  inter- 
nal sphincter. 

Summary 

This  rather  rambling  paper  has  dealt  with 
problems  of  obstruction  about  the  bladder 
neck.  The  most  frequent  problems  encoun- 
tered have  been  divided  into  seven  catego- 
ries, all  of  which  have  been  separately  dis- 
cussed as  to  their  nature.  Various  methods 
which  can  be  used  in  the  diagnosis  of  such 
abnormalities  have  also  been  discussed.  The 
method  of  treatment  in  each  instance  has 
been  considered  and  an  effort  has  been  made 
to  advance  the  various  accepted  methods  of 
treatment  and  considered  opinions  on  the 
subject.  X-ray  findings  have  been  shown  in 
an  effort  to  afford  some  clarification  of  the 
various  conditions  which  have  been  dis- 
cussed and  their  treatment. 

Discussion 

M.  K.  MOULDER,  M.D.  (Nashville):  Members 
and  Guests. 

Dr.  Dougherty’s  thorough  coverage  of  this  sub- 


June,  1952 


THE  NATURE  OF  OBSTRUCTION  ABOUT  THE  BLADDER  NECK— Dougherty 


243 


ject  leaves  little  more  to  be  said.  I would  like  to 
stress  the  fact,  however,  that  vesical  neck  obstruc- 
tion occurs  in  the  male  and  the  female  of  all  ages. 
We  see  vesical  neck  bars  in  infants  as  well  as  in 
the  middle-aged  and  older  groups.  Typically  they 
will  have  repeated  bouts  of  urosepsis,  residual 
urine  and  bladder  trabeculations.  Any  child  with 
more  than  one  attack  of  pyelitis  should  be  inves- 
tigated with  particular  study  of  vesical  neck.  Re- 
sponse sometimes  is  amazing  to  simple  urethral 
dilation  or  vesical  neck  resection. 

Likewise,  in  younger  men  bar  formation  or  mid- 
dle lobe  hypertrophy  is  commoner  than  most  of  us 


realize.  We  have  all  seen  the  patients  with  chronic 
prostatitis.  Some  actually  will  develop  a neurosis 
because  of  continued  perineal  pain.  If  these  men 
do  not  get  much  better  with  a minimal  amount  of 
local  treatment  a urological  survey  should  be  done. 
In  a surprising  number  obstruction  of  the  vesical 
neck  can  be  demonstrated  with  cellules,  trabecu- 
lations, etc.  These  men  will  never  get  completely 
well  unless  the  obstruction  is  relieved. 

I have  enjoyed  this  comprehensive  paper  by  Dr. 
Dougherty  and  want  to  thank  him  for  bringing  this 
subject  again  to  our  attention. 


A Study  of  the  Association  of  Factors  of  Pregnancy 
and  Parturition  with  the  Development  of  Cere- 
bral Palsy:  A Preliminary  Report,  Lilienfeld,  A. 
M„  & Parkhurst,  E„  Am.  J.  Hyg.,  53:262,  1951. 
This  preliminary  report  is  based  on  a group  of 
561  children  with  cerebral  palsy  who  were  born 
during  the  period  1940-1947.  The  cases  were  ob- 
tained from  the  case  index  utilized  in  the  Medical 
Rehabilitation  (Crippled  Children’s)  Program  of 
the  New  York  State  Department  of  Health.  The 
birth  certificates  of  these  cases  were  obtained  from 
the  routinely  reported  vital  statistics  records.  Of 
a total  of  735  cases  found  in  the  index,  581  birth 
certificates  were  located.  Of  these  581  cases,  20 
(3.4%)  were  a result  of  a multiple  pregnancy  and 
561  a single  birth.  This  report  is  concerned  with 
the  single  birth  group,  since  the  number  of  multi- 
ple births  was  so  small.  In  passing,  however, 
mention  should  be  made  of  the  fact  that  the  per- 
centage of  multiples  births  in  this  group  (3.4%) 
is  higher  than  in  the  general  population  (2.1%). 

The  distribution  of  various  factors  of  pregnancy 
and  parturition  among  these  cerebral  palsy  cases 
was  compared  with  the  total  population  of  births 
from  which  these  cases  were  derived. 

During  this  period  the  questions  regarding  com- 
plications were  completed  on  approximately  90 % 
of  total  birth  certificates.  Ninety-two  per  cent  of 
the  certificates  of  the  cerebral  palsy  cases  had 
these  questions  completed.  The  percentage  of 
birth  certificates  with  reported  total  complications 
among  the  cerebral  palsy  cases  was  37.8%)  in  the 
population.  Examination  of  the  table  of  compli- 
cations indicates  that  the  percentage  of  each  com- 
plication in  the  cerebral  palsy  group  is  higher  than 
in  the  surviving  live  birth  group. 

It  seems  indicated  from  this  comparison  that 
infants  exposed  to  these  complications  during 
pregnancy  and  delivery  have  an  increased  risk  of 
developing  cerebral  palsy.  There  is,  however,  a 
large  group  of  infants  and  children  with  cerebral 
palsy  (62.2%)  who  have  not  been  exposed  to  these 
complications.  Also,  approximately  18%  of  cere- 
bral palsy  cases  are  associated  with  postnatal 
causes  and  Rh  incompatibility.  In  addition,  there 
probably  exists  some  under-reporting  of  diagnosed 
complications  and  even  of  missed  diagnoses  of 


complications.  Hereditary  factors  must  also  be 
seriously  considered  as  playing  a possible  role. 

With  regard  to  specific  complications,  the  data 
suggest  that  those  complications  which  resulted  in 
higher  combined  infant  loss  rates  also  had  a higher 
degree  of  association  with  the  development  of  cere- 
bral palsy.  In  addition,  those  complications  which 
are  more  commonly  associated  with  fetal  anoxia 
had  a higher  degree  of  association  than  those  more 
prone  to  produce  mechanical  birth  trauma.  In 
general,  the  various  complications  which  show  a 
greater  degree  of  association  with  infant  loss  are 
also  more  likely  to  be  associated  with  the  develop- 
ment of  cerebral  palsy. 

The  relationship  of  various  obstetrical  operative 
procedures  to  cerebral  palsy  was  not  borne  out 
by  the  present  data  after  the  association  of  com- 
plications with  operative  procedures  was  taken 
into  consideration. 

It  appears  that  there  is  an  association  of  prema- 
turity with  the  development  of  cerebral  palsy,  and 
that  this  is  independent  of  whether  or  not  prema- 
turity is  the  result  of  a complication  of  pregnancy 
and  parturition.  The  data  also  suggest  that  addi- 
tion of  such  a complication  to  a premature  infant 
who  has  cerebral  palsy  increases  his  probability  of 
dying  during  the  early  years  of  life. 

The  maternal  age-birth  order  of  distribution 
among  the  cerebral  palsy  cases  was  suggestive  of 
the  existence  of  the  same  U-shaped  distribution 
that  prevails  among  combined  infant  loss.  In- 
creased validity  was  added  to  this  observation  by 
evidence  from  other  sources. 

The  mothers  of  the  children  with  cerebral  palsy 
had  approximately  35  % more  infant  loss  in  preg- 
nancies previous  to  the  birth  of  the  cerebral  palsy 
cases  than  in  the  population  in  general. 

There  appears  to  exist  a relationship  between 
stillbirths,  neonatal  deaths  and  cerebral  palsy. 
The  pattern  of  factors,  such  as  complications  of 
pregnancy,  prematurity,  etc.,  which  influence  in- 
fant loss  seems  to  behave  in  a similar  manner  with 
regard  to  cerebral  palsy.  On  the  basis  of  these 
related  patterns,  it  is  possible  to  broaden  the  con- 
cept of  “reproductive  wastage”  to  include  cerebral 
palsy  and  possibly  other  related  disorders.  One 
(Continued  on  Page  249) 
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Department  of  Medicine,  University  of 
Tennessee  College  of  Medicine* 

DR.  T.  N.  STERN:  Our  patient  today  will 
be  presented  by  Dr.  Iris  Pearce. 

DR.  IRIS  PEARCE:  The  case  for  presentation  is 
that  of  a 48-year-old  colored  male.  On  April  7, 
1952,  he  came  to  the  Out-Patient  Department  com- 
plaining of  cough  productive  of  small  bloody 
specks,  fever,  chills,  weakness  and  anoxeria  of  ten 
days’  duration.  He  was  placed  on  sulfadiazine 
and  symptomatic  therapy.  He  did  not  respond  and 
was  admitted  to  the  John  Gaston  Hospital  on  April 
10,  1952.  There  was  no  history  of  night  sweats. 
Occasional  episodes  of  belching  with  acid  eructa- 
tion had  been  present.  Stools  varied  from  white 
to  brown  in  color.  Nocturia  had  occurred  three  to 
four  times  for  several  years. 

At  the  age  of  13  he  injured  his  right  hand  which, 
in  his  opinion,  gave  rise  to  the  deformity  to  be 
described  later.  Nodules  had  been  present  in  the 
skin  throughout  life.  He  had  been  seen  first  in  the 
Out-Patient  Department  March  9,  1950,  and  was 
admitted  to  the  John  Gaston  Hospital  on  that  date 
with  a pruritic,  intermittent  jaundice  of  about 
three  months’  duration,  hepatomegaly  and  anemia. 
The  clinical  impression  of  obstructive  jaundice  was 
confirmed  by  laboratory  findings.  Two  liver  punch 
biopsies  were  reported  as  compatible  with  obstruc- 
tive jaundice.  Biopsy  of  one  of  the  skin  lesions 
was  reported  as  compatible  with  xanthofibroma 
of  the  type  seen  in  neurofibromatosis.  Bone  mar- 
row aspiration  was  not  diagnostic.  On  March  28, 
1950,  rupture  of  a right  hypopyon  necessitated  oph- 
thalmic surgery.  On  April  12,  1950,  the  abdomen 
was  opened  and  the  liver  found  to  be  swollen  and 
gallbladder  dilated,  both  being  adherent  to  the 
diaphragm.  The  pancreas  was  normal.  In  the 
region  of  the  ampulla  of  Vater  there  was  an  irreg- 
ular, hardened  mass  1.0  cm.  in  diameter  that  in- 
volved the  wall  of  the  duodenum.  The  common 
bile  duct  was  anastomosed  to  the  duodenum.  No 
biopsy  was  taken.  An  exploratory  laparotomy  was 
performed  on  May  11,  1950,  for  a possible  Whipple 
procedure.  This  was  not  done  due  to  technical 
difficulties.  No  metastases  were  found.  He  was 
discharged  from  the  hospital  on  May  27,  1950. 

During  1951  the  patient  visited  the  Out-Patient 
Department  at  intervals  of  approximately  one 
month  with  complaints  of  neck  pain  and  abdomi- 
nal discomfort.  X-ray  examinations  showed  hy- 
pertrophic changes  in  the  cervical  spine.  The  liver 
was  palpable  3 cm.  below  the  right  costal  margin. 


*From  the  Department  of  Medicine,  University 
of  Tennessee,  College  of  Medicine,  and  John  Gas- 
ton Hospital,  Memphis,  Tenn. 


The  patient’s  mother  had  had  skin  nodules  simi- 
lar to  the  patient’s.  She  expired  at  the  age  of  50 
of  unknown  cause. 

Admission  physical  examination  disclosed  a 
well-developed,  well-nourished,  colored  male  in 
moderate  respiratory  distress  with  a blood  pres- 
sure of  118/76,  respiration  24  per  minute,  pulse  98 
per  minute,  temperature  102  F.  The  positive  find- 
ings were  as  follows:  corneal  opacity  of  the  right 
eye;  carious  teeth;  gingivitis;  palpable  cervical 
nodes;  trachea  in  mid-line;  shallow  respiratory 
excursions;  dullness,  decreased  breath  sounds,  fine 
crackling  moist  rales  in  the  anterior  right  upper 
chest;  liver  palpable  5 cm.  below  the  right  costal 
margin,  non-tender,  smooth;  pseudoarthrosis  of  the 
right  hand  involving  the  two  lateral  metacarpals; 
tendency  to  spoon-shaped  nails;  generalized  multi- 
ple, pedunculated  and  flat,  painless,  fatty-type  tu- 
mors, .25-2.5  cm.  in  diameter;  cafe-au-lait  areas  on 
the  anterior  chest  and  abdomen.  Laboratory  find- 
ings included:  leucocytosis  with  a slight  shift  to  the 
left;  hematocrit  of  43  vol.  %,  ESR  1.3  mm.  per 
min.;  urinary  specific  gravity  of  1.022,  with  nega- 
tive chemical  and  microscopic  findings;  gram  posi- 
tive cocci  and  rods,  gram  negative  rods,  no  acid 
fast  organisms  in  sputum. 

A therapeutic  regimen  of  aureomycin  250  mg. 
four  times  a day  and  symptomatic  therapy  was 
instituted.  A daily  afternoon  fever  of  102.6  F. 
for  three  days  with  a return  to  normal  in  the 
late  evening  was  recorded.  A gradual  regression 
of  fever  followed. 

On  April  16,  1952,  the  patient  was  mildly  un- 
comfortable, weak  and  anorexic.  In  the  right 
upper  lung  field  there  were  increased  fremitus, 
decreased  breath  sounds  and  dullness.  Respira- 
tions were  shallow  and  equal.  There  was  no  car- 
diac enlargement;  rhythm  was  regular;  no  mur- 
murs were  heard.  A PPD  No.  2 skin  test  showed 
an  area  of  induration  3 cm.  in  diameter  after  48 
hours. 

On  April  17,  1952,  the  sputum  culture  was  re- 
ported positive  for  streptococcus  viridins. 

On  April  18,  1952,  there  was  slight  hemoptysis, 
and  the  afternoon  temperature  was  99  F.  Serum 
protein  was  reported  in  Gm.  per  100  ml.  as  total 
7.9,  albumin  3.4  and  globulin  4.5. 

On  April  19,  1952,  bronchoscopy  was  performed 
with  confirmation  of  right  upper  lobe  consolida- 
tion. Biopsies  were  taken  from  the  right  bron- 
chus. At  2:00  p.m.  the  patient’s  condition  was 
good,  respirations  18  per  minute,  pulse  96  per 
minute.  In  the  right  upper  lung  field  breath 
sounds  were  decreased  and  dullness  was  demon- 
strated. Blood  culture  was  reported  positive  for 
gram  positive  cocci  and  penicillin  300,000  units 
every  four  hours  was  ordered.  Bromsulfalein  re- 
tention 45  minutes  after  the  intravenous  adminis- 
tration of  5 mg.  per  kilogram  body  weight  was 
36  per  cent.  At  4:00  p.m.  the  temperature  was 
102  F.  At  6:15  p.m.  about  60  ml.  of  bright  red 
frothy  sputum  was  expectorated,  and  the  blood 
pressure  was  130/100  with  a pulse  of  130  per  min- 
ute. Basal  oxygen  and  suction  were  ordered.  At 
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7:30  p.m.  the  blood  pressure  was  unobtainable,  the 
patient  was  sweating  profusely,  and  coarse  bub- 
bling rales  were  heard  throughout  both  lung  fields. 
Bronchoscopy  did  not  reveal  an  area  of  hemor- 
rhage; the  bronchi  were  clear.  The  electrocar- 
diogram was  reported  as  consistent  with  myocar- 
dial abnormality.  At  8:25  p.m.  no  vital  signs  were 
present.  The  patient  was  discharged  to  the 
morgue  on  the  ninth  hospital  day. 

DR.  STERN:  Dr.  Carroll,  will  you  inter- 
pret the  X-ray  films  for  us? 

DR.  D.  S.  CARROLL:  We  have  quite  a 
few  X-ray  examinations  on  this  patient.  The 
first  film  of  the  chest  we  have  was  made  on 
March  10,  1950,  and  at  that  time  the  heart 
was  not  enlarged  and  the  lung  fields  were 
entirely  clear.  The  next  examination  was 
on  April  7,  1952.  At  that  time  there  was  a 
fairly  extensive  area  of  consolidation  in  the 
superior  portion  of  the  right  lung  field  with 
the  appearance  of  a mass  in  the  right  hilar 
area.  Films  made  on  April  11,  1952,  show 
an  extension  of  the  consolidation  on  the 
right  to  involve  the  entire  right  upper  lobe. 
There  still  appears  to  be  a mass  in  the  right 
hilum;  and  although  it  may  be  infiltrative, 
certainly  bronchogenic  carcinoma  must  still 
be  considered,  and  there  is  sufficient  evi- 
dence on  the  films  to  warrant  a broncho- 
scopic  examination. 

Several  upper  gastro-intestinal  examina- 
tions were  done,  and  the  one  demonstrated 
is  of  significance  in  that  it  shows  a fistula 
between  the  common  bile  duct  and  the  duo- 
denum. The  barium  has  left  the  gastro-in- 
testinal tract  and  has  filled  all  of  the  major 
bile  ducts  and  the  gallbladder.  No  intrinsic 
pathology  was  noted  in  the  gastro-intestinal 
tract. 

A barium  enema  showed  no  abnormality 
in  the  colon. 

X-ray  examination  of  the  skull  was  nega- 
tive, but  examination  of  the  paranasal  si- 
nuses showed  a mild  maxillary  sinusitis. 

A review  of  the  skeletal  system  shows 
only  a few  osseous  lesions  which  can  be 
attributed  to  neurofibromatosis.  One  is  a 
lesion  on  the  inferior  aspect  of  the  descend- 
ing ramus  of  the  pubis  and  ischial  tuberos- 
ity on  the  right  side.  The  lesion  has  the  ap- 
pearance of  a pressure  defect,  in  that  the 
bone  is  destroyed  subperiosteally  to  produce 
a saucer-shaped  defect. 

Examination  of  the  hand  reveals  pseudar- 


throsis  of  the  fourth  and  fifth  right  metacar- 
pals. 

DR.  STERN:  Dr.  W.  E.  French,  of  the 
Surgical  Service,  saw  this  patient  in  consul- 
tation. Dr.  French,  will  you  give  your 
thoughts  concerning  him? 

DR.  W.  E.  FRENCH:  This  patient  was 
transferred  to  the  Surgical  Service  with  a 
presumptive  diagnosis  of  carcinoma  of  the 
pancreas  and  generalized  neurofibromatosis. 
His  jaundice  was  of  a painless  progressive 
nature,  and  we  felt  reasonably  sure  of  our 
preoperative  diagnosis.  We  were  aware  of 
the  fact  that  other  lesions  may  produce  a 
painless  jaundice,  however. 

He  was  prepared  for  surgery  with  the 
thought  in  mind  of  doing  only  a cholecysto- 
jejunostomy  because  of  the  poor  prognosis 
of  the  Whipple  procedure  for  carcinoma  of 
the  head  of  the  pancreas.  At  the  original 
surgical  procedure,  which  was  accompanied 
by  uncontrollable  generalized  oozing  of 
blood,  a small  lesion  measuring  approxi- 
mately 1 cm.  in  diameter  was  found  in  the 
region  of  the  ampulla  of  Vater.  His  com- 
mon duct  was  fully  1 inch  in  diameter.  The 
question  then  was  as  it  is  today.  Was  the 
lesion  a stone,  a carcinoma  of  the  ampulla 
or  lower  common  duct  or  a neurofibroma- 
tous  lesion  in  the  region  of  the  ampulla? 
We  opened  the  enlarged  common  duct  adja- 
cent to  the  duodenum  in  an  attempt  to  dif- 
ferentiate the  possibilities  while  realizing 
the  frequency  of  cholodochal  fistulas  in 
those  common  ducts  that  are  drained  where 
malignancies  are  present.  This  was  selected 
purposely  to  do  an  anastomosis  to  the  duo- 
denum if  necessary.  No  stone  could  be 
found.  We  felt  then  that  we  were  dealing 
with  a carcinoma  of  the  ampulla  of  Vater. 
Because  of  the  profound  bleeding  we  felt 
that  the  patient  would  not  tolerate  a pan- 
creato-duodenectomy  in  one  stage.  There- 
fore, we  decided  to  do  a cholodocho-duode- 
nostomy  as  a first  stage  of  a Whipple  pro- 
cedure. Jaundice  rapidly  subsided  follow- 
ing surgery. 

Some  three  weeks  later,  I had  the  pleasure 
of  assisting  Dr.  Harwell  Wilson,  the  Chief 
of  the  Surgical  Department,  in  the  explora- 
tion of  this  man,  with  the  thought  in  mind  of 
doing  a pancreato-duodenectomy.  Because 
of  the  extensive,  dense  adhesions  that  made 
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identification  of  the  biliary  radicles  impos- 
sible, we  discontinued  the  operation.  Again, 
the  postoperative  course  was  uneventful. 

Since  the  last  surgical  procedure,  almost 
two  years  have  elapsed.  We  are  aware  of 
the  fact  that  the  overwhelming  majority  of 
carcinomas  of  the  ampulla  of  Vater  or  lower 
peri-ampullary  region  that  are  not  resected 
kill  the  patient  within  two  years.  There- 
fore, we  feel  that  this  patient  did  not  have 
a carcinoma  of  the  ampulla,  but  either  had 
a silent  stone  that  we  have  missed  or  that 
the  lesion  is  a visceral  manifestation  of  von 
Recklinghausen’s  disease. 

DR.  STERN:  Dr.  Roberts  will  continue 
the  discussion  of  this  interesting  case. 

DR.  R.  H.  ROBERTS:  To  summarize 
briefly  the  events  leading  up  to  the  present, 
we  are  faced  with  the  problem  of  an  undiag- 
nosed pulmonary  disease  in  a 47-year-old 
colored  male.  Prior  to  this,  he  experienced 
an  obvious  obstructive  type  jaundice,  and 
was  treated  surgically  by  by-passing  an  am- 
pullary  lesion  considered  at  the  time  to  be 
malignant.  It  was  also  reported  that  he  had 
von  Recklinghausen’s  neurofibromatosis  in 
1950,  when  he  was  jaundiced.  Corneal  ul- 
ceration was  an  incidental  finding  at  that 
time. 

To  proceed  chronologically,  let  us  consider 
first  the  obstructive  jaundice.  At  the  time 
of  his  surgery,  there  was  a small  lesion  of 
either  the  duodenal  wall  close  to  the  ampulla 
of  Vater,  or  a lesion  of  the  ampulla  per  se. 
At  any  rate,  the  lesion  was  adequate  to  block 
the  biliary  flow  at  that  point.  Since  the  nod- 
ule was  firm  on  palpation,  it  could  have  been 
a calculus  or  a malignancy.  In  view  of  the 
time  elapsed  since  surgery,  however,  I feel 
that  had  malignancy  been  present  it  should 
have  caused  the  patient’s  death  before  now, 
as  Dr.  French  pointed  out.  Although  the 
patient  did  expire  prior  to  this  seminar,  it 
is  felt  that  a pulmonary  disease  was  the  im- 
mediate cause  of  death.  Of  course,  a stone 
could  have  long  since  been  passed  into  the 
duodenum,  or  could  have  remained  in  situ. 
There  is  a very  interesting  thought  to  be 
entertained  at  this  point.  The  patient  had 
subcutaneous  nodules  proven  at  biopsy  to 
be  neurofibromata.  Generically,  there  are 
two  types  of  this  tumor.  One  is  a rare  type 
which  involves  chiefly  the  sympathetic 


nerves,  and  is  composed  of  true  nervous  tis- 
sue. The  other  is  composed  of  nerve  sheath 
elements  and  may  involve  any  nerves  in  the 
body.  Pathologists  designate  several  sub- 
types  of  the  latter.  In  recent  years,  evi- 
dence has  been  accumulated  that  neurofi- 
bromatosis is  associated  at  times  with  malig- 
nancies. Davis  et  al.,1  in  1950,  reported  also 
a case  of  neurofibromatosis  associated  with 
pheochromocytoma,  and  pointed  out  that 
his  was  the  tenth  such  case  in  the  literature. 
An  interesting  article  several  months2  ago 
reported  two  such  cases  of  gastro-intestinal 
hemorrhage  with  ulcer-like  symptoms;  these 
proved  to  be  due  to  intestinal  neurofibromas. 
In  one  case,  the  jejunum  only  was  involved, 
and  in  the  other  the  lesions  were  scattered 
throughtout  the  small  intestine.  Bockus,3 
in  his  text,  reported  only  nine  cases  of  in- 
testinal neurofibromatosis  up  to  1944,  but 
admitted  that  many  had  probably  been  over- 
looked. Neurofibromatosis  is  a rather  pe- 
culiar disease.  There  is  an  apparent  familial 
tendency,  but  siblings  may  have  patchy  pig- 
mentation of  the  skin  instead  of  nodules  and, 
indeed,  one  of  the  cases  mentioned  above 
which  suffered  from  gastrointestinal  hemor- 
rhage had  just  such  pigmentation  without 
nodules.  Neurofibromatosis  may  be  related 
to  many  neurocutaneous  disorders.  Inci- 
dentally, in  a series  of  82  retrorectal  tu- 
mors,4 12,  or  15  per  cent,  were  neurogenic 
tumors.  To  get  back  to  the  case  at  hand, 
the  time  element  certainly  favors  the  intes- 
tinal lesion  at  the  ampulla  being  a neurofi- 
broma rather  than  malignancy,  and  I believe 
that  is  what  this  patient  had. 

Let  us  turn  now  to  the  pulmonary  disease. 
It  would  wrap  up  the  case  nicely  if  it  too 
was  a neurofibroma.  Certainly  neurofibro- 


'Davis,  F.  W.,  Hull,  J.  G.,  Vardell,  J.  C.:  Neurofi- 
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8:131,  1950. 

2Kleitsch,  W.  P„  Kehne,  J.  H.,  & Gutch,  C.  F.: 
Gastrointestinal  Hemorrhage  Due  to  Neurofibro- 
matosis, J.A.M.A.,  147:1434,  1951. 

TBockus,  H.  L : Gastroenterology,  W.  B.  Saunders 
Co.,  Philadelphia,  1944,  Vol.  II,  p.  130. 

'Jockman,  R.  L.,  Clark,  L.  P.,  Smith,  N.  D.:  Re- 
trorectal Tumors,  J.A.M.A.,  145:956,  1951. 
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mas  are  found  in  the  chest,  but  several  fac- 
tors are  against  this  theory  in  this  particular 
patient.  For  one  thing  intra thoracic  neuro- 
fibromas are  nearly  always  in  the  upper 
posterior  mediastinum.  This  density  was  in 
the  right  hilar  and  mid-lung  field.  Neuro- 
fibromas are  slow  growing  tumors;  this  was 
apparently  a fairly  rapidly  growing  lesion 
if  it  was  a tumor  at  all.  The  chest  film  taken 
in  1950  was  reported  negative.  Most  intra- 
thoracic  neurofibromas,  as  I understand  it, 
are  actually  extrapleural,  and  arise  from  the 
spinal  nerves.  However,  it  is  not  inconceiv- 
able that  a neurogenic  tumor  could  be  lo- 
cated elsewhere  in  the  chest.  If  it  were  that 
type  of  tumor,  I would  lean  more  toward  a 
neurofibrosarcoma,  i.e.,  a malignant  neuro- 
genic tumor.  Tubercle  bacilli  were  not 
found  in  the  sputum.  No  mention  was  made 
of  studies  for  fungi.  Streptococcus  viridans 
was  found  on  at  least  one  occasion.  This 
organism  is  sometimes  seen  as  secondary 
invader  following  influenza  and  other  respir- 
atory infections,  but  is  not  common.  How- 
ever, it  is  found  in  the  mouth  and  sinus  flora 
frequently.  My  impression  from  the  loca- 
tion of  the  lesion  and  the  clinical  picture  in 
general  is  that  the  lung  pathology  is  due  to 
a malignancy  with  resultant  obstructive 
bronchiolitis.  And  the  most  likely  diagnosis 
statistically  is  bronchogenic  carcinoma.  The 
laboratory  findings  on  the  last  admission 
confirm  the  fact  that  the  patient  had  irre- 
versible liver  damage  from  his  previous 
obstructive  jaundice. 

In  summary,  I would  diagnose  this  case  as 
(1)  von  Recklinghausen’s  neurofibromatosis 
involving  the  skin  and  the  duodenum,  with 
resultant  obstructive  jaundice;  (2)  probable 
bronchogenic  carcinoma  of  the  right  lung. 

DR.  A.  B.  WEIR:  I think  it  is  interesting 
that  a few  years  ago  we  had  a patient  in  this 
hospital  who  had  generalized  neurofibroma- 
tosis and  multiple  myeloma.  In  addition  he 
developed  jaundice  consequent  to  obstruc- 
tion of  the  common  duct  by  a tumor  in  the 
duodenum.  I am  not  certain  what  kind  of 
tumor  it  proved  to  be  on  histological  exami- 
nation. 

DR.  J.  WARREN  KYLE:  I am  glad  Dr. 
Weir  brought  up  this  case.  The  tumor  in 
the  duodenum  proved  to  be  a carcinoid. 

That  patient  was  virtually  a museum  of 


pathology.  He  had  subcutaneous  neurofi- 
bromas, cafe  au  lait  spots,  bone  cysts  and  a 
pseudarthrosis  of  the  tibia  due  to  neurofi- 
bromatosis. In  addition,  he  developed  the 
punched-out  bone  lesions  of  multiple  mye- 
loma. A biopsy  of  one  of  the  neurofibromas 
had  been  interpreted  as  showing  sarcoma- 
tous change.  Finally,  he  had  the  duodenal 
carcinoid  already  mentioned.  A recent  ar- 
ticle'' brought  out  the  hypothesis  that  neuro- 
fibromatosis is  but  one  manifestation  of  an 
inherited  intrinsic  defect  which  may  pre- 
dispose an  individual  to  a wide  variety  of 
lesions.  In  addition  to  skin  pigmentation 
and  bone  lesions,  this  may  include  several 
types  of  tumors  related  to  neurofibromas 
histologically.  It  would  seem  that  our  re- 
cent experience  here  goes  along  with  this 
hypothesis,  and  even  further  so  far  as  asso- 
ciated tumors  are  concerned. 

DR.  STERN:  This  patient  expired  a few 
days  ago.  The  pathologists  are  prepared  to 
report  their  findings.  Mr.  C.  D.  Scruggs  will 
present  the  gross  findings. 

MR.  SCRUGGS:  The  external  appearance 
of  this  47-year-old  colored  male  was  remark- 
able in  that  his  upper  extremities  and  an- 
terior chest  wall  were  covered  with  neuro- 
fibromas which  measured  from  a few  mm. 
to  1 cm.  in  diameter. 

The  spleen  was  large  and  soft,  and  in  its 
center  a firmer  1 cm.  mass  was  found.  There 
was  a 0.5  cm.  well  encapsulated  mass  in  the 
prostate. 

Extensive  fibrous  adhesions  were  present 
throughout  the  peritoneal  cavity,  particu- 
larly in  the  area  of  the  duodenum  and  gall- 
bladder. The  gallbladder  was  completely 
adherent  to  the  inferior  surface  of  the  liver. 
There  was  a 1 cm.  sized  mass  covered  by  the 
mucosa  in  the  common  duct  near  its  junction 
with  the  duodenum.  Proximal  to  this  mass 
the  common  duct  was  dilated  to  the  extent 
that  at  first  it  was  mistaken  for  the  gall- 
bladder. It  also  was  adherent  to  the  gall- 
bladder as  well  as  to  the  liver.  This  dilated 
common  duct  measured  approximately  5x2 
cm.  and  was  filled  with  a green  viscid  bile. 

In  the  retroperitoneal  space  over  the  aorta 
and  just  superior  to  the  level  of  the  left 


5Inglis,  K.:  Nature  of  Neurofibromatosis  and  Re- 
lated Lesions,  J.  Path.  & Bact.,  63:519,  1950. 
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renal  artery  an  ovoid  mass  was  found  meas- 
uring approximately  3x3  cm.  which  was 
connected  to  all  surrounding  structures  by 
fibrous  adhesions.  Its  cut  surface  was  gray- 
ish-white with  several  areas  of  hemorrhage. 
It  was  moderately  firm  in  consistency. 

The  right  lung  was  very  heavy,  weighing 
1,450  grams  and  was  covered  completely 
with  fibrous  and  fibrinous  adhesions.  The 
middle  and  lower  lobes  appeared  yellow  on 
the  surface,  while  the  upper  was  more  hy- 
peremic.  The  cut  surface  of  the  right  lung 
showed  a sanguinopurulent  exudate  and 
some  of  the  larger  arteries  were  thrombosed. 
The  parenchyma  was  very  soft,  almost  ne- 
crotic in  some  areas  and  semifluid.  The  left 
lung  was  heavier  than  normal  weighing  740 
grams  but  the  consolidation  was  posteriorly 
and  resembled  bronchopneumonia  more 
than  the  suppurative  condition  which  exist- 
ed in  the  right  lung.  The  adjacent  lymph 
nodes  were  small  and  pigmented. 

DR.  STERN:  Dr.  J.  K.  Frenkel  will  con- 
tinue with  a discussion  of  the  microscopic 
findings. 

DR.  FRENKEL:  The  important  micro- 
scopic findings  concern  tumors  in  the  skin, 
prostate  gland,  bile  duct,  retroperitoneum 
and  spleen,  as  well  as  lesions  of  the  lung. 

A skin  nodule  shows  the  typical  findings 
seen  in  a neurofibroma:  an  unencapsulated 
proliferation  of  Schwannian  cells,  infiltrat- 
ing the  surrounding  connective  tissue.  In 
this  case  neurites  were  generally  absent. 
Little  pigment  was  present.  Some  fairly 
intact  sweat  glands  lay  embedded  in  the 
firmly  vascular  neurofibromatous  tumor. 
Even  though  infiltrating,  this  tumor  is  be- 
nign. Probably  much  less  than  10  per  cent 
of  patients  with  von  Reckinghausen’s  dis- 
ease develop  the  counterpart,  malignant 
Schwannoma.  However,  it  should  be  stated 
that  about  one-half  of  the  latter  arise  in 
patients  with  von  Recklinghausen’s  disease. 

The  retroperitoneal  tumor  is  encapsulated 
and  composed  of  groups  of  fairly  regular 
cells,  somewhat  resembling  adrenal-medul- 
lary cells,  but  without  chromaffin  pigment. 
The  cell  groups  are  embedded  in  a thin  con- 
nective tissue  framework.  This  tumor  is 
very  vascular  with  large  sinusoidal  blood- 
filled  spaces  adjacent  to  the  tumor  cells. 
Some  of  the  latter  even  seem  to  be  inside 


these  vessels.  In  spite  of  this  feature,  this 
tumor  is  considered  to  be  a benign  para- 
ganglionoma.  No  metastases  were  found. 
Paraganglionomas  occur  along  the  sympa- 
thetic or  parasympathetic  chains.  In  this 
case  the  tumor  may  have  arisen  from  a re- 
troperitoneal, probably  sympathetic,  gangli- 
on. It  is  analogous  to  a pheochromocytoma 
arising  from  the  adrenal  medulla,  only  that 
our  tumor  did  not  contain  chromaffin  pig- 
ment, and  was  not  functional  in  a sympa- 
thomimetic direction;  no  attacks  of  paroxys- 
mal hypertension  were  observed.  Whether 
the  occurrence  together  of  neurofibromatosis 
and  our  paraganglioma  is  significant,  I can- 
not say.  They  have  not  been  recorded  as 
occurring  together  frequently. 

The  ovoid  tumor  in  the  prostate  gland 
measuring  about  1x1x2  cm.  in  diameter 
was  thought  on  gross  examination  to  be  a 
neurofibroma.  However,  sections  showed  it 
to  consist  mainly  of  smooth  muscle  bundles 
accompanied  by  very  little  connective  tis- 
sue. Hence  we  are  dealing  with  a benign 
leiomyoma.  Here  as  well  as  elsewhere  in 
this  patient,  the  smooth  muscle  fibers  are 
often  swollen  and  appear  granular,  leading 
to  bulbous  enlargement  of  the  cell.  I doubt 
that  this  is  primarily  due  to  postmortem 
degeneration,  since  it  does  not  usually  ap- 
pear until  much  later.  I believe  that  this 
may  represent  some  form  of  muscle  degen- 
eration, present  during  the  patient’s  life- 
time. A bronchial  biopsy  showed  the  same 
myofibrillar  swelling.  Leiomyomas  of  the 
prostate  gland  are  fairly  rare,  and  they  are 
usually  regarded  as  arising  in  conjunction 
with  fibromuscular  hyperplasia  which,  how- 
ever, was  not  prominent  here. 

In  the  wall  of  the  common  bile  duct  near 
the  duodenum  is  a tumor  projecting  into 
the  lumen  and  producing  dilatation  proxi- 
mal to  it.  This  tumor  is  composed  of  in- 
folding glands  of  gallbladder  epithelium, 
dissecting  in  between  the  smooth  muscle 
bundles  of  the  wall  and  accompanied  by 
desmoplastic  reaction.  This  is  an  adreno- 
carcinoma  of  the  common  duct.  Perineural 
and  probably  also  lymphatic  invasion  are 
present,  but  no  gross  metastases  were  ob- 
served. However,  no  detailed  examination 
of  the  regional  lymph  nodes  for  metastases 
was  undertaken  since  the  lesion  was  grossly 
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thought  to  be  a neurofibroma.  We  recall 
that  this  patient  had  an  attack  of  biliary 
obstruction  two  years  prior  to  his  death.  At 
that  time  the  patient  was  explored  surgi- 
cally and  a tumor  mass  was  found  in  this 
region.  It  was,  however,  not  biopsied.  The 
common  duct  was  transplanted  to  another 
site  in  the  duodenum.  I do  not  know  wheth- 
er we  are  dealing  with  the  same  tumor  here. 
More  likely,  the  paraganglionoma  was  to 
blame,  since  it  was  in  the  area  where  the 
ampulla  of  Vater  might  have  been.  The 
jaundice  subsided  after  transplantation  of 
the  common  duct.  Recently,  jaundice  re- 
curred, apparently  due  to  obstruction  from 
the  carcinoma. 

A fifth  tumor  was  present  in  the  spleen, 
in  the  form  of  a small  sclerosing  hemangio- 
ma about  1 cm.  in  diameter. 

None  of  these  tumors,  even  though  one 
was  a carcinoma,  contributed  significantly 
to  the  patient’s  death.  He  died  with  marked 
respiratory  embarrassment  and  at  autopsy 
pneumonia  was  found  in  all  lobes.  As  Mr. 
Scruggs  told  you,  the  right  lobe  presented 
a picture  of  suppurative  pneumonitis.  In 
the  consolidated  areas  a fibrinous  exudate 
was  present,  containing  about  two-thirds 
mononuclear  cells  and  one-third  neutrophile 
granulocytes.  The  alveolar  linings  were 
generally  intact.  There  were  neither  cir- 


cumscribed granulomas  nor  necrosis, 
Throughout  these  inflammed  alveoli  oc- 
curred many  double-contoured,  non-endo- 
sporulating  but  budding  fungi,  morphologi- 
cally resembling  Blastomyces.  From  lung 
tissue  obtained  at  autopsy,  Miss  Larey  Evans 
cultured  Blastomyces  dermatitidis  which 
was  morphologically  typical.  They  ap- 
peared as  fluffy  white  growths  on  Sabou- 
raud’s  medium  incubated  at  room  tempera- 
ture. No  lesion  of  blastomycosis  were  found 
outside  of  the  lung. 

The  mixed  mono-  and  polymorphonuclear 
exudate,  and  the  absence  of  localization,  of 
epitheloid  or  giant  cells  indicate  an  infection 
of  relatively  recent  standing.  It  is  possible 
that  a primary  focus  existed  in  the  lung  from 
which  the  infection  spread  by  aspiration. 
Many  of  the  bronchi  were  filled  with  muco- 
purulent exudate  containing  numerous  yeast 
forms  of  Blastomyces.  It  is  doubtful  that 
treatment  with  aureomycin  and  2-hydroxy- 
stilbamidine  could  have  saved  the  patient 
at  the  time  of  his  entry  to  the  hospital. 

In  summary,  we  have  a patient  with  gen- 
eralized neurofibromatosis,  with  a retroperi- 
toneal paraganglioma,  an  adenocarcinoma 
of  the  common  bile  duct,  a leiomyoma  of  the 
prostate  gland  and  a sclerosing  hemangioma 
of  the  spleen,  who  finally  died  from  pneu- 
monia due  to  Blastomyces. 


(Continued  from  Page  243) 
might  postulate  the  existence  of  a “continuum  of 
reproductive  wastage”  which  can  be  subdivided 
into  lethal  and  sublethal  manifestations.  The 
lethal  component  includes  abortions,  stillbirths  and 
neonatal  deaths.  The  sublethal  component  in- 
cludes cerebral  palsy  and,  possibly,  other  disabil- 
ities. 

Although  this  concept  has  never  been  stated  as 


such,  it  has  been  implied  previously  by  those  in- 
vestigators who  have  emphasized  the  role  of  cere- 
bral hemorrhage  in  the  etiology  of  cerebral  palsy. 
It  has  also  been  implied  by  Ingalls  and  Gordon  in 
their  epidemiological  investigations  of  such  condi- 
tions as  mongolism  and  is  probably  equivalent  to 
their  concept  of  disease  described  as  the  “biological 
gradient  of  disease.”  (Abstracted  by  Milton  Smith 
Lewis,  M.D.,  Nashville.) 
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WE  MUST  HELP  THE  AMERICAN  WORKER 


“Although  1 may 
disagree  with  ivhat 
you  have  to  say,  1 
will  die  fighting 
for  your  right  to 
say  it.” — Voltaire. 

In  my  inaugural 
address  in  Knox- 
ville, I stated  a 
firm  belief  that  we 
should  begin  a 
series  of  meetings  with  labor,  and  with  man- 
agement, in  an  effort  to  understand,  and 
solve,  the  health  and  medical  care  problems 
of  the  American  worker. 

The  Memphis  and  Shelby  County  Medical 
Society  has  conducted  such  a special  meet- 
ing. And  they  did  it  extremely  well.  It 
was  a stimulating,  effective  full  society  ses- 
sion, held  on  the  evening  of  May  27.  I want 
to  quote  here,  for  your  consideration,  cer- 
tain remarks  which  the  speakers  on  the 
panel  sincerely  believed  to  be  constructive 
criticism. 

Frank  Miles,  President  of  the  Memphis 
Trade  and  Labor  Council.  A.  F.  of  L.: 

“I  think  that  doctors,  through  the  media 
of  such  meetings  as  this,  can  better  under- 
stand the  problems  facing  them.  I believe 
that  if  doctors  can  better  understand  health 
programs  we  are  trying  to  initiate  within 
our  unions,  we  will  solve  the  problem  of 
relief  from  the  burden  of  medical  care  cost. 
I believe  that  we  are  trying,  also,  to  meet 
your  problems.  And  we  are  not  asking  the 
government  to  do  it  either. 

“I  think  our  movement  has  been  the  bul- 
wark against  Communism  in  this  country, 
whether  a lot  of  people  agree  with  me  or 
not.  Communism  thrives  on  dire  want,  star- 
vation, death.  . . . We  believe  that  you  should 
be  entitled  to  a fair  wage  the  same  as  our 
people.” 


Lucius  Burch,  Memphis  attorney,  son  and 
brother  of  Tennessee  physicians: 

“I  don’t  think  you  fellows  are  nearly 
scared  enough  about  socialized  medicine.  I 
think  it  is  much  more  a threat  than  even 
you  think. 

“And  be  worried  about  this,  too.  There 
isn’t  any  instance,  where  you  have  had  so- 
cialism, that  the  people  have  ever  backed 
up  from  it. 

“For  some  reason  which  doctors  know 
better  than  anybody  else,  doctors  won’t  get 
out  into  the  rough  and  tumble  of  ordinary 
life.  They  won’t  take  part  in  political  af- 
fairs.” 

Frank  Ahlgren,  Editor  of  The  Commercial- 
Appeal: 

“Doctors  defeat  their  own  purpose  when 
they  withhold,  or  make  it  difficult,  to  get  a 
story  that  will  tell  the  public  of  the  strides 
medicine  has  made,  and  is  making,  for  the 
benefit  of  public  health.” 

Leo  E.  Brown , P'ublic  Relations  Director 
of  AM  A: 

“We  feel  that  it  is  the  responsibility  of  the 
physician,  when  he  is  discussing  his  prog- 
nosis, to  explain  in  detail  the  various  costs 
of  medical  care.  . . . Mr.  Burch  mentioned  a 
very  important  item  when  he  said  physi- 
cians are  blamed  for  the  entire  cost  of  medi- 
cal care.” 

P.S.:  We  are  happy  to  report  to  you  that 
the  Wage  Stabilization  Board  ruling  which 
stopped  expansion  of  The  Tennessee  Plan 
of  health  insurance  has  been  relaxed,  thanks 
to  the  efforts  of  individual  physicians  and 
members  of  the  Tennessee  Congressional 
delegation,  especially  Representative  Percy 
Priest. 

£ It/. 


Dr.  Smith 
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JUNE,  1952 


THE  PLACE  OF  RADIOACTIVE  ISOTOPES 
IN  MEDICINE 

Not  only  is  the  medical  literature  includ- 
ing more  and  more  contributions  on  the  use 
of  radioactive  isotopes  in  the  science  and 
practice  of  medicine,  but  the  lay  press  also 
is  educating  the  public,  accurately  or  other- 
wise, on  their  use  in  modern  medicine.  The 
physician  not  having  had  the  opportunity  to 
observe  the  use  of  these  substances  is  often 
confused  by  the  whole  subject,  because  it 
not  only  is  foreign  to  his  armamentarium 
but  also  because  of  the  specialized  phrase- 
ology used  in  the  discussions.  The  use  of 
the  radioactive  isotopes  has  become  wide- 
spread only  since  1946  when  these  sub- 
stances were  made  available  by  the  Oak 
Ridge  National  Laboratory.  Physicians  are 
being  questioned,  and  will  be  more  so  in 
the  future,  by  their  patients  relative  to  these 
matters.  Some  elemental  knowledge  is 
therefore  necessary.* 

*Kelsey,  F.  E.:  Radioactive  Isotopes  in  Medical 
Research,  Diagnoses  and  Therapy  (Report  of  Coun- 
cil on  Pharmacy  and  Chemistry),  J.A.M.A.  146: 
1131,  1951. 


Radioactive  isotopes  are  usually  used  as 
simple  ions  which  differ  from  non-radio- 
active  elements  only  in  the  presence  of  an 
extra  neutron  in  the  atomic  nucleus.  (The 
radioactive  isotope  is  made  by  bombarding 
the  element  by  neutrons  in  a nuclear-react- 
ing pile  or  cyclotron.)  In  general  it  appears 
that  the  extra  neutron  does  not  alter  the 
element  insofar  as  biologic  reactions  are 
concerned,  thus  permitting  its  incorporation 
into  the  tissues  of  the  living  organism.  Be- 
cause of  the  changes  in  the  nucleus  of  the 
atom,  disintegration  may  occur  suddenly  in 
less  than  a second  or  so  slowly  as  to  need 
millions  of  years.  The  time  needed  for  dis- 
integration of  half  the  atoms  is  defined  as 
the  isotope’s  “half-life.”  Obviously,  an  ele- 
ment of  a short  half-life  may  be  safe  for 
clinical  use.  The  use  of  a long  half-life 
isotope  means  that  radioactive  material  is 
stored  in  the  body  for  longer  periods,  thus 
subjecting  the  body  to  the  hazards  of  pro- 
longed irradiation.  Selective  localization  of 
radioactive  material  also  determines  danger- 
ous effects.  Years  ago  it  was  learned  in  in- 
dustry how  hazardous  was  the  selective  lo- 
calization of  radium  in  bone,  with  resultant 
fatal  necrosis.  (This  occurred  in  the  work- 
ers who  pointed  their  brushes  with  their 
lips  in  the  act  of  painting  luminous  watch 
dials.)  If  the  isotope  is  more  widely  dis- 
tributed in  the  body,  such  local  effects  of 
irradiation  are  diminished  through  dilution. 
Upon  disintegration  of  the  radioactive  iso- 
tope emanations  of  the  beta,  gamma,  alpha 
and  neutron  types  occur, — these  of  course 
represent  the  dangers  of  radioactive  mate- 
rial or,  when  used  therapeutically,  are  di- 
rected to  the  control  of  neoplastic  disease. 
The  gamma  emanations  are  like  X-rays. 
The  beta  particles  are  electrons  effective 
mainly  in  the  immediate  region  of  their  dis- 
integration. 

Much  is  still  to  be  learned  of  the  long- 
term results  of  irradiation.  Though  as  much 
as  5,000  r may  be  used  locally  in  the  X-ray 
therapy  of  a skin  cancer,  it  is  estimated  that 
J00  r applied  in  total  irradiation  of  the  body 
would  be  fatal.  The  body  receives  20  to  40 
r in  total  irradiation  by  cosmic  rays  in  a 
70-vear  lifespan.  A gastro-intestinal  series 
subjects  the  patient  to  about  40  to  75  r.  The 
hazard  of  isotopes  lies  in  their  ingestion  or 
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inhalation  to  add  more  to  the  body  in  terms 
of  continued  irradiation  after  storage  in  tis- 
sues. This  is  the  reason  for  the  restrictions 
imposed  by  the  Atomic  Energy  Commission 
on  the  use  of  radioactive  isotopes.  Only 
those  with  training  in  the  hazards  and  their 
control  are  permitted  to  receive  isotopes  for 
experimental  and  clinical  use.  Several 
methods  are  available  to  measure  the  emana- 
tions, the  one  best  known  to  the  reading 
public  as  the  Geiger  counter. 

Therapeutically  speaking  several  radio- 
active isotopes  have  found  a place  in  clinical 
medicine  for  the  moment  at  least.  Radioac- 
tive phosphorous  being  more  highly  con- 
centrated in  bones,  bone  marrow,  liver, 
spleen  and  lymph  nodes  may  be  used  to  in- 
duce remissions  of  up  to  a year  in  polycy- 
themia rubra  vera.  It  also  reaches  higher 
concentrations  in  neoplastic  tissues,  though 
not  in  therapeutic  levels,  thereby  permitting 
diagnostic  localization  with  a Geiger  coun- 
ter. Phosphorus  32  has  a half-life  of  14  days; 
20  to  40  per  cent  of  the  absorbed  element  is 
rapidly  excreted  through  the  kidneys.  Of 
oral  doses,  75  per  cent  is  absorbed  the  rest 
being  excreted  in  the  feces.  Radioactive 
iodine,  with  a half-life  of  8 days,  is  especially 
of  value  in  relationship  to  activity  of  the 
thyroid  gland.  It  is  used  orally,  is  rapidly 
absorbed,  and  normally  10  to  25  per  cent  is 
fixed  in  the  thyroid  gland.  In  hyperthy- 
roidism 50  to  80  per  cent  may  be  found  in 
the  gland  (by  Geiger  counter)  and  in  myxe- 
dema less  than  10  per  cent.  Because  of  the 
localization  of  iodine  131  in  thyroid  tissue, 
it  may  be  used  diagnostically  as  already  im- 
plied, and  in  localizing  metastases  of  thyroid 
cancer.  Therapeutically  it  may  be  used  as 
a source  of  irradiation  in  toxic  thyroid  states 
and  in  some  instances  of  metastatic  disease 
in  the  patient  having  a carcinoma  of  the  thy- 
roid. Radioactive  gold,  gold  198  and  199, 
emitting  both  beta  and  gamma  rays  and 
being  injectable  in  a colloid  form  into  a 
tumor  mass,  where  99  per  cent  is  fixed,  may 
be  used  for  local  irradiation.  Its  half-life 
is  from  2 to  3 days  and  thus  is  effective  for 
several  weeks.  Radioactive  cobalt  is  being 
used  for  its  gamma  rays  instead  of  radium. 

The  radioactive  isotopes  are  used  even 
more  in  basic  studies  having  to  do  with  nor- 
mal physiologic  processes  as  well  as  with 


pathologic  ones.  The  use  of  I131  in  the  study 
of  thyroid  function  has  been  implied  Sodium 
24  being  rapidly  diffused,  and  with  a half- 
life  of  about  15  hours,  is  being  used  as  a 
means  of  studying  circulatory  dynamics, 
extracellular  fluid,  and  the  efficiency  of  the 
peripheral  circulation.  Carbon  14  is  proving 
to  be  a most  interesting  and  valuable  experi- 
mental tool.  Having  a half-life  of  5,600 
years  it  would  remain  for  life  in  the  tissues 
of  the  body  with  irradiation  of  body  tissues. 
However,  since  carbon  is  basic  to  all  organic 
compounds,  carbon  14  permits  the  study  of 
basic  chemical  and  physiologic  processes. 
For  example,  radioactive  plants  may  be 
grown  by  supplying  them  with  carbon  14. 
The  radioactive  derivatives,  such  as  digi- 
toxin,  morphine,  atropine  and  numerous  oth- 
ers, are  being  studied  in  experimental  ani- 
mals. By  the  incorporation  of  carbon  14  in 
the  food,  aminal  tissues  may  be  made  radio- 
active. Thus  the  essential  elements  in  the 
body  economy  may  be  studied  for  the  first 
time  by  tagging  them  with  radioactivity  and 
then  following  their  movements  by  Geiger 
counters  or  other  means. 

The  use  of  radioactive  isotopes  is  very 
young.  Without  a doubt  we  may  except  to 
see  increasing  contributions  to  the  biologic 
sciences  by  their  use  and  hope  to  find  more 
effective  means  of  applying  them  in  the 
control  of  neoplastic  processes. 

R.  H.  K. 

IS  CENTRALIZED  RESEARCH 
ECONOMICAL  AND  WISE? 

It  is  needless  to  say  that  modern  medicine 
is  based  firmly  on  a foundation  of  research 
both  fundamentally  scientific  and  clinical. 
Every  doctor  knows  what  a debt  he  owes  to 
the  researcher  and  to  those  agencies  under- 
writing the  large  sums  of  money  needed, 
whether  through  private  philanthropy,  the 
pharmaceutical  industry  or  by  our  tax  dol- 
lars expended  by  governmental  bureaus. 

To  date  the  logical  procedure  for  the  ad- 
vancement of  medical  science  has  been  to 
provide  the  student  of  disease  or  in  the 
fields  of  basic  science  with  grants  permit- 
ting him  to  carry  out  his  studies,  usually 
on  clinical  material  in  his  locale.  The  Na- 
tional Research  Council  shows  that  in  the 
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six  years  1946-51,  the  Federal  funds  for  med- 
ical research  have  totaled  $83,110,671  and 
private  funds  allotted  have  been  $51,933,454, 
providing  61.5  and  38.5  per  cent  respective- 
ly. In  1946  private  sources  supplied  $2,436,- 
376  or  66  per  cent  of  total  research  funds, 
whereas  in  1951  they  had  increased  to  $11,- 
108,006  but  made  up  44  per  cent  of  total 
monies  expended.  Most  grants  were  small, 
— 68  per  cent  of  $10,000  or  less  per  year,  and 
over  half  the  projects  received  aid  for  three 
years. 

A new  philosophy  has  come  into  being 
which  will  be  interesting  to  observe  in  its 
development,  albeit  it  may  be  an  expensive 
experiment.  Time  only  will  reveal  whether 
this  was  conceived  in  wisdom  or  was  an- 
other symptom  of  Washington  megalomania. 

There  is  abuilding  at  Bethesda,  Maryland, 
a 14-story  structure  to  cost,  with  equip- 
ment, $50,000,000  plus  $10,000,000  for  land- 
scaping and  auxiliary  buildings.  This  is  to 
be  the  Clinical  Center  of  the  National  In- 
stitute of  Health.  The  Director  of  the  Cen- 
ter points  out  that  patients  will  be  referred 
to  this  hospital  specifically  for  study,  as  ex- 
amples of  disease  under  investigation  at  the 
Center.  He  indicates  that  close  cooperation 
must  be  maintained  with  medical  schools 
and  university  hospitals  for  this  purpose. 

Surely  your  editor  has  no  quarrel  with 
the  statement  made  by  Surgeon-General 
Scheele  that  “costs  of  research  are  infinitesi- 
mal by  comparison  with  the  dollars  and 
cents  savings  realized  from  more  effective 
methods  of  preventing  or  treating  disease.” 
However,  your  editor  would  like  to  question, 
for  discussion,  the  wisdom  of  this  new  policy 
for  research. 

1.  How  much  will  be  gained  by  dislocating 
the  patient  from  his  home  for  study  in  Be- 
thesda? The  practical  clinical  researcher 
will  know  that  few  of  the  study  cases  will 
withstand  homesickness  for  weeks  or 
months  in  the  cold  environment  of  a re- 
search hospital,  several  thousands  of  miles 
from  friends  and  family  as  in  cases  of  coccid- 
oidomycosis,  perchance,  transplanted  from 
the  San  Joaquin  Valley  of  California.  Un- 
less the  patients  are  “sentenced”  to  Bethes- 
da, what  guarantee  can  one  exact  from  hu- 
mans, constituted  as  they  are,  that  they  will 


not  go  A.W.O.L.  in  the  midst  of  study.  In 
the  home  locale,  the  researcher  at  least  can 
usually  follow  the  patient  and  inveigle  him 
back  to  ward  or  clinic  for  further  studies. 

2.  Is  it  wiser  to  transplant  a few  examples 
of  histoplasmosis  from  Tennessee,  cases  of 
malaria  or  amebiasis  from  New  Orleans, 
or  patients  with  leprosy  from  Carville,  Lou- 
isiana, or  from  the  West  coast  than  to  have 
more  cases  available  for  study  where  the 
disease  is  endemic?  Or,  is  it  wiser  to  send 
a physician  of  the  U.  S.  Public  Health  Serv- 
ice to  a university  medical  center  to  study 
problems  peculiar  to  the  region  with  the 
cooperation  of  the  local  investigative  talent? 

3.  Though  many  of  the  selected  cases  will 
not  stay  for  long  terms  in  a research  hospi- 
tal, as  the  place  becomes  publicized  it  seems 
not  unlikely  that  a horde  of  patients  suffer- 
ing from  many  ills,  especially  psychoneu- 
rotics and  those  “shopping  around”  and 
hoping  for  something  “free,”  will  present 
themselves  at  the  doors  of  the  Center.  If 
the  Center  does  not  get  its  selected  material 
from  university  hospitals  or  the  Marine  and 
like  hospitals,  it  seems  logical  that  the  empty 
beds  will  be  filled  from  the  general  run  of 
patients  with  the  hope  of  culling  from  them 
the  desired  research  cases.  Thus,  may  the 
Center  end  up  as  a sort  of  super-Marine 
Hospital?  One  wonders  if  political  pressure 
may  be  used  to  fill  empty  beds  with  patients 
from  among  congressmen’s  constituents. 

4.  As  the  Director  of  the  Clinical  Center 
implied,  the  cases  for  study  will  need  to  be 
referred  to  Bethesda  by  medical  schools  and 
university  hospitals.  How  successful  will 
this  be?  Your  editor  questions  seriously 
that  medical  schools  will  or  should  transfer 
interesting  clinical  material  away  from  their 
centers  and  rob  young  staff  members  and 
others  of  stimulating  problems  in  research. 
Local  research  is  the  whetstone  on  which  the 
budding  scientist  and  clinician  can  sharp- 
en his  wits.  By  depriving  him  of  such  an 
opportunity,  a man  of  science  may  not  flow- 
er to  be  a credit  to  the  profession.  Instead 
the  problem  may  be  worked  out  in  the  Cen- 
ter at  Bethesda  on  an  assignment  level  basis. 
Yes,  it  will  be  done  well  there,  but  has 
someone  had  his  vision  and  enthusiasm  sti- 
fled in  the  bargain?  Time  will  tell  whether 

(Continued,  on  page  255) 
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In  Our  Hands 

"This  Constitution  can  end  in  despotism,  as  other  forms 
have  done  before  it,  only  the  people  shall  become  so 
corrupted  as  to  need  despotic  government." — Benjamin 
Franklin,  1783. 

This  is  a year  of  decision  and  for  this  reason  we  are  conducting  a 
vigorous  get-out-the-vote  campaign.  There  is  an  undercurrent  of 
feeling  throughout  America  that  “politics”  is  a dirty  word  and,  in  the 
minds  of  some,  “a  necessary  evil.”  We  are  disturbed  because  we  do 
not  subscribe  to  that  belief.  Politics  is  an  integral  part  of  our  Republic. 
The  right  to  choose  our  public  officials,  with  the  proper  balance  be- 
tween the  legislative  and  executive  branches  of  our  government,  is  the 
basic  principle  of  our  free  nation.  We  believe  in  the  Constitution  of 
the  United  States  which  established  our  Republic — the  purest  form 
of  representative  government  that  has  ever  been  conceived  in  the 
minds  of  men.  We  further  believe  that  the  election  to  public  office  is 
a high  trust  to  which  free  men  can  aspire. 

True,  we  have  been  shocked  and  appalled  over  the  reports  of  cor- 
ruption, graft,  malfeasance,  and  lack  of  moral  integrity  of  men  in 
important  positions  in  government.  However,  it  has  not  destroyed 
our  faith  in  the  system  in  which  we  believe.  It  is  we,  the  people,  who 
are  responsible  for  the  election  of  men  to  office,  just  as  they  also  are 
responsible  to  us.  In  this  program,  we  propose  to  offer  a plan  for  a 
state-wide,  grass-roots  campaign  to  arouse  the  people  as  never  before 
in  a concerted  effort  to  choose  officials  of  high  moral  and  spiritual 
integrity.  Our  proposal  is,  and  will  remain,  completely  non-partisan 
in  its  approach. 

Public  Service  Committee 
Tennessee  State  Medical  Association 
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it  was  wiser  to  dull  the  investigative  spirit 
at  home  and  send  the  problem  to  Bethesda, 
or  to  give  a grant  to  the  young  man  of  vision 
in  the  locale  whei’e  the  problem  lies.  Sixty 
million  dollars  plus  the  great  annual  over- 
head cost  would  provide  a lot  of  grants  and 
buy  a lot  of  equipment!  Will  this  new  policy 
advance  science  more  than  Albright’s  lab- 
oratory at  the  Massachusetts  General  Hos- 
pital or  Kendall’s  at  the  Mayo  Clinic,  to 
mention  but  two  examples  of  the  many  in 
the  country? 

5.  And  last,  but  not  least,  your  editor  must 
point  to  the  depletion  of  personnel  in  the 
medical  schools!  As  has  been  shown  before 
in  these  columns,  there  is  a serious  shortage 
of  teachers  in  the  preclinical  sciences  as 
well  as  teaching  fellows  in  clinical  medicine. 
Already  the  personnel  is  being  recruited 
for  the  Center  that  is  nearing  completion 
near  Washington.  Your  editor  knows  of 
men  being  enticed  by  higher  salaries  and 
fancy  laboratories,  technical  assistance  and 
easier  hours,  who  otherwise  might  have  ac- 
cepted academic  positions.  It  is  more  leis- 
urely to  sit  thinking  and  smoking  a pipe, 
while  a technical  assistant  is  watching  the 
smoked  drum  in  the  animal  experiment,  by 
contrast  to  an  academic  appointment.  In 
the  latter  the  young  researcher  may  have  to 
make  some  of  his  own  apparatus,  do  his  own 
technical  work  far  into  the  night,  and  at  the 
same  time  must  assist  in  teaching  the  medi- 
cal student.  Is  it  all  gain,  not  to  be  forced 
to  develop  ingenuity  and  not  to  be  exposed 
to  precept  in  teaching  and  research  by  the 
professor?  It  is  hoped  that  your  editor  is 
unduly  pessimistic  and  that  the  new  philos- 
ophy will  not  buy  so  much  research  person- 
nel, with  a loss  of  teaching  personnel,  as  to 
lead  to  too  many  deserted  laboratories  with 
rusting  flame-photometers,  Warburg  and  Ti- 
selius  apparatus,  while  new  ones  are  being 
installed  in  the  Clinical  Center.  Further- 
more, it  is  hoped  that  the  reservoir  of  future 
teachers,  especially  in  the  preclinical  fields, 
will  not  be  depleted  further  to  the  point 
where  medical  instruction  will  suffer. 

R.  H.  K. 

M 

CAMP  FOR  DIABETIC  CHILDREN 

The  Tennessee  Diabetes  Association  is 
sponsoring  a worthy  project  in  the  Camp 


for  Diabetic  Children  announced  in  the  last 
section  of  this  issue  of  the  Journal.  A camp 
of  this  type  has  been  established  in  two  or 
three  other  states  of  the  country.  In  such 
camps,  living  with  other  diabetics,  children 
learn  that  they  are  not  alone  in  their  de- 
pendence upon  the  syringe  and  diet.  This 
builds  morale  and  represents  good  preven- 
tive psychiatry,  making  easier  the  adjust- 
ment of  the  handicapped  child  in  society. 
Provision  for  including  the  diabetic  child  of 
parents  unable  to  pay  the  necessary  cost  has 
been  made  through  the  generosity  of  certain 
individuals,  civic  clubs  and  the  Association 

ltself‘  R.  H.  K. 


Dr.  James  Hamilton  Holman,  retired 
EENT  specialist  of  Cleveland,  died  May  18, 
1952,  after  an  extended  illness.  Aged  74. 


Dr.  Charles  H.  Johnson,  Paris,  Henry 
County  Health  Officer,  died  May  23,  1952, 
following  a stroke  several  days  earlier.  Aged 
79. 

Dr.  John  Simpson  Harris,  McMinnville 
retired  physician,  died  April  25,  1952,  follow- 
ing a three-months’  illness.  Aged  84. 

Dr.  James  M.  J.  VanDeGrifT,  Fountain 
City,  retired,  died  May  14,  1952.  Aged  77. 


Memphis  and  Shelby  County 
Medical  Society 

The  program  of  the  April  1 meeting  con- 
sisted of  a Symposium  on  Neurological  Dis- 
orders Commonly  Seen  in  General  Practice: 
“Hemiplegia”  by  Dr.  Carrol  Turner;  “Verti- 
go and  Convulsions”  by  Dr.  Nicholas  Gotten; 
“Parkinsonism  and  Other  Disorders  of  Move- 
ment” by  Dr.  Bland  Cannon;  “Multiple 
Sclerosis  and  Other  Degenerations”  by  Dr. 
Robert  Raskind. 

* 


A forum  emphasizing  the  relation  of  the 
medical  profession  to  the  community  was 
held  by  the  Society  during  its  regular  meet- 
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ing  May  27.  The  dinner  meeting,  held  at 
the  Memphis  Country  Club,  attracted  one  of 
the  largest  attendances  in  the  history  of  the 
Society  with  some  350  members  registering. 
Panel  members  were:  Frank  Miles,  Presi- 
dent, Memphis  Trades  and  Labor  Council 
(AFL);  Lucius  Burch,  Memphis  attorney, 
and  brother  of  Dr.  John  Burch,  Nashville; 
Frank  R.  Ahlgren,  editor  of  the  Commercial 
Appeal;  and  Leo  Brown,  Director  of  Public 
Relations  of  the  AMA.  The  panelists  gave 
their  impression  of  the  psysician’s  duties  to 
his  community.  Panelists  pleaded  for  more 
participation  in  public  affairs,  the  spread  of 
voluntary  health  insurance,  a fight  against 
socialism  in  any  form  (including  socialized 
medicine)  and  a continued  effort  to  make 
better  medical  care  available  and  within  the 
reach  of  everybody’s  pocketbook. 

Representatives  of  the  State  Association 
attending  were  Dr.  Daugh  W.  Smith,  Nash- 
ville, President;  Mr.  Ed  Bridges,  Public 
Service  Director;  and  V.  O.  Foster,  Execu- 
tive Secretary. 

* 

Sullivan-Johnson  County  Society 

This  Society  has  joined  the  growing  list 
of  local  societies  that  have  appointed  griev- 
ance committees  and  announced  the  Com- 
mittee to  the  public.  Dr.  R.  Hyatt  Brown, 
president,  in  making  the  public  announce- 
ment which  was  carried  in  the  Kingsport 
Times-Neivs  last  month,  urged  the  public 
to  present  their  grievances  to  the  Committee. 
For  geographical  convenience,  the  Commit- 
tee was  divided  into  two  sections  and  the 
personnel  announced  for  each  section. 

* 

Chattanooga-Hamilton  County  Society 

The  May  8 meeting  of  the  Society  was  held 
in  the  auditorium  of  the  Interstate  Building 
at  8:00  p.m.  Dr.  Edward  G.  Johnson  was 
scheduled  to  speak  on  “The  Spleen  and  Its 
Surgical  Problems,”  with  discussion  to  be 
led  by  Dr.  W.  R.  Buttram.  Dr.  Merton  Bak- 
er was  also  scheduled  to  present  a paper  on 
“Surgery  of  the  Common  Bile  Duct,”  with 
Dr.  Cooper  McCall  to  lead  the  discussion. 
A motion  picture  on  anesthesia  completed 
the  scientific  program. 


Knoxville  Academy  of  Medicine 

The  regular  meeting  on  May  13  consisted 
of  a statistical  report  on  East  Tennessee 
Tuberculosis  Hospital  by  Dr.  Perry  Huggin, 
a paper  on  “X-Ray  Diagnosis  of  Tuberculo- 
sis” by  Dr.  Frank  Rogers,  and  a case  report 
by  Dr.  Melbrey  Hendricks.  Following  the 
scientific  session,  Mr.  Hayes  Hartnett  of  the 
Hartnett-Geny  Insurance  Agency,  Nashville, 
explained  the  new,  exclusive  sickness  and 
accident  insurance  program  available  to 
members. 

* 

The  guest  speaker  at  the  May  27  meeting 
of  the  Academy  was  Dr.  Alvin  J.  Graham, 
of  Memphis.  Dr.  Graham’s  subject  was 
“The  Role  of  the  Family  Doctor  in  Cerebral 
Palsy.”  The  regular  meeting  was  preceded 
by  a demonstration  diagnostic  cerebral  palsy 
clinic  the  previous  afternoon  when  13  pa- 
tients with  various  types  of  palsy  were  pre- 
sented. Dr.  Graham  served  as  demonstrator. 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

At  the  May  13  meeting  a Symposium  on 
Skeletal  Tuberculosis  was  presented.  Those 
taking  part  were  Doctors  Samuel  Prevo, 
John  R.  Glover,  Joseph  G.  Burd,  Don  L. 
Eyler,  Eugene  M.  Regen  and  S.  Benjamin 
Fowler.  A dinner  meeting  was  held  on  May 
27,  the  guest  speaker,  Dr.  Harry  H.  Gordon, 
Pediatrician-in-chief  of  Sinai  Hospital,  Balti- 
more, discussed  “Some  Problems  in  the 
Diagnosis  and  Treatment  of  Rheumatic 
Fever  in  Children.” 

* 

Upper  Cumberland  Medical  Association 

The  Upper  Cumberland  will  meet  at  Red 
Boiling  Springs  on  June  24-25.  Dr.  L.  M. 
Freeman,  Secretary,  announces  that  an  ex- 
cellent scientific  program  is  being  arranged 
and  all  Tennessee  physicians  are  cordially 
invited  to  attend. 


NATIONAL  NEWS 


National  Health  Insurance 

Federal  Security  Administrator  Oscar 
Ewing  says  the  public  is  becoming  “more 
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insistent  that  a form  of  national  health  in- 
surance become  a reality,”  and  he  adds,  “My 
friends,  you  will  get  it.”  His  prediction 
was  made  in  an  address  to  the  New  Jersey 
State  Federation  of  Labor.  He  said  further: 
“But  our  work  is  far  from  done.  The  battle 
for  security  is  only  partly  won.  There  are 
still  big  gaping  holes  in  the  fence  we  are 
building  to  protect  your  little  bit  of  heaven. 
One  of  the  biggest  holes  is  the  insecurity  pro- 
duced by  illness.  . . . For  the  past  few  years 
we  have  been  fighting  to  provide  the  people 
of  this  country  with  security  against  the  ca- 
tastrophe of  illness.  We  have  been  advocat- 
ing a simple,  national  health  insurance  plan, 
along  lines  similar  to  social  security.” 

Mr.  Ewing  said  in  addition:  “The  battle 
has  indeed  been  acrimonious.  . . . The  noble 
profession  of  medicine  was  traduced  and  the 
reputations  of  the  physician  became  a dish- 
rag  of  politics.  The  honest,  decent  medical 
practitioners  were  compelled  under  threat 
of  expulsion  to  contribute  two  million  dol- 
lars to  a smear  campaign.  ...  I doubt  if  the 
medical  autarchy  will  be  able  to  tax  its 
members  anew  for  another  campaign  against 
the  health  of  the  people.  There  is  smolder- 
ing resentment  among  the  rank  and  file  of 
the  medical  profession.  The  honest,  sincere, 
lovable  practitioners  do  not  wish  to  see  their 
names  befouled  by  the  hucksters  of  Hippoc- 
rates. . . .” 


Vanderbilt  University  School  of  Medicine 

On  May  14  a dinner  was  given  in  honor 
of  Dr.  Paul  Lamson,  retiring  head  of  the 
Department  of  Pharmacology,  a position 
which  he  had  held  since  1925.  The  guests 
included  members  of  the  faculty  and  their 
wives  and  a number  of  Dr.  Lamson’s  former 
pupils  now  teachers  of  pharmacology  at 
other  medical  schools  or  research  directors 
of  well-known  pharmaceutical  houses. 

4c 

On  May  25  members  of  the  Department 
of  Biochemistry  and  friends  among  the  fac- 
ulty honored  Dr.  C.  S.  Robinson  by  a picnic 


supper  at  his  Mallory  Valley  Farm.  He  is 
retiring  as  head  of  the  department  after  22 
years  in  this  position. 

4c 

University  of  Tennessee  College  of 
Medicine 

The  College  was  the  subject  of  an  article 
in  the  May  issue  of  the  Journal  of  the 
Student  American  Medical  Association.  The 
alumni  will  be  pleased  by  the  story  of  its 
steady  and  rapid  progress  since  its  consoli- 
dation in  Memphis  in  1913-14.  Compliments 
are  paid  to  its  physical  expansion,  its  per- 
sonnel and  forward-looking  changes  in  its 
undergraduate  curriculum  and  in  postgrad- 
uate education. 

4c 

Grants  have  been  made  by  the  American 
Cancer  Society  to  the  Department  of  Physi- 
ology as  follows:  $5,500  to  Dr.  Donald  B. 
Zilversmit  for  the  study  of  phospholipids  in 
the  utilization  of  fat  and  $6,500  to  Dr.  Rich- 
ard R.  Overman  for  the  study  of  adrenal 
cortical  function  as  related  to  permeability 
of  the  cell  membrane  to  the  ions  of  sodium 
and  potassium. 

4c 

Middle  Tennessee  Medical  Association 

The  Association  held  its  one-hundred-and- 
fifteenth  meeting  at  Lebanon  on  May  15 
under  the  presidency  of  Dr.  James  T.  Boy- 
kin. The  following  program  was  presented: 

“Use  of  Tricholerethylene  in  Obstetrical 
Analgesis”  by  Dr.  Harry  Moore,  Nashville; 

“Different  Digitalis  Preparations”  by  Dr. 
David  Strayhorn,  Nashville; 

“Role  of  Physiotherapy  in  General  Prac- 
tice” by  Dr.  Don  Eyler,  Nashville; 

“Treatment  of  Hay  Fever  and  Asthma  in 
Children”  by  Dr.  James  Overall,  Nashville; 

“New  Wonder  Drug  for  Tuberculosis? 
Iso  Nicotinic  Acid  Hydrazide”  by  Dr.  Robert 
McCracken,  Nashville; 

“Medicine’s  Stake  in  1952  Elections”  by 
Mr.  V.  O.  Foster,  Executive  Secretary  of 
Tennessee  State  Medical  Association; 

“External  Otitis  and  Otomycosis  (Fungus 
Infections  of  the  Ear)”  by  Dr.  J.  Thomas 
Bryan,  Nashville; 
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“Interpretation  of  the  Urinalysis”  by  Dr. 
S.  C.  Garrison,  Murfreesboro; 

“ACTH  and  Cortisone  in  General  Prac- 
tice” by  Dr.  Thomas  Frist,  Nashville; 

“Polyposis  of  the  Colon”  by  Dr.  Daugh 
Smith,  Nashville. 

Following  the  scientific  session,  a delicious 
barbeque  dinner  was  served  at  the  home  of 
Dr.  Kenneth  Tilley.  During  the  business 
session,  the  following  officers  were  elected: 
Pi’esident-elect,  Dr.  O.  Reed  Hill,  Lebanon; 
Secretary-Treasurer,  Dr.  Frank  G.  Wither- 
spoon, Nashville,  re-elected;  Trustee,  Dr. 
Thayer  Wilson.  Carthage.  Dr.  Hill  will  suc- 
ceed Dr.  Thurman  Shipley,  Cookeville,  in 
1953,  who  became  President  during  the 
meeting. 

* 

West  Tennessee  Medical  and  Surgical 
Association 

The  Association  held  its  annual  one-day 
session  at  Jackson  Golf  and  Country  Club 
on  Thursday,  May  22.  More  than  100  phy- 
sicians from  21  West  Tennessee  counties 
attended.  In  addition  to  a symposium  on 
“Office  Gynecology,”  twelve  other  medical 
and  surgical  subjects  were  presented.  The 
principal  address  was  given  by  Dr.  H.  Wil- 
liam Scott,  professor  of  surgery,  Vanderbilt. 
His  subject  was  “Some  Aspects  of  Cardio- 
vascular Surgery.” 

During  the  business  session,  the  following 
officers  were  elected:  President,  Dr.  M.  A. 
Blanton,  Jr.,  Union  City;  First  Vice-Presi- 
dent, Dr.  Forest  McAnulty,  Bolivar;  Second 
Vice-President,  Dr.  James  Fields,  Milan; 
Secretary-Treasurer,  Dr.  Cecil  Brown,  Jack- 
son.  The  1953  meeting  will  be  held  in 
Dyersburg  next  May. 

+ 

Postgraduate  Circuit  News 

The  fourth  circuit  in  Internal  Medicine 
by  Dr.  John  F.  Dee  will  close  in  the  centers 
of  Greeneville,  Bristol,  Kingsport,  Eliza- 
bethton,  and  Johnson  City  on  June  13,  1952. 
The  entire  staff  of  Mountain  Home  Veteran 
Hospital  registered  for  the  course  under 
government  contract.  This  circuit  has  the 
largest  enrollment  to  date  and  reports  are 
that  Dr.  Dee  is  giving  an  excellent  course. 


Dr.  Dee  has  written  that  he  is  enjoying 
his  clinics  and  consultations  with  the  phy- 
sicians of  this  area. 

The  fifth  circuit  of  the  course  will  open 
next  in  the  centers  of  Knoxville,  Morris- 
town, Newport,  La  Follette,  and  Maryville 
the  first  week  of  July.  Announcement  let- 
ters were  mailed  to  the  physicians  of  this 
circuit  early  in  May  and  the  registrations 
received  to  date  indicate  the  enrollment  will 
be  large  for  these  centers.  Mr.  George  Cum- 
mings, the  Field  Director,  will  visit  in  this 
area  immediately  to  complete  the  registra- 
tions by  solicitation  and  make  final  arrange- 
ments for  the  meetings. 

While  in  the  centers  of  circuit  five,  Dr. 
Dee  will  be  available  to  local  and  state  clubs 
for  lay  lectures.  Interested  groups  should 
contact  the  local  medical  society  secretary 
for  arrangements. 

Dr.  Frank  E.  Whitacre  of  Memphis  was 
appointed  as  a member  of  the  postgraduate 
Committee  at  the  State  Meeting  in  Knoxville 
in  April. 

* 

Applications  for  Hill-Burton  Funds  Exceed 
Appropriations 

Dr.  R.  H.  Hutcheson,  Commissioner  of 
Public  Health,  announced  last  month  that 
applications  for  grants-in-aid  for  hospital 
construction  under  the  Hill-Burton  program 
exceed  available  funds  next  year.  Dr.  Hutch- 
son  said  that  approximately  $2,700,000.00 
in  Federal  Funds  and  $3,000,000.00  State 
Funds  will  be  available,  but  that  the  Advi- 
sory Hospital  Commission  would  have  to 
tailor  applications  to  available  funds. 

* 

By  courtesy  of  the  AMA  Washington  Of- 
fice, the  status  of  all  Hill-Burton  hospital 
construction  in  Tennessee  as  of  March  31  is 
as  follows: 

Completed  and  in  Operation:  Twenty-one 
projects  at  a total  cost  of  $15,947,042,  includ- 
ing federal  contribution  of  $5,344,246  and 
supplying  1,126  additional  beds. 

Under  Construction:  Seventeen  projects 
at  a total  cost  of  $28,750,330,  including  fed- 
eral contribution  of  $10,086,739  and  designed 
to  supply  1,149  additional  beds. 
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Approved,  But  Not  Yet  Under  Construc- 
tion: Eight  projects  at  a total  cost  of 
$2,369,560,  including  $1,232,171  federal  con- 
tribution and  designed  to  supply  157  addi- 
tional beds. 


Dr.  J.  Spencer  Speed  and  Dr.  Marcus 
Stewart,  Memphis,  will  attend  the  joint 
meeting  of  the  American,  Canadian,  and 
British  Orthopedic  Associations  in  London 
during  the  first  week  in  July.  Dr.  Speed  is 
the  outgoing  President  of  the  American  Or- 
thopedic Association. 

Dr.  Fred  Marsh,  President  of  the  Chatta- 
nooga-Hamilton  County  Medical  Society,  re- 
cently urged  the  regular  periodic  health  ex- 
amination for  public  school  pupils  when 
addressing  the  assembly  program  of  the 
Chattanooga  High  School.  He  promised  as- 
sistance from  the  Chattanooga-Hamilton 
County  Medical  Society  in  working  out  a 
suitable  plan  for  the  health  examinations. 

Dr.  T.  R.  Ray  of  Shelbyville  was  reap- 
pointed recently  to  the  Tennessee  Public 
Health  Council  for  a three-year  term  by 
Governor  Browning. 

Dr.  S.  Fred  Strain  of  Memphis  is  the  new 
President-Elect  of  the  Memphis  Heart  As- 
sociation. 

Dr.  Julian  C.  Lentz  of  Maryville  addressed 
the  Alcoa  Rotary  Club  recently  on  the  sub- 
ject, “Rheumatic  Fever.” 

Dr.  Sam  Sullenberger  of  Dandridge,  Pres- 
ident of  the  Hamblen  County  Medical  Soci- 
ety, was  recently  elected  President  of  the 
Cherokee-Douglas  District  Tuberculosis  As- 
sociation. He  is  also  a member  of  the  Board 
of  Directors  of  the  Tennessee  Tuberculosis 
Association. 

Dr.  R.  G.  Tromley,  Oak  Ridge,  has  recently 
had  a European  tour  of  London,  Paris,  and 
Switzerland.  He  attended  the  International 
College  of  Surgeons  in  Madrid,  and  is 
scheduled  to  return  to  the  United  States 
June  16. 

Dr.  John  L.  Armstrong.  Somerville,  Pro- 
gram Chairman  of  the  Somerville  Lions 


Club,  secured  Dr.  Frank  L.  Roberts  of  the 
faculty  of  the  University  of  Tennessee  Medi- 
cal School  to  address  the  Club  at  a recent 
meeting. 

Dr.  William  R.  West,  retired  city  physician 
of  Knoxville,  celebrated  his  ninety-first 
birthday  last  month.  He  has  practiced  med- 
icine in  Knoxville  for  more  than  forty  years 
and  has  been  in  great  demand  as  a public 
speaker. 

Tennessee  physicians  who  were  on  the 
program  of  the  American  College  of  Chest 
Physicians  at  its  eighteenth  annual  meeting 
in  Chicago  this  month  were  Drs.  Ross  C. 
Kory,  Dan  C.  Roehm,  George  R.  Meneely, 
and  Robert  A.  Goodwin,  all  of  Nashville,  Dr. 
David  H.  Waterman,  Knoxville,  and  Dr. 
Duane  Carr,  Memphis. 

Dr.  Foster  Hampton,  Jr.,  was  host  for  a 
dinner  meeting  for  about  thirty  of  Chatta- 
nooga’s specialists  in  internal  medicine  at 
the  Fairyland  Club  recently.  During  the 
meeting  Dr.  William  Tuttle,  Secretary  of  the 
American  Society  of  Chest  Surgeons,  ad- 
dressed the  group.  Dr.  Tuttle  was  also 
scheduled  to  speak  to  the  Chattanooga- 
Hamilton  County  Medical  Society  at  its 
monthly  meeting  on  Thursday,  May  22. 

Dr.  Conley  H.  Sanford  of  Memphis  was 
elected  to  the  Board  of  Governors  of  the 
American  College  of  Physicians  at  its  meet- 
ing in  Cleveland,  Ohio,  in  April. 


LOCATION  WANTED 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself. 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville, 
Texas,  1949-51.  Now  located  at  VA  Hospital, 
Butler,  Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 
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I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


A physician  desiring  a location  in  Tennessee 
writes  as  follows: 

“I  am  31,  married,  with  three  children,  a native 
of  Kentucky  even  though  born  in  Chattanooga,  and 
had  41  months  of  service  in  the  Marine  Air  Corps 
during  World  War  II.  I graduated  from  Washing- 
ton University  in  St.  Louis  in  1950  and  served  a ro- 
tating internship  at  St.  Louis  City  Hospital  from 
July  1,  1950,  to  July  1,  1951.  At  present  I am  tak- 
ing a rotating  residency  at  the  charity  hospital 
here  in  Monroe,  Louisiana.  The  training  here  has 
a very  large  surgical  component.  My  year  here 
will  be  up  June  30  and  I will  want  to  go  into 
practice  immediately  thereafter.” 


Location  Wanted 

A physician  27  years  of  age  is  interested  in  en- 
tering general  practice  in  West  Tennessee.  Per- 
sonal and  professional  data:  Married,  no  children, 
Presbyterian.  M.D.  from  Temple  University,  1951; 
general  rotating  internship  Temple  University  Hos- 
pital, 1952;  has  completed  parts  I and  II  National 
Board  of  Medical  Examiners.  Draft  status — U.  S. 
Navy  service,  1943-46,  honorable  discharge,  prior- 
ity group  II. 


A physician  interested  in  private,  associate  or 
clinical  practice  of  surgery,  furnishes  the  follow- 
ing information:  Aged  32,  married,  Baptist.  M.D. 
from  Washington  University,  1944.  One  year  ro- 
tating internship  at  Saint  Louis  City  Hospital, 
1944-45.  Five-year  surgical  residency  at  Charles- 
ton, West  Virginia,  General  Hospital,  1947-52. 
Two  years’  service  with  U.  S.  Army,  1945-47. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 

PW-5 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 
of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 


The  following  letter  has  been  received  in  this 
office: 

“The  Midland  Community  Improvement  Club 
has  built  a medical  center  and  now  desires  the 
services  of  a reputable  doctor. 

“This  building  has  two  offices,  a waiting  room, 
toilet  and  supply  room,  has  oil  heat,  hot  and  cold 
running  water,  refrigerator  and  the  equipment  of 
the  late  Dr.  V.  S.  Campbell  of  Murfreesboro,  all 
of  which  will  be  furnished  free  of  charge  to  a 
doctor  willing  to  take  charge. 

“Midland  is  a rural  community  located  midway 
between  Murfreesboro  and  Shelbyville,  fifteen 
miles  from  each  place  and  the  nearest  doctors. 

“We  will  appreciate  any  help  you  can  give  us 
in  securing  a doctor. 

“For  further  information  please  contact  the  un- 
dersigned: 

“Sincerely  yours, 

James  I.  Williams 
Fosterville,  Tennessee” 

PW-9 


* 


Physician  Wanted 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 
Dear  Sirs: 

I am  coming  to  you  for  assistance  to  see  if  you 
can  help  us  locate  a doctor  who  would  be  interest- 
ed in  coming  to  the  City  of  Cumberland  Gap.  Our 
small  town  of  approximately  500  people  is  the 
only  incorporated  city  in  Claiborne  County.  We 
have  not  had  a doctor  for  some  time  and  we  des- 
perately need  one.  We  used  to  have  four  doctors 
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here.  Any  good  doctor  could  easily  make  two  or 
three  thousand  dollars  a month.  Tazewell  is  13 
miles  away  and  doctors  there  will  not  come  here, 
and  doctors  in  Middlesboro,  Kentucky,  positively 
will  not  come  over  here.  Last  night  I called  three 
and  not  one  would  agree  to  come  to  see  my  daugh- 
ter who  was  ill. 

Anything  you  can  do  to  help  us  in  securing  one 
or  two  doctors  will  be  greatly  appreciated.  Office 
space  and  living  quarters  are  available. 

Yours  very  truly, 

J.  S.  Collins 
Councilman 

City  of  Cumberland  Gap 

* 

Information  on  physicians  and  locations  avail- 
able from  the  Executive  Secretary,  Tennessee 
State  Medical  Association,  504  Doctors  Building, 
Nashville,  Tennessee. 


The  American  Congress  of  Physical 
Medicine 

The  thirtieth  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical  Medi- 
cine will  be  held  on  August  25-29,  1952.  inclusive, 
at  the  Roosevelt  Hotel,  New  York,  New  York.  Sci- 
entific and  clinical  sessions  will  be  given  on  the 
days  of  August  25-29.  All  sessions  will  be  open  to 
members  of  the  medical  profession  in  good  standing 
with  the  American  Medical  Association.  In  addi- 
tion to  the  scientific  sessions,  annual  instruction 
seminars  will  be  held.  These  lectures  will  be  open 
to  physicians  as  well  as  to  therapists,  who  are 
registered  with  the  American  Registry  of  Physical 
Therapists  or  the  American  Occupational  Therapy 
Association.  Full  information  may  be  obtained  by 
writing  to  the  American  Congress  of  Physical  Med- 
icine, 30  North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

* 

Dr.  Lawrence  to  Retire  September  I 

Dr.  Joseph  S.  Lawrence,  who  has  served  as 
director  of  the  American  Medical  Association’s 
Washington  office  since  1944,  will  retire  Septem- 
ber 1.  His  successor  will  be  the  present  deputy 
director,  Dr.  Frank  E.  Wilson. 

The  AM  A Chicago  session  in  June  will  be  Dr. 
Lawrence’s  last  in  his  capacity  as  director  of  the 
Washington  office.  Many  of  his  friends  within  the 
medical  field  are  planning  a “subscription  lunch- 
eon” for  him  on  Sunday,  June  8 — the  day  before 
the  AMA  session  opens  officially. 

Scholarships  Available 

Seven  scholarships  in  rheumatic  fever  and  heart 


disease  in  children  are  available  through  the  State 
Crippled  Children’s  agencies  in  various  educational 
institutions  as  follows: 

One  fellowship — House  of  Good  Samaritan,  Bos- 
ton Massachusetts. 

Two  fellowships — Yale  University,  New  Haven, 
Connecticut. 

One  fellowship — New  York  State. 

Three  fellowships — With  Dr.  Taussig  at  Johns 
Hopkins,  Baltimore,  Maryland. 

These  fellowships,  which  offer  a fellowship  in 
rheumatic  fever  and  heart  disease  in  children  for 
a year’s  duration,  cover  a stipend  of  $4,000  and 
travel  expenses.  Those  interested  may  write  to 
the  State  Health  Department  in  the  state  where 
they  are  interested  in  the  fellowship. 

+ 

Dr.  W.  Winston  Barnard,  who  has  just  completed 
his  internship  in  John  Gaston  Hospital  in 
Memphis,  has  begun  the  practice  of  medicine 
in  Dyer,  Tennessee.  Dr.  Barnard  is  occupying 
Dr.  F.  Douglass’  office  in  the  Dyer  Clinic.  Dr. 
Douglass  recently  suffered  a severe  heart  attack, 
but  is  recuperating. 

Dr.  R.  K.  Landis  of  Woodbine  (near  Nashville), 
and  a nominee  for  the  Outstanding  General  Prac- 
titioner of  Tennessee  for  1952,  has  returned  to 
his  office. 

Dr.  Charles  F.  Webb,  owner  and  operator,  with 
his  son,  Dr.  Charles  H.  Webb,  of  the  Webb- 
Williamson  Hospital  in  Jackson,  announced  re- 
cently that  a two  story  wing  will  be  added  to  the 
present  structure  in  order  to  provide  eighteen 
more  rooms  and  other  clinical  facilities  to  the 
hospital. 

Dr.  C.  E.  Gossett  of  Arkansas  is  expected  to 
arrive  in  Pulaski  sometime  this  month  to  begin 
his  practice  with  offices  in  the  First  National  Bank 
Building.  Through  the  generosity  of  the  late 
Dr.  Thomas  F.  Booth,  Dr.  Gossett  will  receive 
Dr.  Booth’s  medical  and  surgical  equipment,  as 
provided  in  his  will. 

* 

Tennessee  Camp  for  Diabetic  Children 

Sponsored  by  the  Tennessee  Diabetic  Association, 
Inc. 

Date:  August  3 through  August  17 
Place:  Camp  Glancy — Sequatchie,  Tennessee 
Children:  Diabetics — Boys  and  Girls  age  7 through 
14 

Supervision:  Resident  physician,  dieticians,  mem- 
bers of  Tennessee  Diabetes  Association. 
Fee:  $75  includes  cost  of  insulin — Any  diabetic 
child  eligible  to  attend  camp  should  be 
registered.  Deserving  children  will  be 
cared  for  regardless  of  ability  to  pay. 
Applications:  Must  be  in  by  July  7. 

Write  to: 

Tennessee  Camp  for  Diabetic  Children 
301  Medical  Arts  Building 
Chattanooga,  Tennessee 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelby ville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis, 

James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 


Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 
Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 
L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955), 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 

Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
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In  this  address  the  medical  profession  can  see  plotted  certain  aspects 
of  its  future  course.  It  behooves  every  member  to  so  conduct  himself 
that  criticism  may  be  at  the  minimum.  Of  dissatisfaction  is  born  the 
demand  for  governmental  medicine.  A small  minority  of  irresponsible 
doctors  can  tip  the  scales. 

THE  OUTLOOK  AND  THE  PROBLEMS  OF  MEDICINE 


LOUIS  H.  BAUER,  M.D  * 

Medicine  has  become  a different  profession 
than  it  was  fifty  or  even  twenty-five  years 
ago. 

Fifty  years  ago  medicine  was  an  art 
and  there  was  little,  if  any,  science  about  it. 
During  the  past  twenty-five  years,  it  has  be- 
come not  only  a science  as  well  as  an  art, 
but  the  science  has  predominated. 

As  a result  medicine  has  become  more 
complicated  and  more  expensive.  In  many 
areas  it  has  become  less  personalized.  The 
pendulum  in  specialization  has  swung  far 
over  in  that  direction.  For  a time  it  seemed 
that  the  general  practitioner  might  vanish 
from  the  scene. 

During  the  past  few  years,  however,  the 
pendulum  has  begun  to  swing  back  and 
there  has  been  an  increased  trend  to  gen- 
eral practice.  This  is  fortunate,  both  for 
the  public  and  for  medicine.  Had  the  trend 
continued  as  it  was,  it  would  have  meant 
the  end  of  the  private  practice  of  medicine 
as  we  have  known  it  for  many  years. 

It  is  true  that  no  one  man  can  now  know 
all  there  is  to  know  about  medicine  and, 
in  fact,  it  is  difficult  for  one  man  to  know 
all  there  is  to  be  known  even  in  one  limited 
specialty.  Nevertheless,  it  is  still  possible 
for  one  man  to  have  a general  survey  of 
medicine,  know  his  limitations,  know  when 
to  call  a consultant  and  when  to  act  as  a 
general  family  physician.  The  greatest 


*As  President-Elect  of  the  American  Medical 
Association,  Dr.  Bauer,  presented  this  address  be- 
fore the  Tennessee  State  Medical  Association  at 
PRESIDENT’S  NIGHT,  Knoxville,  April  8,  1952. 


tragedy  that  could  happen  would  be  for  the 
general  practitioner  to  cease  to  exist.  The 
greatest  lament  one  has  heard  in  recent 
years  from  the  public  is  that  it  is  difficult  to 
obtain  a family  doctor. 

After  all,  85  per  cent  of  the  ills  for  which 
a physician  is  called  can  be  handled  by  a 
general  practitioner,  with  perhaps  occasional 
consultations  with  a specialist.  The  other  15 
per  cent  probably  require  a specialist’s  care. 

There  is  no  doubt  that  we  have  become 
overspecialized,  and  I am  glad  to  see  the 
gradual  reversal  of  the  swing.  During  the 
past  three  years  there  has  been  an  increas- 
ing number  of  medical  school  graduates  who 
have  turned  to  general  practice. 

Medicine  has  changed  in  other  ways  also. 

In  the  scientific  phases  of  medicine  we 
have  seen  ti'emendous  advances.  The  ad- 
vent of  the  sulfa  drugs  and  then  that  of  the 
antibiotics  has  revolutionized  medicine. 
Diseases  which  were  formerly  prevalent  and 
with  a high  mortality,  and  diseases  for  which 
there  was  nothing  but  empiric  treatment 
have  been  brought  under  control,  their  dura- 
tion shortened,  complications  lessened  and 
mortality  drastically  reduced.  Maternal  and 
infant  mortality  have  been  greatly  lowered. 
Conditions  formerly  inoperable  have  re- 
sponded to  modern  surgery.  Preventive 
medicine  has  become  as  important  as  cura- 
tive medicine.  There  is  no  reason  to  be- 
lieve that  any  disease  exists  for  which  pre- 
vention and  cure  will  not  be  found  eventu- 
ally. 

All  this  leads  to  longer  life.  The  average 
life  span  has  increased  twenty  years  in  the 
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last  fifty  years  and  will  probably  continue  to 
increase.  This  brings  up  economic  prob- 
lems. At  the  present  time,  the  increased  life 
span  has  resulted  in  millions  living  to  an 
age  at  which  they  are  subject  to  the  degen- 
erative diseases  accompanying  old  age.  This 
poses  an  immediate  problem, — the  care  and 
treatment  of  chronic  and  degenerative  dis- 
ease. However,  if  we  continue  our  scientific 
advances  those  chronic  and  degenerative  dis- 
eases may  well  be  brought  under  control  or 
prevented.  If  this  comes  to  pass  the  span 
of  life  will  be  still  further  increased,  and  the 
economic  problems  will  multiply  further. 

During  the  past  quarter  of  a century  the 
methods  of  delivering  medical  care  have 
undergone  many  changes.  The  status  of  the 
physician  has  been  altered  greatly  in  his 
relationship  to  society  and  government  in 
many  areas,  and  to  some  extent  in  all  areas. 

Government  has  come  to  play  an  increas- 
ing part  in  medicine.  To  some  degree  this 
is  essential.  Many  phases  of  public  health 
cannot  be  adequately  controlled  without  the 
participation  of  government.  For  example, 
environmental  sanitation,  protection  of  food, 
milk  and  water  supplies  and  control  of  in- 
sect borne  diseases  must  be  a function  of 
government  health  departments,  for  such 
matters  must  be  carried  out  on  a community 
basis  and  require  police  power.  Immuniza- 
tion against  certain  diseases,  such  as  small- 
pox, diphtheria,  tetanus,  typhoid,  typhus, 
cholera,  plague,  yellow  fever,  etc.  is  a prob- 
lem that  concerns  individual  physicians,  oc- 
casionally health  departments,  but  also  edu- 
cation of  the  public  to  make  it  aware  of  the 
necessity  for  preventative  measures. 

Government  and  the  public  also  must  be 
concerned  in  certain  phases  of  social  med- 
icine,—that  branch  of  medicine  which  repre- 
sents the  relationship  of  the  patient  to  his 
whole  environment.  Proper  housing,  nutri- 
tion and  elimination  of  slums  require  the 
action,  in  some  cases,  of  civic  groups,  gov- 
ernmental cooperation  and  education  of  the 
public. 

Tuberculosis  and  the  so-called  contagious 
group  of  diseases  are  a joint  problem  of  the 
individual  physician  and  the  health  depart- 
ment, the  former  in  treatment  and  the  latter 
in  protection  of  the  public  against  the  spread 
of  those  diseases.  Mental  disease  is  now 


very  largely  cared  for  in  governmental  in- 
stitutions. 

Medicine  is  no  longer  solely  a matter  for 
the  medical  profession.  The  public  needs 
education  on  the  dangers  of  certain  diseases 
and  how  to  prevent  them,  the  necessity  of 
early  immunization,  the  dangers  of  self-med- 
ication, charlatanism  and  quackery.  It 
should  be  kept  informed  of  the  resources  of 
medicine  and  the  necessity  for  the  protec- 
tion of  medical  research. 

Many  phases  of  health  require  group  ac- 
tion, including  that  of  nurses,  physio- 
therapists, social  welfare  workers,  voluntary 
health  agencies,  official  health  departments 
and  the  professional  associations.  Each  has 
a particular  role  to  play,  but  the  medical 
profession  should  be  leaders  in  any  health 
program.  Community  Health  Councils 
should  include  l’epresentatives  of  all  groups 
interested  in  health  programs,  but  phy- 
sicians should  be  leaders  in  their  establish- 
ment. 

The  prepayment  system  for  medical  cai'e 
has  come  to  stay.  The  question  to  be  de- 
cided is  whether  this  system  should  be  vol- 
untary or  compulsory.  In  many  areas  of 
the  world  it  is  compulsory.  In  this  country, 
so  far,  we  have  kept  it  on  a voluntary  basis. 
Whether  or  not  we  continue  to  do  so  de- 
pends largely  on  the  medical  profession. 
Many  seem  to  feel  that  we  have  won  our 
fight  against  socialized  medicine.  I assure 
you  we  have  not,  and  we  cannot  relax.  We 
have  won  a breathing  space.  The  socializers 
are  not  for  the  moment  trying  to  move  a 
program  of  socialized  medicine  in  through 
the  front  door,  but  they  are  still  trying  to 
inch  it  in  by  degrees  through  the  back  door. 
They  have  not  given  up  nor  will  they  give 
up  until  the  American  people  show  that  they 
will  have  no  more  of  socialism,  whether  it 
is  in  the  form  of  admitted  socialism  or  in  the 
form  of  pink  sugar-coated  medical  pills. 

I have  had  the  opportunity  during  the 
past  four  years  to  visit  Europe  nine  times. 
In  not  one  single  country  have  the  plans 
involving  greater  participation  of  govern- 
ment resulted  in  a bettering  of  medical  care, 
and  in  many  they  have  resulted  in  a poorer 
type  of  medical  care.  The  medical  pro- 
fession is  usually  at  odds  with  the  govern- 
ment, the  government  ignores  the  medical 
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profession  and  professional  matters  are  de- 
cided by  laymen.  There  seems  no  doubt  but 
that  wherever  government  has  established 
a stranglehold  on  medical  care  that  it  is  the 
eventual  aim  of  government  to  make  doctors 
full-time  salaried  servants  of  the  state.  His- 
tory shows  that  wherever  government  gets 
its  foot  in  the  door  of  medical  care,  there  is 
more  and  more  government  control,  more 
and  more  regimentation,  steadily  increasing 
deficits  in  the  insurance  plans  and  deteriora- 
tion of  the  standards  of  medical  care.  The 
public  is  the  loser. 

In  this  country  the  matter  has  become 
political.  The  majority  of  the  local  pro- 
ponents of  compulsory  health  insurance  are 
either  socialistic  in  their  thinking,  or  using 
the  proposal  as  a lure  to  get  votes  by  offer- 
ing the  public  something  they  cannot  pos- 
sibly deliver.  The  Right  Honorable  Sir 
Earle  Page,  Health  Minister  of  Australia,  has 
stated  in  substance  that  it  is  impossible  to 
make  any  health  plan  work  which  will  not 
enlist  the  cooperation  of  those  who  have  to 
carry  it  out.  In  other  words,  no  health  plan 
can  be  carried  out  without  the  help  of  the 
medical  profession  and  if  they  disapprove 
the  plan,  it  cannot  be  made  a success. 

There  is  no  necessity  of  my  taking  the 
time  of  this  audience  to  state  the  reasons 
why  compulsory  health  insurance  is  unac- 
ceptable. You  all  know  the  reasons  as  well 
as  I do. 

If  you  do  not  want  it  to  come  to  pass,  then 
there  are  certain  things  which  must  be  done. 

We  must  see  to  it  that  the  scope  of  public 
health  units  as  defined  by  the  American 
Medical  Association  is  generally  accepted, 
and  then  coverage  within  that  scope  must  be 
extended  to  the  whole  country. 

Diagnostic  facilities  must  be  made  avail- 
able within  reasonable  distance  of  any  com- 
munity. 

Hospital  facilities  must  be  adequate,  but 
full  use  must  be  made  of  existing  facilities 
before  new  ones  are  built.  Local  pride  or 
local  politics  must  not  be  allowed  to  result 
in  the  building  of  a hospital  in  an  area  that 
does  not  have  one,  when  adequate  facilities 
are  available  within  a few  miles  and  good 
roads  lead  to  those  facilities. 

Agreements  must  be  made  between  the 
medical  profession  and  local  government 


agencies  to  insure  adequate  medical  care 
to  the  indigent.  The  indigent  are  not  an 
insurable  risk.  The  problem  has  been  solved 
in  some  areas  and  can  be  in  all. 

Our  voluntary  insurance  program  already 
of  tremendous  growth,  must  be  still  further 
expanded  to  cover  the  gaps  in  coverage  now 
existing.  The  three  particular  requirements 
are  further  development  of  individual  cover- 
age, further  protection  for  those  over  age  65, 
and  protection  against  financially  catastroph- 
ic illness.  The  voluntary  program  will  not 
be  a complete  success  until  these  are  ac- 
complished. Progress  is  being  made  and  I 
am  convinced  that  they  will  be  accom- 
plished. The  medical  profession  must  give 
100  per  cent  cooperation  to  the  voluntary 
plans.  Many  physicians  are  still  indifferent 
and  some  openly  hostile. 

We  must  realize  that  we  cannot  practice 
medicine  as  we  did  twenty-five  years  ago. 
We  have  to  face  things  as  they  are  and  not 
as  we  might  like  to  have  them. 

The  doctors  must  clean  house.  Grievance 
committees  have  been  organized  in  many 
sections  of  the  country.  They  will  be  worth- 
less, however,  unless  medical  societies  are 
relentless  in  disciplining  those  few  phy- 
sicians who  make  a racket  of  medicine  and 
charge  exorbitant  fees.  Once  the  public 
realizes  that  the  profession  will  not  tolerate 
chiseling,  the  standing  of  the  profession  will 
be  enhanced.  One  such  racketeer  does  more 
harm  than  100  ethical  physicians  can  make 
up  for.  There  is  only  one  way  to  handle 
such  an  individual  and  that  is  to  expel  him 
from  organized  medicine.  I have  said  before 
and  I expect  to  say  it  many  times  more — 
there  is  no  place  in  medicine  for  the  man 
who  thinks  only  of  himself  and  his  income. 

Panels  for  night  and  emergency  calls  must 
be  available  everywhere.  The  public  must 
be  able  to  obtain  a physician  when  it  needs 
one. 

We  must  see  to  it  in  the  future  that  our 
county  societies  become  revitalized  and  are 
forces  for  good  in  the  community.  As  I 
have  already  said,  it  is  my  opinion  that  the 
pendulum  toward  specialization  has  swung 
too  far.  It  is  now  swinging  back  and  I be- 
lieve that  we  may  see  an  increasing  trend 
toward  general  practice.  The  general  prac- 
titioner must  remain  the  keystone  in  the 
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arch  of  the  practice  of  medicine  and  should 
he  cease  to  be,  we  shall  lose  the  support  of 
the  public. 

In  the  future,  therefore,  we  may  look  to 
extension  of  public  health  coverage,  with 
the  participation  of  local  government  in 
that  field;  to  extension  of  hospital  and  diag- 
nostic facilities  with  perhaps  more  inter- 
locking with  large  medical  centers;  a better 
balance  between  general  practice  and 
specialization;  extension  of  prepaid  hospital 
and  medical  care  insurance  on  the  voluntary 
basis;  the  development  of  community  re- 
sponsibility in  health  problems  with  all 
agencies  interested  in  health  forming  a 
Community  Health  Council.  Health  and 
medicine  require  teamwork.  The  physician 
must  be  captain  of  the  team.  He  must  be 
familiar  with  not  only  curative  medicine, 
but  also  with  preventive  medicine,  social 
medicine  and  medical  economics. 


None  of  this  will  be  possible  unless  the 
medical  profession  stands  together  as  a unit; 
unless  it  furthers  the  objectives  necessary; 
unless  it  convinces  the  public  that  while  the 
physician  needs  help  from  other  individuals 
and  agencies,  no  one  can  take  his  place  nor 
afford  the  leadership  he  is  competent  to  pro- 
vide. The  confidential  relationship  between 
physician  and  patient  must  be  maintained. 
If  that  is  lost,  medicine  will  degenerate  into 
an  assembly  line  product. 

Finally,  we  must  arouse  the  public  to  a 
realization  that  if  medical  science  is  to 
progress,  if  the  standards  of  medical  educa- 
tion and  medical  care  are  to  be  maintained 
and  advanced,  then  socialization  of  medicine 
cannot  be  tolerated  as  it  is  only  one  further 
step  toward  the  socialization  of  our  entire 
economy  with  a loss  of  American  traditions, 
institutions  and  all  that  has  made  the  United 
States  the  greatest  country  in  the  world. 
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Backache,  that  complaint  which  is  endless  in  frequency,  poses  the 
daily  problem  of  management.  The  conservative  management  of 
this  complaint  is  so  often  satisfactory  and  can  be  so  well  carried  out 
by  the  family  physician  as  to  make  consultative  advice  quite  generally 
unnecessary. 

CONSERVATIVE  MANAGEMENT  OF  THE  LOW  BACK  SYNDROME* 


ROBERT  BRASHEAR,  Knoxville,  Tenn. 

Introduction 

In  this  paper  we  shall  present  a discussion 
of  the  basic  measures  commonly  employed 
in  the  treatment  of  low  back  pain,  both  with 
and  without  sciatic  pain.  We  shall  deal 
primarily  with  the  conservative  manage- 
ment of  backache  since  most  conservative 
measures  are  available  to  all  physicians. 

(1)  Severe  back  pain,  with  and  without 
sciatica  clears  up  spontaneously  in  a high 
percentage  of  cases,  and  this  of  course  was 
true  long  before  the  real  significance  of 
“ruptured  disc”  was  understood.  Based  on 
this  observation  we  feel  that  (2)  our  treat- 
ment must  be  conservative  until  adequate 
conservative  treatment  has  failed.  Even  the 
most  severe  cases  of  sciatica  usually  respond 
to  conservative  treatment  and  (3)  very 
rarely  should  this  condition  be  considered 
a surgical  emergency.  Obviously  then,  only 
those  physicians  who  are  actively  engaged 
in  the  conservative  treatment  of  backache 
are  competent  to  select  cases  for  surgical 
treatment. 

When  planning  the  treatment  and  rehabil- 
itation of  a specific  individual  with  the  low 
back  syndrome  we  have  in  mind  that  par- 
ticular person’s  history,  physical  examina- 
tion, X-ray  findings,  laboratory  studies  and 
perhaps  the  opinions  of  consultants;  such 
information  makes  planning  easy.  In  the 
present  discussion,  however,  we  must  deal 
in  generalities  and  should,  thei’efore,  begin 
with  at  least  a basic  understanding  of  the 
pathology  which  exists  in  most  of  these 
cases. 

Definition  of  Terms 

Today,  it  is  almost  universally  held  that 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 

fFrom  the  Bagwell-Brashear  Clinic,  Knoxville, 
Tennessee. 


low  back  pain  is  “mechanical”  in  origin  and 
that  its  symptoms  result  from  mechanical 
wear  and  tear  at  one  or  more  levels  in  the 
spine.  Usually  the  lumbosacral  junction  is 
involved  since  it  is  the  fulcrum  of  a long 
lever.  There  is  of  course  much  argument 
about  the  exact  “pathological  mechanics” 
of  the  various  types  of  low  back  pain,  but 
for  sake  of  discussion  a good  basic  concept 
would  be  that  the  intervertebral  disc  in 
question  wears  out  and  degenerates  and 
finally  ruptures.  If  the  disc  ruptures  into 
or  through  the  annulus  laterally  or  anteri- 
orly, we  have  a “catch”  in  the  back  or  lum- 
bago; if,  however,  it  ruptures  into  the  spinal 
canal  and  produces  direct  pressure  on  one 
of  the  nerve  roots  we  have  lumbago  plus 
sciatica.  At  any  rate,  if  we  can  convince 
ourselves  that  we  are  dealing  with  a purely 
mechanical  problem,  we  can  treat  our  pa- 
tients intelligently  with  purely  mechanical 
measures. 

Thus  we  believe  that: — 

1.  There  must  be  a mechanically  weak 
spot  in  this  back, 

2.  Such  factors  as  normal  activity,  occu- 
pational stress  and  accidental  injury 
lead  to  a typical  degenerative  (or  me- 
chanical) arthritis  at  the  weak  level, 
and 

3.  We  do  not  believe  that  a normal  disc 
will  ever  rupture. 

There  are  many  conditions  which  produce 
backache,  making  a careful  diagnostic  study 
most  important.  The  following  is  a partial 
list  of  conditions  which  must  be  considered 
prior  to  accepting  the  diagnosis  of  mechani- 
cal back  pain. 

1.  Severe  trauma — such  as  fracture  or  dis- 
location, old  or  recent. 

2.  Obvious  mechanical  deformities — such 
as  scoliosis,  kyphosis,  short  leg,  stiff 
hip,  etc. 
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3.  Osteochondritis — i.e.  the  juvenile  round 
back. 

4.  Various  arthritides. 

5.  Tumors  which  may  be  of  soft  tissue  or 
bony  origin,  and  they  may  be  intra- 
or  extra-spinal. 

6.  Blood  dyscrasias  with  bone  changes. 

7.  True  infections  — tuberculosis,  osteo- 
myelitis and  epidural  abscess. 

8.  Pelvic  and  kidney  disorders. 

9.  Psychoneurosis  and  hysteria. 

10.  Malingering. 

Treatment 

The  following  classification  of  backache 
lends  itself  well  to  plans  for  treatment  and 
rehabilitation,  since  therapeutic  measures 
employed  will  depend  largely  on  severity 
and  duration  of  symptoms. 

1.  Low  back  pain: — 

A.  Acute  mild — recurrent,  or  not  (with 
or  without  sciatica) 

B.  Acute  severe — recurrent,  or  not 
(with  or  without  sciatica) 

C.  Chronic  mild — with  or  without  acute 
episodes  (with  or  without  sciatica) 

D.  Chronic  severe — with  or  without 
acute  episodes  (with  or  without 
sciatica) 

A great  difference  should  be  made  be- 
tween patients  with  and  without  sciatica. 
Sciatica  is  an  ill  omen.  It  means  irritation 
of  the  sciatic  nerve  trunk  or  of  one  or  more 
of  its  nerve  roots.  We  can  temporize  with 
backache,  but  we  must  treat  sciatica  in 
earnest.  People  who  have  sciatica,  even 
mild  sciatica  should  be  put  at  absolute  bed 
rest  regardless  of  their  economic  status  or 
other  personal  difficulties. 

We  have  divided  the  various  therapeutic 
measures  available  for  conservative  treat- 
ment into:  first,  those  employed  for  the 
treatment  of  pain  and,  secondly,  those  em- 
ployed in  the  protection  and  rehabilitation 
of  the  weak  back.  These  measures  overlap 
a great  deal  and  the  rehabilitation  program 
may  be  used  for  the  post-operative  weak 
back  as  well  as  the  weak  back  not  operated 
upon. 

Manipulation — We  consider  manipulation 
first,  not  because  we  advocate  its  general 
use,  but  to  dispose  of  it.  We  have  been 
scientifically  trained  not  to  do  things  which 


we  do  not  fully  understand,  and  so  far  no 
one  has  adequately  explained  exactly  what 
happens  when  an  acute  attack  of  low  back 
pain  is  suddenly  and  completely  relieved  by 
manipulation.  However,  the  very  obvious 
fact  that  the  low  back  syndrome  is  relieved 
by  manipulators  every  day,  makes  it  a very 
intriguing  problem  and  one  which  is  being 
carefully  studied  by  many  orthopedists. 

Back  Strapping — This  is  as  useful  as  it  is 
simple.  It  may  be  employed  alone  or  com- 
bined with  the  injection  of  procaine  into  a 
localized  area  of  tenderness.  It  is  particu- 
larly good  treatment  in  the  milder  cases 
without  sciatica  and  in  those  individuals 
who  insist  that  they  cannot  go  to  bed,  doc- 
tors for  example. 

To  get  maximum  support  from  adhesive 
strapping  one  should  pass  the  adhesive 
around  the  entire  trunk  and  should  extend 
it  well  up  on  the  ribs  and  well  down  on  the 
buttocks.  This  prevents  much  of  the  slip- 
ping and  blistering  which  is  so  common. 
The  abdomen  is  covered  with  flannelette 
and  the  adhesive  is  placed  over  the  abdomen 
loosely  and  pulled  tightly  over  the  back. 
Thus  a semi-rigid  corset  is  fashioned  and 
usually  the  patient  is  partly  relieved  at  once. 

Bed  Rest — Bed  rest,  in  a hospital.  If  we 
are  to  believe  that  low  back  pain  results 
from  wear  and  tear,  we  must  accept  the 
statement  that  “bed  rest  is  the  best  treat- 
ment for  low  back  pain.”  Most  patients  do 
well  on  a firm  bed,  which  can  be  very  simply 
arranged  by  placing  heavy  plywood  between 
the  springs  and  mattress.  This  takes  the 
end  to  end  sag  out  of  the  bed  and  a great 
majority  of  patients  are  benefited,  whether 
in  the  acute  or  chronic  phase.  I am  sure 
that  some  of  the  so  called  orthopedic  mat- 
tresses accomplish  the  same  thing,  at  a price. 

Not  all  patients  can  be  treated  on  a flat 
surface;  a few  will  require  a mild  Fowler’s 
position.  Actually  we  must  treat  the  back- 
ache patient  in  the  most  comfortable  posi- 
tion possible. 

We  feel  that  all  cases  of  severe  back  pain 
with  sciatica  should  be  hospitalized.  Few 
people  actually  stay  in  bed  at  home,  and 
many  find  it  difficult  to  stay  in  bed  without 
the  benefit  of  proper  sedatives  and  muscle 
relaxants.  We  do  not  know  how  often  op- 
eration for  ruptured  disc  is  avoided  by  this 
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sort  of  urgent  conservative  program,  but  we 
see  many  cases  of  severe  sciatica  with  di- 
minished sensation  and  loss  of  ankle  jerk 
clear  up  after  a week  or  two  of  hospital 
care. 

Traction — At  first  glance  one  might  feel 
that  traction  or  Buck’s  extension  is  surely 
an  instrument  of  torture,  held  over  from 
the  Spanish  Inquisition,  but  actually  it  was 
devised  to  place  a mild  but  steady  pull  on 
spastic  muscles  thus  overcoming  and  re- 
lieving their  spasm.  Occasionally  this 
method  of  treatment  proves  to  be  a method 
of  torture  and  must  be  modified  by  flexing 
the  hips  and  knees  or  even  be  removed  en- 
tirely. We  usually  begin  with  a three  pound 
pull,  until  the  adhesive  has  set  to  the  skin 
securely,  and  increase  the  pull  up  to  eight 
pounds.  This  is  enough  weight  and  is  about 
all  skin  traction  will  stand.  Traction  also 
has  the  very  great  advantage  of  keeping  the 
patient  in  bed. 

Heat  and  Massage — Heat  and  massage 
once  or  twice  daily  add  greatly  to  the 
patient’s  comfort  and  help  to  relieve  muscle 
spasm.  An  electric  pad  to  the  sore  area  one 
hour  out  of  every  four  is  often  helpful  and 
we  feel  that  the  counter  irritant  effect  of 
strong  liniments  is  worthwhile. 

Sedation — This  is  used  as  needed.  In  se- 
vere cases  narcotics  and  the  vai’ious  muscle 
relaxants  are  employed.  Intravenous  pro- 
caine and  intravenous  alcohol  may  be  of 
great  benefit.  Tolsorol  and  Diloxal  are  very 
commonly  used. 

Local  Injection  of  Procaine — The  use  of 
this  procedure  is  very  beneficial  when  a so- 
called  “trigger  point”  can  be  located,  and 
occasionally  this  very  simple  measure  may 
relieve  the  entire  acute  low  back  syndrome. 

The  measures  described  above  have  been 
aimed  at  treatment  of  the  acute  episode,  or 
the  severe  chronic  low  back  pain.  We  nor- 
mally expect  the  patient  to  show  some  im- 
provement within  seven  to  ten  days.  If  no 
improvement  is  noted,  our  patient  should  be 
re-examined  and  re-evaluated  and  more  rad- 
ical treatment  seriously  considered. 

Rehabilitation 

If  our  patient  shows  definite  improve- 
ment, we  must  begin  the  rehabilitation 
program  as  soon  as  possible.  The  program 


of  rehabilitation  outlined  here  may  be  ap- 
plied to  the  post-operative  backs  as  well,  but 
will  have  to  vary  with  such  factors  as  age, 
body  weight,  status  of  cardiovascular  sys- 
tem, intercurrent  disease,  degree  of  pain, 
etc.  To  succeed  you  must  sell  your  rehabili- 
tation program  to  your  patient.  Here  the 
services  of  a physiotherapist  are  invaluable. 
The  patient  must  realize  that  he  does  have 
a weak  back  and  that  your  rehabilitation 
program  is  designed  to: 

1.  Protect  his  weak  back,  and 

2.  To  make  it  strong  again. 

Measures  Designed  to  Protect  the  Weak 
Back: 

1.  Rest  as  needed  and  further  drug  treat- 
ment if  desirable. 

2.  Bed  boards  when  tolerated. 

3.  Braces. 

4.  “Horse”  sense. 

Bed  Boards — These  are  advised  for  all  suf- 
ferers of  low  back  pain  as  a part  of  good 
body  mechanics,  and  rest  periods  are  em- 
ployed in  the  early  days  of  rehabilitation 
to  avoid  recurrence  of  acute  symptoms. 

Braces— Braces  or  supports  are  frequently 
needed  for  protection  of  the  weak  back  but 
their  use  should  be  avoided  if  possible.  Al- 
though a brace  may  be  very  gratifying  to 
the  patient  who  needs  it,  we  must  always 
remember  that  a brace  makes  a weak  back 
weaker,  and  therefore  should  be  discarded  as 
rapidly  as  possible.  The  exact  time  to  dis- 
card a brace  will  depend  upon  the  patient’s 
response  to  the  rehabilitation  program.  The 
patient  should  not  be  lead  to  believe  that  a 
brace  will  cure  his  back.  He  should  use 
his  brace  prophylactically,  so  to  speak. 

“Horse  Sense”  Measures — A complete  un- 
derstanding of  your  patient’s  occupation  is 
essential.  Some  modification  of  occupation 
is  often  possible  and  occasionally  a complete 
change  of  occupation  may  be  advisable. 
We  cannot  change  the  duties  of  a housewife, 
but  we  can  teach  her  to  sit  and  stand  prop- 
erly, we  can  teach  her  how  to  pick  up  her 
baby  with  minimal  strain  on  her  back.  We 
can  advise  her  to  have  her  ironing  board  and 
sink  raised,  and  she  can  learn  to  mop  and 
sweep  in  a more  erect  position.  In  other 
words  we  ask  her  to  protect  her  back  as 
much  as  possible  while  our  rehabilitation 
program  is  in  progress. 
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Rehabilitation  of  the  Weak  Back: 

1.  Heat  and  massage  may  be  continued. 

2.  Exercises  for  muscles  of  posture. 

3.  Development  of  good  body  mechanics. 

4.  Athletic  activities. 

Exercises— Patients  are  started  on  pos- 
tural exercises  as  soon  as  pain  permits.  Let 
me  mention  the  part  played  by  the  physio- 
therapist again  for  emphasis.  A good  phy- 
siotherapist will  not  only  teach  your  patient 
to  do  the  exercises  you  prescribe,  but  will 
help  to  convince  your  patient  that  the  exer- 
cise program  is  the  one  thing  that  will  pre- 
vent recurrences. 

The  exercises  which  we  use  are  very 
simple  and  very  brief.  We  have  already 
convinced  our  patient  that  back  bending  is 
partly  responsible  for  his  pain  and  perhaps 
we  have  put  him  into  a brace  to  prevent 
back  bending,  so  now  we  teach  him  to  de- 
velop the  muscles  of  posture  without  bend- 
ing (and  thereby  wearing  out  his  already 
weak  low  back).  Actually  this  idea  is  based 
on  the  physiological  fact  that  to  make  a 
muscle  stronger  we  must  force  it  to  do  more 
than  it  is  accustomed  to  do,  we  must  strain 
it  to  the  point  of  tolerance.  Therefore  we 
use  exercises  which  inflict  the  maximum 
strain  on  the  muscles  of  posture  with  the 
minimum  amount  of  bending  of  the  back. 

We  feel  that  two  very  simple  exercises 
are  sufficient.  In  the  first  exercise  the 
patient  is  lying  face  downward.  The  legs 
are  raised  with  the  knees  stiff,  while  the 
trunk  is  raised  and  the  patient  is  asked  to 
strain  as  hard  as  possible.  In  the  second 
exercise  the  patient  lies  face  up  and  picks 
the  legs  up  with  the  knees  stiff  but  only 
four  inches  from  the  table.  This  strains  all 
the  muscles  on  the  anterior  aspect  of  the 
spine  and  as  the  muscles  become  stronger 
the  feet  may  be  weighted  down.  We  must 
convince  the  patient  that  the  greater  the 
strain  the  better  the  exercise. 

Body  Mechanics — To  change  a patient’s 
“postural  habits”  is  often  difficult  and  at 
times  impossible.  An  appeal  to  personal 
vanity  is  helpful  in  a small  number  of  cases, 
but  often  there  is  little  vanity  left  in  a tired 
housewife  who  has  just  finished  the  week’s 
washing.  We  try  to  teach  the  patient  to 


associate  good  posture  with  those  things  he 
does  often  and  in  private.  For  example, 
when  walking  up  and  down  stairs,  and  when 
entering  or  leaving  a bath  room,  the  patient 
is  told  to  “strain  up,”  don’t  “pull  up.” 

While  shaving,  a man  can  get  a lot  of 
straining  exercise  for  his  back  and  buttocks. 
Have  the  man  who  must  sit  in  a car  or  truck 
all  day  place  a small  drop  of  paint  on  his 
windshield  right  in  his  field  of  vision  to  re- 
mind him  to  sit  properly,  or  to  use  a pillow 
behind  his  back  for  the  same  purpose. 

Athletics — Now  comes  the  question  of  ath- 
letic activity.  Many  of  your  patients  will 
belong  to  bowling  clubs;  or  they  may  like 
tennis  or  badminton.  We  feel  that  no  exer- 
cise requiring  quick  starts  and  stops  is  de- 
sirable. 

Swimming  is  the  best  outdoor  exercise. 
Diving  should  be  forbidden  except  for  ex- 
perts. Horseback  riding  is  an  ideal  exercise 
if  the  rider  can  control  his  mount  since  all 
horseback  riders  sit  properly.  Hunting  and 
fishing  are  good.  Golf  is  permissable,  for 
most  of  the  exercise  is  walking,  while  the 
swing  of  golf  is  under  volitional  control  and 
very  rarely  does  a golfer  injure  his  back. 

Summary 

We  have  presented  certain  basic  concepts 
in  the  treatment  of  low  back  pain  and  have 
offered  a scheme  of  treatment  which  can  be 
altered  to  fit  the  needs  of  most  sufferers  of 
backache. 

Discussion 

DR.  H.  B.  BOYD's  ( Discussion ) — Mr.  President 
and  members  of  the  Tennessee  State  Medical 
Association,  it  is  indeed  a pleasure  to  discuss  Dr. 
Brashear’s  excellent  and  well  presented  paper. 
He  has  given  a good  summary  of  a complicated 
and  difficult  problem,  including  an  excellent  out- 
line of  the  conservation  treatment  of  low  back 
pain.  I wish  to  emphasize  the  fact  that  patients 
with  low  back  pain  should  be  given  a thorough 
trial  of  conservative  treatment  before  surgery  is 
considered.  However,  if  the  signs  and  symptoms 
are  such  that  a reasonably  positive  diagnosis, 
which  justifies  an  operation  can  be  made,  con- 
servative treatment  should  not  be  prolonged  to 
the  detriment  of  the  patient,  both  from  the  stand- 
point of  the  pain  which  he  is  enduring  and  the 
financial  handicap  resulting  from  prolonged 
periods  of  disability. 
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Study  of  the  bone  marrow  has  become  an  important  item  in  our 
diagnostic  armamentarium , not  only  as  related  to  the  blood  dyscrasias, 
but  also  to  other  systemic  diseases.  The  simplest  method,  applicable 
in  most  cases,  is  the  aspiration  of  marrow  contents  by  a special  needle. 

The  evaluation  of  the  smear  must  be  in  the  hands  of  a competent 
clinical  pathologist  or  hematologist. 

INDICATIONS  FOR  BONE  MARROW  EXAMINATIONS* 

MERLIN  L.  TRUMBULL,  M.D.,  and  ANNETTE  KELLY,  A.B.,  Memphis,  Tenn 


Not  infrequently  our  clinical  colleagues 
ask  if  a bone  marrow  examination  would 
aid  in  establishing  the  diagnosis  of  an  ob- 
scure case.  This  question  is  not  answered 
by  most  textbooks  on  clinical  pathology. 
Their  usual  treatment  is  to  describe  the 
marrow  findings  under  each  disease,  but  this 
does  not  answer  the  practitioner’s  question 
when  he  simply  wants  to  learn  if  a bone 
marrow  examination  would  help  him.  In  an 
effort  to  answer  this  question  it  seemed 
worthwhile,  therefore,  to  review  our  own 
experience  with  bone  marrow  examinations. 
More  specifically  we  want  to  learn  just  what 
were  the  symptoms,  or  signs,  or  laboratory 
findings  which  most  often  led  to  real  help 
in  examining  the  marrow.  In  private  prac- 
tice, examination  of  the  marrow  should  be 
limited  to  those  cases  in  which  the  diagnosis 
cannot  be  made  by  study  of  the  peripheral 
blood  or  when  it  may  assist  in  the  control 
of  treatment.  Actually  most  problems  in 
hematology  do  not  require  a marrow  ex- 
amination. 

Our  findings  are  based  upon  a study  of  one 
hundred  consecutive  hospitalized  patients 
who  had  a bone  marrow  examination.  This 
covers  a period  beginning  January  1,  1950, 
and  ending  May  19,  1951.  The  admission 
diagnosis,  significant  abnormal  laboratory 
findings,  diagnosis  of  the  aspirated  marrow 
material,  the  final  discharge  diagnosis,  and 
the  probable  role  or  influence  of  the  marrow 
study  were  tabulated  for  each  case.  This 
role  of  the  marrow  examination  was  classi- 
fied as  follows:  diagnostic,  confirmatory,  to 
exclude  other  possible  diseases  and  non-con- 
tributory. 

Observations 

A summary  of  the  role  of  the  bone  marrow 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 


examinations  is  found  in  Table  I.  It  is  seen 
that  the  greatest  diagnostic  aid  among  the 
anemias  was  obtained  in  that  group  showing 
marked  loss  of  functioning  marrow  due 
to  undetermined  causes.  In  the  two  cases 


Table  I.  Role  of  Marrow  Study  in  100 
Consecutive  Patients 


Disease 

No. 

Cases 

Diag- 

nostic 

Confirma- 

tory 

To  Ex- 
clude 

Non-Con- 

tributory 

Aplastic  and  myelosclero 

tic  anemia 

5 

4 

1 

Hypochromic  microcytic 

anemia 

10 

4 

5 

1 

Pernicious  anemia 

2 

2 

Miscellaneous  anemias 

4 

4 

Myelogenous  leukemia 

5 

2 

1 

2 

Lymphocytic  leukemia 

12 

4 

6 

2 

Monocytic  leukemia 

1 

1 

Stem  cell  leukemia 

4 

2 

2 

Lymphoma  (without 

evidence  of 

leukemia) 

6 

2 

2 

2 

Plasma  cell  myeloma 

3 

1 

1 

T 

Metastatic  carcinoma  to 

marrow  (suspected 

and/or  confirmed) 

10 

5 

1 

4 

Idiopathic  thrombocytope- 

me  purpura 

6 

4 

1 

1 

Infectious  mononucleosis  2 

2 

Miscellaneous  conditions  30 

28 

2 

Total 

100 

25 

15 

47 

13 

of  pernicious  anemia  the  marrow  study  did 
not  help  because  in  both  instances  the 
patients  had  received  liver  therapy  just 
prior  to  their  hospital  admission.  This 
specific  treatment  caused  the  marrow  to 
revert  to  its  normal  appearance.  The 
marrow  studies  in  the  remaining  cases  of 
anemia  either  confirmed  the  type  of  anemia 
suspected  or  excluded  other  diseases. 

Among  the  cases  of  leukemia  the  marrow 
was  scored  as  being  of  diagnostic  importance 
in  cases  such  as  the  following: 

CASE  13.  A 66  year  old,  white  male  with 
hemoptysis  of  unknown  cause,  and  with  moderate 
pancytopenia  and  a slight  shift  to  the  left  of  the 
granulocytic  series. 
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CASE  14.  A 70  year  old,  white  male  with  bleed- 
ing from  the  nose  and  gums  and  with  pancytopenia. 

CASE  22.  A 12  year  old,  white  female  con- 
sidered to  have  rheumatic  fever  with  migratory 
joint  pains.  Later  she  had  a differential  white 
blood  count  showing  eighty-three  per  cent  lym- 
phocytes, and  seven  of  these  were  atypical.  X-ray 
examination  suggested  the  diagnosis  of  leukemia 
by  virtue  of  bone  changes  in  the  arms  and  legs. 
This  led  to  the  marrow  examination  and  subse- 
quent establishment  of  the  diagnosis  of  lymphatic 
leukemia. 

CASE  23.  A 60  year  old,  white  female  with 
pancytopenia  with  sixty-nine  per  cent  atypical 
cells  in  the  peripheral  blood. 

In  some  of  these  cases  leukemia  was  not 
suspected,  whereas,  in  others  it  was.  How- 
ever, it  was  felt  that  the  diagnosis  of  leu- 
kemia was  not  sufficiently  substantiated  to 
justify  the  attendant  prognosis  and  therapy 
until  the  bone  marrow  examination  was  per- 
formed. 

One  case  in  which  the  marrow  study  was 
scored  as  non-contributory  deserves  com- 
ment. The  patient  was  originally  diagnosed 
as  having  hypersplenism  with  splenomegaly 
after  careful  clinical  and  laboratory  study. 
A splenectomy  was  done,  but  seven  months 
later  he  was  re-admitted  to  the  hospital  in 
a terminal  condition  with  myelogenous 
leukemia. 

Among  our  six  patients  with  one  of  the 
lymphomas  the  marrow  examinations 
proved  to  be  diagnostic  in  only  two.  In  two 
others  it  excluded  some  of  the  lesions  which 
could  produce  a febrile  picture. 

The  diagnosis  of  plasma  cell  myeloma  was 
established  by  sternal  marrow  examination 
in  one  case.  Another  patient,  in  whom  the 
examination  was  scored  as  one  to  exclude 
other  possibilities,  was  a known  case  of 
plasma  cell  myeloma  with  an  apparent  soli- 
tary lesion  of  the  right  clavicle.  It  was  then 
decided  that  if  the  marrow  from  the  sternum 
failed  to  show  further  extension  of  the 
tumor,  that  the  lesion  in  the  clavicle  should 
be  removed  surgically.  This  was  performed, 
but  unfortunately  several  months  later  the 
patient  showed  radiological  evidence  of  ad- 
ditional lesions. 

There  were  five  cases  of  metastatic 
carcinoma  to  the  bone  marrow.  One  of  these 
presented  a pancytopenia  with  some  shift  to 
the  left  of  the  granulocytes.  This  patient,  a 
forty-four  year  old  female,  developed  a prob- 
able pathological  fracture  of  a vertebra.  Al- 


though metastatic  tumor  was  suspected,  this 
diagnosis  was  not  established  until  malig- 
nant tumor  cells,  probably  carcinoma,  were 
found  in  the  sternal  marrow  aspirations. 
Another  patient,  a sixty-five  year  old  male, 
entered  the  hospital  with  a pancytopenia 
and  a very  rapidly  progressive  and  extensive 
purpura.  Carcinoma  cells  were  aspirated 
from  the  marrow.  This  finding  had  not  been 
anticipated  although  the  patient  had  had  a 
sub-total  gastrectomy  four  years  earlier  for 
a carcinoma  of  his  stomach. 

In  the  two  cases  with  infectious  mono- 
nucleosis the  marrow  aspiration  served  to 
exclude  leukemia.  It  can  be  added  that  the 
diagnosis  of  infectious  mononucleosis  did 
not  rest  upon  the  marrow  study. 

In  the  thirty  cases  with  miscellaneous 
diagnoses  the  marrow  examination  was  used 
principally  to  exclude  certain  lesions. 

In  an  effort  to  learn  just  what  clinical 
features  or  findings  in  the  peripheral  blood 
most  often  led  to  diagnostic  help  from  a 
marrow  examination,  an  analysis  was  then 
made  of  those  cases  in  which  bone  marrow 
studies  were  scored  as  having  a diagnostic 
role.  A summary  of  the  chief  findings  ob- 
served just  prior  to  the  marrow  study  in 
these  cases  is  tabulated  in  Table  II.  It  is 
apparent  from  this  table  that  twenty-one  of 
these  twenty-five  cases  showed  alterations 
in  their  peripheral  blood  pictures.  Also,  it 
was  apparent  that  the  changes  in  the  periph- 
eral blood  in  the  absence  of  a satisfactory 

Table  II. 


Chief  Findings  Just  Prior  to  Marrow  No. 

Study  in  “ Diagnostic ” Cases  Cases 


Pancytopenia  (with  or  without  atypical 

cells  in  peripheral  blood)  9 

Abnormal  white  blood  count  and  smear  5 

Idiopathic  thrombocytopenic  purpura  4 

Suspected  metastatic  tumor  to  marrow  3 

Extreme  anemia  3 

Suggested  by  x-ray  changes  1 

Total  25 


diagnosis  led  to  the  examination  of  the 
marrow.  In  addition  there  were  three  cases 
suspected  of  having  metastatic  tumor  in- 
volving the  marrow.  Two  of  these  had 
hemoglobin  values  of  less  than  7.5  grams  per 
100  ml.  and  proportionately  depressed  red 
cell  counts.  The  one  case  in  which  bone 
marrow  study  was  done,  because  of  changes 
observed  upon  radiological  examination,  was 
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showing  at  the  same  time  a relative  lympho- 
cytosis with  a few  abnormal  forms  in  the 
peripheral  blood.  In  retrospect  there  is 
reason  to  think  that  indications  for  the 
marrow  examination  existed  before  the 
radiologist’s  report  was  made.  The  only 
case  without  a distinctly  abnormal  periph- 
eral blood  picture  was  a patient  with 
metastatic  carcinoma  involving  the  marrow. 
Therefore,  twenty-four  out  of  twenty-five 
cases,  or  ninety-six  per  cent,  of  those  pa- 
tients whose  marrows  were  diagnostic 
showed  significant  changes  in  their  per- 
ipheral blood.  As  a corollary  of  this  state- 
ment, we  might  say  that  in  only  four  per 
cent  of  the  cases  was  a marrow  examination 
suggested  in  the  absence  of  significant 
changes  in  the  peripheral  blood. 

A few  textbooks  in  clinical  pathology  dis- 
cuss briefly  the  indications  for  marrow  ex- 
aminations. Ham8  presents  an  excellent 
simplified  outline,  and  the  discussion  by 
Diggs  in  Miller’s  textbook10  is  an  equally 
good  summary  as  well  as  a detailed  treatise 
on  technique  and  interpretation.  Wintrobe12 
in  his  textbook  devoted  entirely  to  hematol- 
ogy concisely  discusses  those  general  condi- 
tions wherein  marrow  examinations  can  be 
expected  to  help. 

Our  studies  confirmed  the  fact  that  most 
anemias  can  usually  be  diagnosed  without 
difficulty  by  careful  examination  of  the  per- 
ipheral blood.  The  notable  exception  is  in 
that  group  with  non-regenerative,  atrophic 
marrows  such  as  aplastic  anemia  and  mye- 
losclerosis. These  lesions  require  the  bone 
marrow  examination  to  establish  the  diag- 
nosis. Usually  the  operator  encounters  dif- 
ficulty in  aspirating  marrow  in  such  cases, 
and  these  are  often  described  as  “dry  taps” 
simply  because  the  marrow  is  largely 
fibrotic  and  does  not  easily  lend  itself  to 
removal  by  aspiration  methods.  The  failure 
to  aspirate  diagnostic  amounts  of  marrow  in 
the  face  of  marked  anemia  justified  the  per- 
formance of  a surgical  biopsy  of  the  marrow. 
The  importance  of  definitely  establishing  the 
correct  diagnosis  in  this  type  of  case  is 
quickly  recognized  when  it  is  seen  that 
leukemia,  hypersplenism,  and  even  metas- 
tatic carcinoma  to  the  marrow  may  all  give 
the  same  type  of  peripheral  blood  picture, 


and  yet  the  therapy  of  these  different  lesions 
varies  widely. 

Ordinarily  when  pernicious  anemia  is  sus- 
pected, a bone  marrow  examination  is  not 
required  to  establish  the  diagnosis.  A 
marrow  study  may  aid  in  a rare  atypical 
case,  but  this  examination  should  not  be 
performed  within  several  weeks  of  the  use 
of  any  of  those  substances  employed  in  the 
treatment  of  pernicious  anemia. 

Our  one  case  which  was  first  diagnosed  as 
hypersplenism,  but  which  later  proved  to 
be  myelogenous  leukemia  may  well  fall  into 
the  group  of  cases  l'ecently  reported  by 
Hagen  and  Watson7  and  by  Berlin2.  They 
described  a group  of  leukemic  patients  who 
developed  superimposed  hypersplenism  and 
hemolytic  anemia.  Actually  some  of  their 
patients  were  benefited  by  splenectomy,  par- 
ticularly those  who  gave  a relatively  long 
history  of  an  enlarged  spleen  and  whose 
bone  marrows  showed  erythroid  hyper- 
plasia. Our  patient  gave  a history  at  the 
time  of  his  first  admission  of  having  had  an 
enlarged  abdominal  mass  for  two  to  four 
years;  however,  the  original  bone  marrow 
examination  showed  depression  of  the  ery- 
throid series.  According  to  the  above  au- 
thors, splenectomy  in  these  patients  showing 
depression  of  the  erythroid  series  in  the 
marrow  offered  no  benefit. 

It  was  found  that  usually  the  examination 
of  the  marrow  established  or  excluded  the 
presence  of  leukemia.  In  reference  to  our 
case  with  joint  pains,  it  is  of  interest  to  note 
that  Bichel3  recently  pointed  out  that 
osteoarticular  symptoms  are  not  uncommon 
in  childhood  leukemia  but  are  very  rarely 
seen  in  adult  cases.  These  arthralgic  symp- 
toms closely  mimic  those  of  rheumatic  fever, 
and  indeed  our  case  was  long  regarded  as 
one  having  rheumatic  fever. 

The  marrow  examination  is  cases  having 
one  of  the  lymphomas  does  not  often  lead  to 
the  diagnosis,  but  it  is  useful  primarily  in 
excluding  leukemia  or  some  other  lesion. 
Cooper  and  Watkins'  found  that  lymphosar- 
coma was  the  most  common  type  of 
lymphoma  that  they  were  able  to  diagnose 
by  this  method.  In  general  most  au- 
thors4’ 8>  9- 12  agree  that  there  is  no  specific 
bone  marrow  picture  in  Hodgkin’s  disease 
and  that  this  diagnosis  cannot  be  made  from 
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bone  marrow  material  unless  a paraffin  sec- 
tion is  made  from  a focus  of  actual  tumor 
fortuitously  obtained  in  the  marrow  aspira- 
tion. 

The  diagnosis  of  plasma  cell  myeloma 
through  the  bone  marrow  approach  has  re- 
ceived careful  attention  by  several  groups 
during  the  last  few  years1- 5- Most  of  these 
authors  report  the  presence  of  three  per  cent 
or  more  of  plasma  cells  in  the  marrow  in 
this  disease.  Without  supporting  clinical 
and  other  laboratory  evidence  it  is  hazardous 
to  make  the  diagnosis  of  this  lesion  solely 
on  the  finding  of  as  little  as  three  per  cent 
plasma  cells  in  the  marrow,  especially  since 
there  are  numerous  other  conditions  which 
may  show  some  increase  in  the  quantity  of 
plasma  cells  in  the  marrow. 

The  finding  of  five  unsuspected  cases  of 
metastatic  carcinoma  should  not  come  as  a 
surprise,  particularly  in  view  of  the  observa- 
tions of  Street,  Funk,  and  Young11.  They 
found  metastatic  carcinoma  in  the  lumbar 
spine  in  thirty-eight  and  one-half  per  cent 
of  fifty-two  consecutive  cases  dying  with 
carcinoma  or  sarcoma.  Half  of  these  did  not 
show  in  the  lumbar  spine  x-ray  changes 
consistent  with  metastatic  tumor.  This  fre- 
quency of  unsuspected  and  radiographically 
unrecognized  metastases  to  bone  is  higher 
than  that  ordinarily  suspected,  and  should, 
therefore,  more  frequently  lead  to  the 
marrow  examination  in  cases  with  possible 
carcinomas.  Ulfar  and  Rundles13  found 
tumor  in  the  marrow  in  seventy-one  of  one 
hundred  and  fifty-two  tumor  patients.  This 
frequency  was  sufficiently  high  to  cause 
them  to  recommend  that  bone  marrow  ex- 
aminations be  done  on  patients  thought  to 
have  malignancies  before  extensive  surgery 
is  performed. 

In  cases  of  suspected  idiopathic  throm- 
bocytopenic purpura  the  marrow  must  be 
examined  in  order  to  exclude  leukemia  or 
replacement  of  marrow  by  metastatic  tumor 
or  some  other  aplastic  process  in  which 
splenectomy  certainly  would  not  be  the 
treatment.  Furthermore,  most  hematolo- 
gists feel  that  splenectomy  should  not  be 
performed  if  there  is  a reduction  of  mega- 
karyocytes in  the  marrow. 

One  common  clinical  problem,  especially 
among  our  group  with  miscellaneous  diag- 


noses, was  the  patient  with  fever  of  unde- 
termined origin.  In  such  cases  the  marrow 
examination  may  help  in  ruling  in  or  out 
diseases  such  as  acute  leukemia,  lupus  ery- 
thematosus, carcinomatosis,  histoplasmosis, 
cases  of  obscure  lymphomas  with  marrow 
involvement,  and  certain  protozoan  infec- 
tions such  as  malaria.  This  is  by  no  means 
an  exhaustive  list  of  causes  of  obscure  fever 
which  produce  specific  marrow  changes. 
Also,  our  experiences  in  this  small  series 
admittedly  is  a limited  one,  and  it  does  not 
include  a number  of  other  lesions  wherein 
the  marrow  examination  is  known  to  be  of 
decisive  help. 

It  is  appropriate  to  point  out  that  the 
marrow  examination  has  some  limitations, 
and  its  performance  is  not  completely  devoid 
of  risk.  The  marrow  material,  regardless  of 
where  it  is  obtained,  represents  only  a small 
and  not  necessarily  representative  portion 
of  the  entire  marrow.  This  means  that  those 
lesions  which  involve  the  marrow  in  a 
patchy  character  may  not  be  aspirated  in 
the  random  sample  obtained.  According  to 
Wintrobe12  no  infections  have  been  reported 
from  the  marrow  punctures,  and  hemor- 
rhage is  uncommon.  We  had  four  cases 
which  continued  to  bleed  from  the  puncture 
site  for  “several  minutes”  to  six  days.  The 
two  who  hemorrhaged  the  longest  required 
pressure  dressings,  and  one  required  three 
sutures.  All  of  these  patients  had  low 
platelet  counts,  but  a far  greater  number  of 
other  patients  with  equally  low  or  lower 
platelet  counts  had  marrow  punctures  with- 
out bleeding.  Therefore,  we  do  not  believe 
that  a low  platelet  count  is  contra-indicative 
to  this  examination.  The  only  contra-indica- 
tion is  hemophilia10.  Ordinarily  recent 
transfusions  will  not  significantly  alter  the 
marrow  picture  although  they  may  mask  a 
correlation  between  the  peripheral  blood 
findings  and  the  marrow  picture.  Certainly 
specific  medications  designed  to  aid  or  cor- 
rect blood  dyscrasias  should  be  withheld  un- 
til the  marrow  examination  is  performed. 

Summary  and  Conclusions 

An  analysis  of  one  hundred  consecutive 
hospitalized  patients  on  whom  marrow  ex- 
aminations were  performed  has  been  made 
with  a view  toward  learning  those  clinical 
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and  hematological  pictures  which  would  be 
helped  most  in  establishing  the  diagnosis  by 
a bone  marrow  examination.  It  is  found 
that  pancytopenia  with,  or  without  atypical 
cells  in  the  peripheral  blood  smears,  ab- 
normal white  blood  counts  and  smears, 
idiopathic  thrombocytopenic  purpura,  non- 
leukemic tumor  suspected  in  marrow,  and 
extreme  anemia  were  conditions  or  diseases 
which  most  frequently  existed  when  the 
marrow  examination  proved  to  be  of  de- 
cisive help.  Ninety-six  per  cent  of  the  pa- 
tients whose  marrow  examination  proved 
diagnostic  had  significant  changes  from 
normal  in  their  peripheral  blood. 

The  bone  marrow  examination  proved  to 
be  of  diagnostic  value  in  twenty-five  cases, 
of  confirmatory  value  in  fifteen  cases,  of 
value  in  excluding  certain  lesions  from  con- 
sideration in  forty-seven  cases,  and  to  be  of 
no  help  in  thirteen  cases. 
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Discussion 

DR.  S.  FRED  STRAIN  (Memphis,  Tennessee): 
I have  enjoyed  Dr.  Trumbull’s  report  very  much 
and  I am  deeply  grateful  to  him  for  the  opportun- 
ity he  has  given  me  to  open  the  discussion  of  it. 
The  study  of  the  bone  marrow  as  an  aid  in  diag- 
nosis is  a step  which,  when  used  with  discrimina- 
tion, is  valuable  indeed.  It  is  a procedure  which 
must  be  used  with  discrimination.  It  is  a relatively 
simple  procedure  and  there  need  be  no  hesitation 
in  employing  it  when  information  of  either  a 
positive  or  negative  nature  is  sought. 

It  must  be  remembered  that  the  bone  marrow 
constitutes  what  might  be  considered  an  organ, 
which  in  its  total  mass  is  equivalent  in  weight 
to  that  of  the  liver.  The  amount  of  active  marrow 
varies  greatly  with  age,  being  much  greater  in 
infants  than  in  adults.  This  important  organ  is 
involved  in  the  formation  of  erythocytes,  gran- 
ulocytes, blood  platelets  and  other  formed  blood 
elements.  The  stages  of  the  developments  of 
these  cells  can  be  studied  by  the  examination  of 
the  bone  marrow  and  variations  from  the  normal 
can  be  readily  observed.  The  activity  of  the 
marrow  is  affected  in  most  of  the  blood  dyscrasias 
and  by  a large  number  of  other  diseases  and  in- 
toxications. The  correct  interpretation  of  the  re- 
sultant bone  marrow  changes  enables  the  clinician 
to  determine  the  cause  of  the  alterations  observed. 

The  sternum  offers  a very  convenient  site  for 
obtaining  a specimen,  either  by  aspiration  or  by 
trephine.  The  crest  of  the  ilium  and  the  vertebral 
spinous  processes  have  also  been  found  satis- 
factory and  are  being  used  as  sources  of  marrow 
in  several  clinics.  The  techniques  for  obtaining 
the  material  are  easily  learned,  and  if  a few  pre- 
cautions are  carefully  observed,  no  harm  can 
come  from  the  procedure. 

As  has  been  pointed  out  by  Dr.  Trumbull,  bone 
marrow  studies  are  often  of  great  assistance  in 
enabling  the  clinician  to  discover  metastatic  ma- 
lignancies, multiple  myeloma,  lupus  erythematosis 
(the  L.  E.  phenomenon),  Hodgkin’s  disease  and 
other  disorders  which  involve  the  marrow  sec- 
ondarily. The  procedure  should  be  employed  in 
all  blood  dyscrasias  which  cannot  be  easily  identi- 
fied by  the  study  of  the  peripheral  blood  and  other 
routine  laboratory  means,  and  it  is  often  of  great 
value  in  the  study  of  patients  with  obscure  dis- 
eases not  readily  diagnosed  by  the  usual  diag- 
nostic procedures.  Splenectomy  should  never  be 
performed  unless  it  has  been  shown  by  the  bone 
marrow  studies  that  the  splenomegaly  is  not  due 
to  extra  medullary  hematopoiesis. 

While  the  techniques  of  obtaining  the  specimen 
either  by  aspiration  or  by  marrow  biopsy  are 
relatively  simple,  the  study  of  the  material  ob- 
tained and  the  interpretation  of  the  findings  must 
be  made  by  a well  trained  pathologist  or  hematol- 
ogist. I am  grateful  for  the  splendid  service  I 
can  count  on  in  this  regard  from  Dr.  Trumbull  and 
Dr.  Diggs  and  their  associates. 
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The  John  Gaston  Hospital* 

DR.  C.  H.  TAYLOR:  This  41  year  old  colored  fe- 
male diabetic  was  admitted  to  John  Gaston  Hos- 
pital on  March  29,  1952  because  of  increasing 
insulin  requirement. 

Approximately  six  years  prior  to  admission  the 
patient  had  been  told  by  a private  physician  that 
she  had  diabetes.  She  received  no  dietary  or 
insulin  therapy  but  apparently  had  remained 
asymptomatic  until  September,  1951.  At  that  time 
she  developed  a carbuncle  on  the  posterior  aspect 
of  the  neck  and  began  to  notice  polyuria,  po’ydipsia 
and  polyphagia.  She  was  admitted  to  John  Gaston 
Hospital  at  that  time.  The  carbuncle  was  incised 
and  drained  and  the  patient  was  regulated  with 
50  units  of  NPH  insulin  daily. 

Following  discharge  from  the  hospital,  the 
patient  was  followed  in  the  Out-Patient  Clinic 
and  her  diabetes  was  well  controlled  with  NPH 
50  units  until  December,  1951  when  persistent 
hyperglycemia  and  glycosuria  necessitated  increas- 
ing the  insulin  dosage  to  NPH  60  units  daily.  From 
December,  1951  until  the  time  of  readmission  to 
the  hospital  in  1952,  the  patient  was  seen  at  weekly 
intervals  in  the  Out-Patient  Clinic  and  on  each 
visit  the  insulin  dosage  was  increased  five  to  ten 
units  because  of  glycosuria.  By  March  12,  1952 
the  patient  was  taking  NPH  140  units  plus  regular 
insulin  by  reaction.  In  spite  of  this  large  dosage, 
the  patient  continued  to  have  three  to  four  plus 
glycosuria.  At  this  point  the  patient  was  admitted 
to  John  Gaston  Hospital,  but  after  several  days  of 
hospitalization,  the  patient  signed  out  against  medi- 
cal advice.  Following  discharge  from  the  hos- 
pital, the  patient  stopped  taking  insulin  and  five 
days  later  on  March  29,  1952,  the  patient  was  re- 
admitted to  John  Gaston  Hospital  in  a semi- 
comatose  condition. 

Physical  examination  at  the  time  of  admission 
revealed  a well  developed,  well  nourished  colored 
female  with  Kussmaul  type  of  respiration.  The 
patient  was  semicomatose.  Temperature  was  98.2, 
pulse  120,  respiration  30,  and  blood  pressure  70/?. 
The  lungs  were  clear,  the  heart  was  not  remark- 
able. The  liver,  kidneys  and  spleen  were  not 
palpable.  The  patient  appeared  moderately  de- 
hydrated. 

Laboratory  examination  on  March  29,  1952  re- 
vealed: Hgb.  12  Gm.;  hematocrit  36.5  vol.  %;  WBC 
9,450;  differential  normal;  urinalysis  negative  ex- 
cept for  4 plus  glycosuria;  blood  sugar  490  mg.  %; 
plasma  CO»  combining  power  10  vol.  % (5 

meq/liter);  blood  serology  negative.  On  March, 
31  absolute  eosinophil  count  was  3,960  per  cu.  mm., 
on  April  3 absolute  eosinophil  count  was  600.  On 
April  23  the  BMR  was  — 8 and  — 17.  On  April  27 
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adrenalin  eosinophil  test  initial  count  was  600, 
count  following  adrenalin  200.  Radioactive  iodine 
uptake  was  25  percent.  Chest  X-ray  was  negative. 
X-rays  of  the  skull  revealed  a moderate  degree  cf 
hyperostosis  frontalis  interna.  The  skull  was 
otherwise  negative. 

At  the  time  of  admission  the  patient  was  semi- 
comatose and  was  in  shock.  She  was  treated 
with  parenteral  fluids  and  large  doses  of  insulin. 
Approximately  1,250  units  of  regular  insulin  was 
administered  during  the  first  12  hours  of  hospitali- 
zation. The  patient  responded  rapidly  and  during 
the  first  12  hours,  the  C02  combining  power  rose 
from  10  to  52  vol.  percent.  During  the  first  2 
weeks  of  hospitalization  the  insulin  requirement 
continued  to  increase.  During  this  period  of  time, 
the  patient  had  3 episodes  of  acidosis.  On  one  of 
these  occasions,  2,500  units  of  regular  insulin  dur- 
ing a period  of  24  hours  were  required  to  bring 
the  patient  out  of  acidosis.  She  also  experienced 
several  rather  severe  insulin  reactions.  Except  for 
episodes  of  acidosis,  the  patient’s  insulin  require- 
ment rose  to  a maximum  of  1,000  units  daily.  On 
April  15  the  patient  required  500  units  of  NPH 
insulin.  Since  that  time,  she  has  shown  some 
tendency  to  a diminishing  insulin  requirement. 
At  the  present  time  she  is  receiving  300  units  of 
NPH  insulin  each  morning.  This  is  supplemented 
by  regular  insulin  by  reaction.  She  is  now  re- 
ceiving in  the  neighborhood  of  350  to  450  units  of 
insulin  daily.  Except  for  episodes  of  insulin  re- 
action and  acidosis,  the  patient  has  remained  rela- 
tively asymptomatic.  She  has  been  afebrile 
throughout. 

DR.  JEAN  M.  HAWKES:  Insulin  resist- 
ance is  considered  to  exist  in  a patient  who 
requires  over  200  units  of  insulin  a day  for 
diabetic  regulation.  It  is  fairly  rare,  and 
usually  transient,  with  no  cases  reported 
lasting  longer  than  a year  at  a time,  although 
the  condition  may  recur.  The  maximum 
number  of  units  required  per  day  has  been 
reported  as  4,000.  Fortunately  these  patients 
have  little  tendency  to  hypoglycemia.  In- 
sulin resistance  has  been  reported  in  non- 
diabetics receiving  shock  treatment. 

There  are  a number  of  logical  causes  for 
insulin  resistance,  but  usually  none  of  them 
is  responsible  in  the  really  marked  case,  such 
as  this  one.  After  a discussion  of  the  com- 
mon causes,  which  I do  not  believe  are  oper- 
ating in  this  case  as  a major  factor,  I shall 
mention  the  more  theoretical  possibilities. 

1.  Coma  and  acidosis  are  the  classical 
causes  of  resistance  to  insulin,  and  in  this 
case  they  certainly  are  important,  although 
I do  not  believe  they  are  more  than  con- 
tributing factors.  In  diabetic  coma,  one  sees 
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demonstrated  the  law  of  diminishing  re- 
turns, when  100  units  of  insulin  are  required 
to  do  the  work  of  10.  And  after  the  patient 
is  out  of  coma,  the  requirements  for  insulin 
daily  are  higher  than  normal  for  that  indi- 
vidual, and  may  remain  so  for  several  weeks. 
Usually  though,  they  are  not  of  the  magni- 
tude necessary  in  this  case. 

2.  Infection  is  commonly  a cause  of  in- 
creased resistance  to  insulin,  but  this  has 
been  ruled  out  in  this  patient.  Tuberculosis 
is  perhaps  one  of  the  commonest  offenders; 
any  pyogenic  or  virus  infection  may  increase 
the  need  for  insulin.  Again,  the  increase  is 
not  usually  of  the  degree  here  demonstrated. 

3.  Endocrine  disease  may  be  the  etiological 
factor  involved.  With  thyrotoxicosis  the 
blood  sugar  is  increased  from  the  liver  stores 
and  insulin  requirements  rise.  Acromegalic 
patients,  probably  because  of  increased  dia- 
betogenic hormone,  require  larger  than 
normal  doses  of  insulin.  Any  type  of  adrenal 
cortical  hyperfunction,  whether  due  to 
tumor  or  hyperplasia,  or  Cortisone  adminis- 
tration, raises  the  necessary  insulin  dose.  In 
the  latter  situation,  the  increased  appetite 
has  as  much  to  do  with  the  rise  in  insulin  re- 
quirement as  the  disturbances  in  carbohy- 
drate metabolism  from  hormonal  causes. 

4.  In  liver  disease,  abnormalities  in  the 
storage  and  release  of  glycogen  may  increase 
the  insulin  requirement.  Patients  with 
hemochromatosis  usually  have  a progressive 
but  not  phenomenal  increase  in  their  insulin 
requirement. 

5.  Poor  absorption  of  insulin  may  be  re- 
sponsible for  insulin  resistance.  In  severe 
congestive  failure  and  with  edema  of  the 
legs,  absorption  may  be  considerably  de- 
layed. When  insulin  is  injected  into  one  of 
the  “insulin  lumps”  produced  by  daily  in- 
jection in  the  same  spot  over  a long  period, 
there  is  marked  delay  in  or  almost  complete 
failure  of  absorption.  This  is  seen  fairly 
often  in  children,  who  cherish  the  indurated 
lump  because  it  is  less  sensitive  than  other 
parts  of  their  anatomy. 

So  much  for  the  fairly  obvious  and  often 
remediable  causes  of  insulin  resistance.  Less 
easily  demonstrated  but  often  important  in 
cases  of  insulin  resistance  are  several  other 
factors,  one  of  which  I believe  is  responsible 


for  the  problems  of  the  case  under  dis- 
cussion today. 

1.  Insulin  is  a protein,  and  the  possibility 
of  an  immune  reaction  to  it  has  frequently 
been  suggested.  Not  infrequently  the  re- 
sistance is  associated  with  generalized  al- 
lergy to  insulin,  with  the  development  of 
urticaria  and  periorbital  edema.  Occasion- 
ally, but  not  always,  the  resistant  patient 
will  have  positive  precipitin  tests  in  the 
serum.  Human  insulin  is  promptly  effective 
in  these  patients.  Insulin  resistance  can  be 
developed  in  animals  with  repeated  injec- 
tions. 

2.  Hyperglycemic  factor,  or  glycotropic 
factor,  is  the  name  given  to  a hypothetical 
substance  in  the  blood  of  insulin  resistant 
patients.  It  seems  to  be  an  active  insulin 
antagonizing  substance  in  the  patients’ 
serum.  The  blood  sugar  of  rabbits  rose,  after 
the  intraperitoneal  injection  of  blood  from 
a resistant  patient  who  had  been  given  a 
large  dose  of  insulin  half  an  hour  earlier. 
This  biologic  antagonism  can  also  be  demon- 
strated by  the  protective  action  of  the  serum 
of  insulin  resistant  patients  against  hypo- 
glycemic doses  of  insulin  in  animals.  How- 
ever, the  biologic  antagonism  and  the 
precipitins  for  insulin  cannot  often  be  dem- 
onstrated in  the  same  patient. 

3.  The  presence  of  insulinase  somewhere 
in  the  tissues  has  been  postulated.  In  one 
patient  taking  2,000  units  of  insulin  a day, 
a dose  of  radioactive  insulin  caused  the 
Geiger  counter  to  tick  at  the  site  of  injection 
long  after  the  doses  of  other  patients  had 
apparently  been  completely  absorbed. 

4.  The  alpha  cells  of  the  islets  of  Langer- 
hans  have  been  held  responsible  for  the 
production  of  anti-insulin.  The  diabetes  of 
an  alloxan-diabetic  dog,  with  only  the  beta 
cells  destroyed,  becomes  milder  after  sub- 
sequent complete  pancreatectomy,  indicat- 
ing that  there  may  be  some  insulin-inhibitor 
in  the  pancreas. 

5.  Low  blood  glutathione  has  been  re- 
ported by  one  investigator  to  be  present  and 
important  in  insulin  resistance.  This  work 
has  not  been  confirmed  but  is  interesting  in 
view  of  the  fact  that  glutathione  protects 
against  the  diabetogenic  action  of  alloxan. 

The  management  of  this  particular  case,  as 
of  most  without  an  obvious  and  specific 
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cause,  consists  of  insulin  and  perseverance. 
I have  felt  that  regular  insulin  four  times  a 
day  was  easier  to  work  with,  but  have  not 
had  a resistant  case  since  the  advent  of 
NPH,  and  this  particular  patient  seems  to 
do  equally  poorly  on  both.  Other  possibili- 
ties suggested  have  been  methionine  (if  one 
subscribes  to  the  theory  that  glutathione  has 
something  to  do  with  the  problem)  and 
desoxycorticosterone  acetate,  which  has 
been  reported  to  increase  the  sensitivity  to 
insulin.  Since  this  patient  seems  to  be  im- 
proving somewhat  anyway,  I would  be  in 
favor  of  continuing  to  try  stabilization  with 
insulin  only,  with  close  supervision  to  pre- 
vent recurrent  acidosis  or  the  development 
of  hypoglycemia. 

DR.  D.  B.  ZILVERSMIT:  In  connection 
with  the  remarks  of  Dr.  Hawkes  on  the 
severity  of  diabetes  in  alloxanized  dogs,  I 
might  say  that  it  takes  greater  amounts  of 
insulin  to  control  the  blood  sugar  level  in 
these  animals.  However,  when  deprived  of 
insulin,  these  dogs  do  not  show  a very 
marked  ketosis  as  is  present  in  the  de- 
pancreatized  dog  when  insulin  is  withdrawn. 
The  fact  that  the  patient  under  discussion 
was  comatose  on  different  occasions  would 
perhaps  speak  against  the  theory  that  the 
insulin  resistance  is  due  to  a relative  over- 
production of  alpha  cell  hormone. 

Dr.  Stern  has  asked  me  to  comment  briefly 
on  new  developments  in  the  field  of  experi- 
mental diabetes  and  I would  like  to  mention 
just  two  aspects.  Work  with  carbon  labeled 
materials  has  shown  that  the  diabetic  rat  is 
unable  to  convert  glucose  or  acetate  to  fatty 
acid.  This  failure  would  explain  the  ac- 
cumulation of  blood  glucose  and  ketone 
bodies  which  are  made  from  acetate.  The 
administration  of  insulin  will  restore  the 
ability  of  the  liver  to  convert  glucose  and 
acetate  to  fatty  acid.  It  is  of  interest  that 
the  previous  feeding  of  fructose  will  also 
restore  the  conversion  of  acetate  to  fatty 
acid  to  normal. 

DR.  B.  J.  GENDEL:  I wonder  if  the  basic 
science  people  can’t  help  us  out  in  this  prob- 
lem. It  seems  that  relatively  simple  im- 
munologic techniques  might  clarify  the 
mechanisms  of  insulin  resistance  which  are 
still  poorly  understood. 

DR.  R.  F.  ACKERMAN:  A recent  paper  by 


Bern  and  Wallenstein1  was  presented  in 
which  they  reviewed  literature  of  all  cases 
that  had  been  published  which  had  been 
studied  for  insulin  neutralizing  antibodies. 
In  over  two-thirds  of  the  cases  no  antibodies 
were  found,  and  they  felt  that  in  the  ten 
cases  in  which  such  antibodies  were  found 
there  was  a justifiable  criticism  of  the  tech- 
nique. 

DR.  F.  H.  MEYERS:  The  difficulties  which 
have  made  for  the  slow  progress  that  Dr. 
Gendel  complains  of  are  best  explained  by 
discussing  the  data  on  which  are  based  the 
hints  that  this  situation  has  an  immunologic 
basis. 

Insulin  is  almost  certainly  antigenic  but  so 
far  only  weak  antisera  have  been  prepared. 
This  appears  to  me  to  be  due  to  the  fact  that 
the  hypoglycemic  effect  limits  the  amount 
of  insulin  which  can  be  injected,  and  the 
amount  of  antigen  injected  is  an  important 
factor  in  determining  the  potency  of  an  anti- 
serum. It  takes  only  one  unit  of  insulin  to 
convulse  a rabbit  and  it  takes  24  such  units 
to  make  one  milligram  of  the  purest  insulin. 
A precipitin  reaction  has  never  been  re- 
ported but  complement  fixing  antibodies 
have  been  shown  to  develop.  Lowell  and 
Franklin2  were  able  to  inject  larger  amounts 
by  first  inactivating  the  insulin  with 
cysteine  and  four  of  twenty-four  rabbits  did 
become  slightly  resistant.  So  far,  then,  ef- 
forts to  simulate  insulin  resistance  by  im- 
munizing animals  have  been  less  than  satis- 
factory. 

When  the  problem  is  approached  differ- 
ently and  an  effort  made  to  demonstrate 
insulin  neutralizing  substances  in  the  serum 
of  resistant  patients,  the  difficulty  is  in 
working  quantitatively  with  the  minute 
amounts  of  insulin  involved.  Attempts  to 
demonstrate  neutralization  of  quantities  of 
insulin  within  the  range  of  the  usual  bio- 
assay have  been  unconvincing.  Recently, 
however,  the  exploitation3  of  a method  capa- 
ble of  discerning  the  presence  of  1/20  of 
a milli-unit  has  begun.  The  method  involves 
the  preparation  and  maintenance  of  rats 
which  are  alloxan  diabetic,  hypophysectom- 
ized  and  adrenalectomized.  Not  only  did 
the  serum  of  two  insulin  resistant  patients 
contain  insulin  neutralizing  substances  but 
so  did  the  serum  from  untreated  diabetics. 
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The  administration  of  insulin  led  to  the  dis- 
appearance of  the  insulin  antagonist  in  the 
latter  group.  While  the  work  has  not  been 
verified  it  appears  to  be  most  careful.  The 
technique  is  difficult  and  laborious  but 
surely  many  groups  will  adopt  it  and  study 
not  only  insulin  resistance  but  the  question 
of  the  pathogenesis  of  diabetes  as  well. 

DR.  J.  W.  KYLE:  Dr.  Lipscomb,  could  the 
elevated  fasting  absolute  eosinophil  count 
be  attributed  to  allergy? 

DR.  ALYS  LIPSCOMB:  I think  that  the 
eosinophil  count  is  consistent  with  an  al- 
lergic diathiasis.  I have  been  interested  in 
the  correlation  between  routine  100  WBC 
differential  counts  and  absolute  eosinophil 
counts. 

DR.  H.  S.  TACKET:  A recent  effort  to  ob- 
serve the  correlation  of  eosinophil  counts  by 
the  direct  method  and  from  the  differential 
count  on  the  blood  smear  has  been  reported. 
If  a sufficient  number  of  cells  are  counted 
on  the  smear,  about  800,  there  is  good  cor- 
relation between  the  two  methods.4 

If  there  is  an  antigen-antibody  reaction  in- 
volved, would  not  cortisone  be  worth  try- 
ing? 


DR.  B.  J.  GENDEL:  I would  favor  trying 
it.  The  situation  may  be  somewhat  anal- 
ogous to  that  in  acquired  hemolytic  anemia 
in  which  apparently  Cortisone  blocks  an 
antigen-antibody  reaction  that  ordinarly  is 
o.  k.  for  the  hemolysis.  Although  Cortisone 
is  said  to  be  contraindicated  in  patients  with 
diabetes,  in  a few  cases  in  our  experience  we 
have  had  little  difficulty.  Of  course  close 
observation  is  necessary. 

DR.  STERN:  Our  time  is  up.  I should  like 
to  thank  those  who  have  participated  in  the 
discussion. 
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The  Care  of  Hand  Injuries:  VII  Traumatic  Am- 
putations, Bull,  of  the  Committee  on  Trauma  of 
the  American  College  of  Surgeons. 

Cutting,  tearing,  or  crushing  injuries  may  result 
in  the  loss  of  part  of  the  hand.  There  are  almost 
invariably  open  fractures  of  one  or  more  bones 
as  well  as  associated  injuries  of  other  parts  of  the 
hand,  the  treatment  of  such  traumatic  amputa- 
tions is  carried  out  on  the  same  basis  as  the  treat- 
ment of  other  hand  injuries.  The  end  to  be 
achieved  is  to  return  maximum  function  to  the 
best  possible  hand  at  the  earliest  practical  date. 

Initial  First  Aid:  As  described  in  earlier  bulle- 
tins should  be  done  with  emphasis  on  retaining  all 
tissue  that  may  be  viable.  Definitive  therapy 
should  not  include  reamputation  initially  with  as- 
sociated sacrifice  of  length  of  digit.  It  should 
include  light  approximation  of  partially  severed 


digits  with  skin  sutures,  appropriate  reduction  and 
splinting  of  fractures  and  dislocations,  with  added 
pressure  dressing.  Tetanus  toxoid  or  antitoxin, 
and  antibiotics  should  be  given  as  needed. 

Subsequent  Care:  The  wounds  should  be  dressed 
as  needed  in  the  presence  of  infection,  otherwise 
they  should  be  left  undisturbed  for  7-10  days  until 
grafts  or  initial  closures  have  time  to  heal.  The 
immobilization  of  fractures  should  be  continued  as 
described  in  Bulletin  VI.  Denuded  areas  should 
be  covered  at  the  time  of  the  first  dressing  with 
appropriate  grafts.  After  healing  is  complete, 
further  therapy  should  be  designed  to  (1)  restore 
function  by  exercise  and  occupational  therapy, 
(2)  reconstruct  the  hand  remnant  into  the  most 
useful  possible  pattern,  or  (3)  prepare  the  stump 
for  prosthesis.  (Abstracted  by  Benjamin  F.  Byrd, 
Jr.,  M.D..  Nashville.) 
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John  Gaston  Hospital* 


History:  F.  P.,  a 42  year  old  white  painter,  was 
first  admitted  to  the  John  Gaston  Hospital  in  Octo- 
ber, 1942,  when  he  presented  a characteristic  clini- 
cal picture  of  chronic  gouty  arthritis.  He  related 
that  his  illness  began  at  the  age  of  seventeen  years 
with  sudden  development  of  acute  inflammation 
of  the  right  great  toe.  This  was  followed  two  years 
later  by  a similar  process  in  the  left  great  toe.  In 
both  instances  the  lesions  were  incised  and  crystal- 
lin  material  removed.  At  the  age  of  about  twenty- 
one  years  he  experienced  onset  of  chronic,  recur- 
rent features  of  the  disease,  which  became  steadily 
progressive  in  nature.  Remissions  and  exacerba- 
tions of  articular  pain  and  swelling,  tophaceous 
lesions  with  spontaneous  drainage  and  ulcerations 
of  the  skin,  and  gradual  contractures  of  the  fingers 
and  left  knee  characterized  his  course,  which  at 
times  assumed  an  almost  cyclic  pattern. 

Associated  irregularly  with  appearance  of  the 
lesions  were  symptoms  of  nausea,  vomiting,  fever, 
chills  and  occasional  short  periods  of  delirium. 
The  patient  stated  that  he  would  become  bed- 
ridden for  a few  months  until  his  symptoms  abated 
gradually  and  he  became  ambulatory  again,  only 
to  be  forced  to  take  to  his  bed  again  several  months 
later  when  the  disease  exacerbated.  He  alleged 
that  he  had  recovered  uric  acid  crystals  from  his 
urine,  which  frequently  had  a milky  appearance. 

Except  for  minor  unrelated  illnesses,  his  past 
history  was  not  otherwise  unusual.  There  was  no 
definite  family  history  of  gout,  although  a maternal 
aunt  had  deforming  arthritis  of  unknown  type. 

Physical  examination  revealed  positive  findings 
of: — perforated  left  ear  drum;  carious  teeth  with 
gingivitis;  atrophic  right  testicle;  contraction  de- 
formities of  all  fingers  and  the  left  knee;  reddish- 
purple  discoloration  of  the  skin  about  the  hands, 
feet,  anterior  tibial  areas  of  the  legs,  and  knees; 
raised  weeping  lesions  over  the  hands,  feet,  and 
anterior  tibial  surfaces;  many  raised,  mobile  nod- 
ules over  the  extremities;  a few  non-tender  axil- 
lary, epitrochlear,  and  inguinal  lymph  nodes. 

Laboratory  studies  revealed  a mild  anemia, 
normal  WBC  count  and  blood  smear,  acid  urine 
with  specific  gravity  1.018,  blood  uric  acid  14.3 
mg.  %>,  blood  urea  nitrogen  25  mg.  %,  and  negative 
serology  for  syphilis.  Further  blood  uric  acid 
determinations  were  11.4  and  8.6  mg.  %.  X-ray 
studies  showed  marked  joint  destruction  and  hy- 
pertrophic changes. 

The  patient  remained  in  the  hospital  for  two 
weeks  and  was  discharged  unimproved.  He  was 
next  seen  in  March,  1950,  when  he  was  admitted 
to  the  hospital  for  investigation  of  the  effects  of 
cortisone  on  his  disease.  At  that  time,  he  had 


*From  the  John  Gaston  Hospital  and  University 
of  Tennessee  College  of  Medicine,  Memphis,  Tenn. 


been  bed-ridden  for  a few  months  and  was  ex- 
periencing moderately  severe  pain.  He  demon- 
strated the  deformities  noted  above  as  well  as 
further  deformities  of  the  hands,  feet  and  knees. 
Scattered  tophi  were  seen  with  trophic  skin 
changes  over  many  of  these  and  some  areas  of 
ulceration  of  the  skin. 

Pre-cortisone  therapy  laboratory  studies  were 
extensive  and  included  the  following  findings: 
March  24.  Urine — pH  4.5,  sp.  gr.  1.006,  protein 
a trace,  2 RBC/HPF 
Blood — RBC  count  3.68  million/cu. 

mm.;  Hgb.  12  Gm.;  WBC 
count  12,200/cu.mm.;  PCV  34 
vols.  %;  sed.  rate  1.5  mm./ 
min.  (corrected);  blood  smear 
not  unusual  except  for  80  per 
cent  polys  and  13  per  cent 
lymphocytes. 

March  25.  Smear  from  tophus  of  ear  showed 
sodium  biurate  crystals.  PSP — 30% 
total  excretion. 

March  26.  Urine  cone,  test  1.011  maximum  sp. 

gr.;  blood  uric  acid  8.8  mg.  %;  blood 
NPN  74  mg.  %;  total  serum  proteins 
6.3  Gm.  % with  an  A/G  ratio  of 
4. 6/1. 7. 

March  29.  Serum  alkaline  phosphatase  2.3  units; 

serum  calcium  9.6  mg.  per  cent. 
March  30.  BUN  47  mg.  %;  urea  clearance  (1) 
21  cc./min.  and  (2)  19  cc./min. 

April  4.  Renal  hemodynamics:  renal  plasma 
flow  24.7  per  cent  of  normal;  glom- 
erular filtration  rate  22.3  per  cent  of 
normal;  and  maximal  tubular  excre- 
tory capacity  22.9  per  cent  of  normal. 
April  10.  Blood:  fasting  sugar  100  mg.  %;  NPN 
98  mg.  %;  uric  acid  9.0  mg. 
%;  TSP  5.7  Gm.  % with  an 
A/G  ratio  of  4.0/1.7. 

April  12.  24  hr.  urine:  volume  1820  cc.;  creat- 

inine 1.12  Gm./24  hrs.; 
uric  acid  0.67  Gm./24 
hrs. 

Urological  investigation  further  revealed  evi- 
dence of  a mild  cystotrigonitis.  Retrograde  pyelo- 
grams  were  normal,  but  I.V.  pyelograms  showed 
inadequate  filling.  Skeletal  survey  by  X-ray  dem- 
onstrated changes  characteristic  of  gouty  arthritis. 

Administration  of  Cortisone  was  begun  April  14, 
1950  and  continued  for  approximately  3 months, 
relatively  large  doses  being  given  for  2 months 
followed  by  a gradual  reduction  to  cessation  over 
the  last  month.  The  patient  claimed  that  he  ex- 
perienced relief  of  pain  within  2 hours  after  the 
first  injection  (300  mg.).  Thereafter  symptoms 
and  signs  gradually  improved,  chiefly  there  was  in- 
creased mobility  of  all  joints.  He  became  ambula- 
tory on  the  seventh  day  of  “treatment.” 

A multitude  of  laboratory  determinations,  the 
results  of  which  occupy  eighteen  pages  of  the 
hospital  record,  were  done  during  the  remainder 
of  his  hospital  course.  A summary  of  some  of 
these  observations  revealed  that:  (1)  the  sedimen- 
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tation  rate  gradually  fell  to  a low  of  0.4  mm./min. 
(corrected)  during  the  second  month  of  Cortisone 
administration,  rising  slowly  thereafter;  (2)  the 
RBC  count,  Hgb.,  and  WBC  counts  showed  insig- 
nificant changes,  a mild  anemia  and  leucocytosis 
persisting;  (3)  the  blood  NPN  reached  a low  of  50 
mg.  % shortly  after  Cortisone  was  discontinued; 
(4)  the  blood  uric  acid  reached  a low  of  6.9  mg.  %, 
the  majority  of  determinations  falling  between  7 
and  9 mg.  %;  (5)  all  urinalyses  showed  features 
of  acidity,  sp.  gr.  less  than  1.010,  1 plus  to  4 plus 
proteinuria  and  occasional  RBC/HPF;  (6)  24  hour 
urine  specimens,  taken  almost  daily,  showed 
fluctuations  of  creatinine  and  uric  acid  with  gen- 
eral decrease  to  lows  of  0.86  and  0.13  Gm./24  hours, 
respectively,  during  Cortisone  administration. 

Cortisone  was  discontinued  on  July  7,  1950,  and 
the  patient  experienced  return  of  mild  pain  three 
days  later.  However,  he  remained  ambulatory  and 
was  very  cheerful  and  cooperative  at  all  times. 

Postcortisone  studies  included  the  following: 

July  24,  1950 — Renal  hemodynamics:  renal 

plasma  flow  20  per  cent  of  normal;  glomerular  fil- 
tration rate  21  per  cent  of  normal;  and  maximal 
tubular  excretory  capacity  20  per  cent  of  normal, 
July  27 — PSP  of  less  than  10%  excretion  in  all 
specimens.  July  29 — Urine  concentration  test — 
maximum  sp.  gr.  1.010. 

The  patient  was  given  increasing  doses  of  colchi- 
cine to  toxicity  on  August  1,  1950  without  relief  of 
his  pain.  He  was  discharged  five  days  later,  am- 
bulatory and  having  only  minor  symptoms. 

Follow-up  observations  in  the  OPD  from  August 
to  December,  1950,  elicited  little  change  in  the 
patient’s  general  condition.  He  remained  ambula- 
tory and  cheerful,  complaining  only  of  intermittent 
articular  pain  and  stiffness.  Spontaneous  drainage 
of  small  ulcerative  lesions  about  tophi,  especially 
of  the  fingers,  occurred  intermittently.  Labora- 
tory studies  during  this  period  revealed  the  follow- 
ing values:  blood  NPN — 62,  57,  and  80  mg.  %; 
blood  uric  acid — 7.4,  8.7,  8.4,  and  7.2  mg.  %;  PCV 
—28,  30  and  30  vols.  %;  sed.  rate — 1.1,  1.6,  3.3 
mm./min.  maximal  fall;  urine — 2 plus  protein,  oc- 
casional RBC/HPF. 

Due  to  his  plans  for  an  out-of-state  trip  to  visit 
relatives  for  several  months,  the  patient  was  dis- 
charged from  the  Clinic  in  December,  1950. 

He  was  next  seen  in  October,  1951,  when  he 
was  admitted  to  the  hospital  for  Cortisone  therapy 
at  his  request.  He  was  not  ambulatory  but  ex- 
periencing moderate  to  severe  pain.  He  was  given 
a short  course  of  Cortisone  with  prompt  relief  of 
pain.  Laboratory  investigation  yielded  the  follow- 
ing. Blood:  PCV  36  and  30  vols.  %;  RBC  count 
3.18  and  3.4  million  per  cu.  mm.;  Hgb.  11.5  and 
10.6  Gm.;  MCV  116  and  113  cu.  microns;  MCH  37 
and  32  micromicrograms;  MCHC  32  and  35.4  %; 
color  index  1.2;  WBC  count  25,150  and  22,400  per 
cu.  mm.;  large  RBC,  hyperlobulated  polys,  and 
shift  left  in  neutrophils  on  smear;  sed.  rate  62 
mm. /hr.  total  fall.  Urine:  pH  4.5,  sp.  gr.  1.008,  3 
plus  protein,  occasional  RBC  and  granular  cast  per 
HPF.  Blood:  NPN  132  mg.  %;  creatinine  4.2  mg. 


%,  uric  acid  11.4  mg.  %.  PSP  test  showed  less 
than  20  % total  excretion.  Because  of  the  find- 
ings of  macrocytic  anemia,  gastric  analysis  was 
done.  Specimens  were  negative  for  free  HC1  until 
40  minutes  after  histamine,  when  2 degrees  of  free 
acid  were  noted,  with  a total  of  3 degrees.  Bone 
marrow  aspiration  disclosed  findings  which  were 
not  diagnostic.  A plain  film  of  the  abdomen  was 
not  unusual  except  for  marked  calcification  of  the 
internal  iliac  vessels.  The  patient  was  discharged 
on  the  24th  hospital  day,  symptomatically  im- 
proved and  quite  jovial. 

On  March  1,  1952,  he  was  admitted  to  the  hos- 
pital for  the  last  time.  Little  was  known  of  his 
course  since  the  last  period  of  hospitalization. 
However,  informants  stated  that  for  several  weeks 
he  had  been  unable  to  retain  food  or  fluids  and 
had  had  a severe  diarrhea.  On  admission  he  was 
disoriented.  The  skin  was  cold  and  revealed 
evidence  of  marked  dehydration.  Blood  pressure 
was  90/60,  and  temperature  95  degrees  F.  Labora- 
tory study  done  showed  PCV  25  vols.  %,  buffy  coat 
of  3 mm.,  shift  to  left  in  neutrophils  with  hyper- 
lobulated polys  on  blood  smear. 

The  patient’s  condition  steadily  deteriorated 
during  the  next  two  days.  Temperature  rose  to 
100-101  degrees  F,,  and  blood  pressure  gradually 
dropped,  in  spite  of  more  than  1,000  cc.  whole  blood 
transfused  on  the  second  day.  He  failed  to  re- 
spond to  further  intravenous  fluids,  intravenous 
and  intramuscular  stimulants,  and  other  measures. 
He  expired  on  the  morning  of  the  third  hospital 
day.  Reports  of  final  blood  chemistry  done  on  the 
second  day  were:  NPN  153  mg.  %,  creatinine  6 
mg.  %,  and  chlorides  693  mg.  per  cent. 

DR.  BENJAMIN  R.  GENDEL:  The  dif- 

ferential diagnosis  is  of  lesser  significance 
here  because  I believe  that  the  diagnosis  is 
obvious — the  patient  had  gout.  I believe 
that  more  can  be  gained  by  discussing  some 
of  the  important  aspects  of  this  disease  in 
relation  to  this  patient.  To  begin  with,  the 
patient  was  a male  and  this  is  consistent  with 
the  fact  that  over  90  per  cent  of  the  cases 
are  males.  Gout  is  a disease  of  the  older 
male,  over  40  years  of  age,  and  this  patient 
was  42  years  of  age.  However,  it  is  note- 
worthy that  his  disease  began  at  the  age  of 
17  which  is  unusual.  When  gout  does  have 
its  onset  at  this  young  age,  it  is  indicative 
of  a poor  prognosis.  It  is  axiomatic  that  the 
younger  the  patient  at  the  onset  of  gout,  the 
more  severe  is  the  disease  and  this  was 
borne  out  in  this  case.  Another  point  which 
might  be  mentioned  is  that  the  patient  was 
a painter.  In  the  United  States  little  stress 
is  laid  on  the  occupation  of  patients  with 
gout.  In  the  older  reports  from  England  the 
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association  of  gout  with  painters  and  ex- 
posure to  lead  was  often  mentioned.  How- 
ever, the  onset  of  the  disease  in  this  patient 
was  at  the  age  of  seventeen,  probably  before 
he  became  a painter.  We  note  that  the  dis- 
ease began  as  a sudden  inflammation  of  the 
right  great  toe,  starting  at  2:00  or  3:00  A.M. 
An  onset  of  this  type  in  the  early  morning 
hours  is  characteristic  of  gout.  The  pain 
rapidly  increases  in  severity  with  a cres- 
cendo quality  in  contrast  to  the  slower  de- 
velopment of  rheumatoid  arthritis.  The  foot 
was  described  as  red  and  purple  in  color.  In 
contrast  to  this,  the  joint  of  rheumatoid  ar- 
thritis is  usually  white  or  bluish-white  and 
without  inflammatory  appearance.  The 
initial  process  was  considered  to  be  a celluli- 
tis and  an  incision  and  drainage  was  done 
but  no  suppuration  was  observed.  This  is 
often  the  initial  history  in  gout,  an  interpre- 
tation that  cellulitis  is  probably  present. 
This  patient  had  tophi  which  occur  in  over 
fifty  per  cent  of  the  cases  of  gout  and  may 
occur  on  the  ears,  olecranon  bursae,  hands 
and  feet  as  they  did  in  this  patient.  I must 
confess  that  I saw  this  patient  last  October 
and  as  I recall  he  had  tophi  widely  dissemi- 
nated over  his  body.  In  fact,  it  looked  as 
though  his  tophi  had  tophi.  In  some  cases, 
tophi  may  occur  in  the  internal  organs  such 
as  the  heart,  but  this  is  a great  rarity. 

The  patient  had  chills  and  fever  and  a 
short  period  of  delirium.  Constitutional 
symptoms  are  generally  absent  or  mild.  In 
an  occasional  instance  there  may  be  chills 
and  fever  simulating  a suppurative  arthritis. 
Uric  acid  calculi  occur  in  about  10  to  20  per 
cent  of  patients  with  gout  and  in  some  cases 
stones  may  be  passed.  We  may  suspect  that 
the  cloudy  urine  might  have  been  related  to 
the  passage  of  uric  acid.  The  cloudy  urine 
could  have  represented  sand  or  calculi  or 
the  presence  of  these  could  have  resulted  in 
secondary  infection  of  the  urinary  tract. 

This  patient  did  not  have  a family  history 
of  gout.  Only  10  to  20  per  cent  of  cases  in 
this  country  show  a positive  family  history. 
In  contrast,  in  England  22  to  81  per  cent  of 
cases  show  a positive  family  history.  Recent 
studies  have  shown  a significant  incidence  of 
asymptomatic  hyperuricemia  in  relatives  of 
gouty  patients.  It  is  then  of  some  practical 
importance  to  examine  other  members  of 


the  family  of  patients  with  gout  as  a case- 
finding method.  The  X-ray  examination 
showed  evidence  of  wide  spread  involve- 
ment, involving  even  the  sacro-iliac  joints. 
It  is  the  opinion  of  many  authorities  that 
gout  spares  the  sacro-iliac  joints  and  that  if 
these  joints  are  involved  the  patient  has  con- 
comitant rheumatoid  spondylitis.  We  must 
remember  that  rheumatoid  arthritis  may  oc- 
cur with  gout,  concomitantly. 

There  is  little  doubt  that  the  lesions  in  the 
ears  and  elsewhere  are  tophi,  not  only  from 
the  gross  appearance  but  by  the  confirmation 
of  finding  sodium  biurate  crystals  micro- 
scopically. The  existence  of  a tophus  may 
be  confirmed  either  by  the  finding  of  these 
crystals  obtained  by  scraping  the  lesion  or 
by  a positive  murexide  test.  In  questionable 
instances  this  must  be  done  occasionally.  It 
is  interesting  that  we  have  seen  one  case 
referred  because  of  a tophus  on  the  ear.  It 
actually  proved  to  be  a basal  cell  carcinoma. 
The  biurate  crystals  are  fine,  needle-like 
structures  and  may  be  obtained  by  scraping 
the  suspected  lesion.  They  give  a positive 
murexide  reaction. 

The  patient  was  treated  with  Cortisone 
with  some  relief  of  pain  and  reduction  of  the 
sedimentation  rate  accompanied  by  other 
evidences  of  improvement.  Since  gout  is  a 
recurrent  disease,  this  might  have  been 
coincidental  but  it  is  probable  that  the 
patient  actually  had  some  improvement  on 
Cortisone. 

In  1950  the  patient  was  found  to  have  a 
macrocytic  anemia  with  increased  MCH  and 
MCV  of  113  to  116  cubic  micra.  The  ques- 
tion arises  as  to  whether  the  patient  also  had 
pernicious  anemia.  The  gastric  analysis 
showed  2 or  3 of  free  HC1.  The  amount 
was  so  small  that  one  wonders  about  it. 
The  presence  of  free  HC1  for  all  practical 
purposes  would  rule  out  the  diagnosis  of 
pernicious  anemia.  The  leucocyte  count  was 
25,000  which  is  unusual  for  pernicious 
anemia.  The  hyperlobulated  polymorpho- 
nuclear cells  do  occur  in  pernicious  anemia, 
but  they  are  not  specific.  The  bone  marrow 
was  “not  diagnostic”  and  this  argues  against 
pernicious  anemia.  However,  one  cannot  be 
positive  about  pernicious  anemia  in  this  case 
without  an  actual  assay  for  intrinsic  factor 
which  was  not  done.  The  anemia  rnignt  be 
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attributed  to  the  azotemia  but  usually  a 
normocytic  or  microcytic  anemia  results. 
The  anemia  of  uremia  is  of  complex  etiologic 
nature  and  may  be  attributed  to  the  achlor- 
hydria which  is  common,  the  inanition  from 
anorexia,  nausea  and  vomiting  and  the  long 
continued  blood  loss  from  hematuria.  Some 
attribute  it  to  a toxic  depression  of  the 
bone  marrow.  It  is  possible  that  the  anemia 
might  have  been  due  to  a combination  of 
uremia  and  nutritional  deficiency. 

We  now  come  to  the  problem  of  the  rela- 
tion of  gout  to  the  renal  disease.  This  rela- 
tionship has  been  known  since  antiquity. 
Urates  are  deposited  in  the  renal  cortex  and 
medulla  and  with  the  resulting  interstitial 
nephritis  one  is  apt  to  find  hypertensive 
cardiovascular  disease.  In  many  cases  there 
is  superimposed  pyelonephritis.  We  also 
note  that  X-ray  studies  showed  arterioscle- 
rosis of  the  iliac  and  pelvic  vessels  in  this  42- 
year-old  man.  Patients  who  develop  gout 
especially  early  in  life  as  this  man,  are  bio- 
logically much  older  than  their  chronologic 
age  and  one  may  see  premature  arterioscle- 
rosis, as  was  the  case  here. 

Dr.  Gendel’s  diagnoses: 

1.  Chronic  gouty  arthritis  with  tophi 

2.  Chronic  interstitial  nephritis  second- 
ary to  gout 

3.  Anemia  secondary  to: 

a.  Uremia 

b.  Nutritional  deficiency 

DR.  R.  P.  HENDERSON  (Discussion  of  X- 

ray  Findings) 

This  case  represents  a very  classical  one  of 
far-advanced  chronic  gouty  arthritis,  with 
its  late  sequellae  and  complications.  The 
findings  of  calcium  urate  crystals  in  the 
joints,  periarticular  tissues  and  synovial 
membranes  are  pathognomonic  of  gout. 
These  X-rays  show  a marked  amount  of  cal- 
cium urate  crystals  within  and  surrounding 
every  peripheral  joint.  The  bursae  are  all 
filled  with  these  crystals.  There  are  also 
deposits  noted  in  the  subcutaneous  tissues  of 
the  forearm.  The  bone  and  joint  changes 
are  due  to  the  urate  crystals  being  deposited 
within  and  around  the  joint.  The  tophi, 
which  are  localized  collections  of  the  crys- 
tals, cause  bone  destruction  by  pressure 
necrosis.  The  cartilage  of  the  joint  is  des- 
troyed because  of  the  structural  weakness  of 


the  cartilage  when  infiltrated  with  the  urate 
crystals.  The  subarticular  bone  is  then  dam- 
aged when  the  protection  of  the  cartilage  is 
gone.  This  causes  subarticular  cystic 
changes,  fibrous  and  bony  ankylosis.  You 
will  note  in  these  X-rays  that  the  hands  and 
feet  show  a marked  flexion  deformity  and 
the  carpals  and  tarsals  show  a bony  ankylo- 
sis. The  metacarpal  phalangeal  and  inter- 
phalangeal  joints  show  a marked  amount  of 
destruction  of  the  joints  and  the  feet  show  a 
like  process. 

Of  unusual  interest  in  this  case  is  the  sub- 
articular bone  destruction  of  the  sacro- 
iliacs  which  could  not  be  differentiated  from 
rheumatoid  arthritis  on  the  X-ray  examina- 
tions. Another  finding  of  interest  is  the 
complete  destruction  of  the  ungual  tuft  of 
the  right  great  toe.  This  phenomena  is  that 
seen  in  peripheral  vascular  constricting  dis- 
eases and  it  may  be  a feasible  explanation 
that  the  marked  involvement  of  the  metatar- 
sophalangeal joint  with  its  associated  soft- 
tissue  involvement  is  enough  to  cause  the 
vascular  constriction.  However,  it  is  seen 
that  this  patient  also  has  a marked  amount 
of  calcification  in  the  peripheral  arteries, 
which  is  very  uncommon  in  a patient  in  this 
age  group. 

The  differential  diagnosis  would  include 
both  a rheumatoid  arthritis,  and  occasionally 
an  osteo-arthritis.  Of  coui’se,  neither  of 
these  conditions  have  the  calcium  urate  de- 
posits surrounding  the  joints  and  in  the  soft 
tissues.  You  will  also  notice  that  these 
bones  show  no  evidence  of  osteoporosis, 
which  is  generally  seen  with  rheumatoid 
arthritis.  Furthermore,  gout  generally 
causes  a generalized  subarticular  bone  des- 
truction of  the  whole  joint,  while  rheu- 
matoid arthritis  has  more  of  a tendency  to 
cause  a marginal  subarticular  bone  destruc- 
tion. In  osteo-arthritis  there  is  a destruction 
of  the  cartilage,  and  with  this  a wear-and- 
tear  process  which  causes  the  sclerosis  and 
osteophytic  lipping  so  frequently  seen. 
Gout  is  very  similar  to  this  in  that  there  is  a 
destruction  of  the  cartilage,  but  in  gout  the 
changes  are  much  more  severe  and  there  is 
a tendency  toward  a more  widespread  in- 
volvement. In  gout,  the  destruction  is  more 
complete  without  as  much  sclerosis.  There- 
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fore,  the  X-ray  opinion  is  that  of  a chronic 
gouty  arthritis. 

DR.  RUSSELL  S.  JONES,  M.D.  (Discussion 
of  Pathologic  Findings) 

Pathologic  diagnoses: 

I.  Grouty  arthritis  with — a.  Extensive 
tophi,  b.  Deformities  of  hands  and  feet,  c. 
Deposition  of  urate  crystals  in  the  kidney 

II.  Amyloidosis  of  the  spleen,  adrenals  and 
kidney,  and  small  vessels  of  liver,  pancreas 
and  urinary  bladder 

III.  Generalized  atherosclerosis. 

The  outstanding  feature  of  this  case  is  the 
unusual  association  of  gout  with  amyloido- 
sis. The  gout  is  of  many  years’  duration  and 
most  severe.  It  has  produced  contractures 
and  deformities  of  the  hands  and  feet;  there 
are  areas  of  ulceration  associated  with  the 
tophi  about  the  knees,  wrists,  and  ankles. 
Dr.  Henderson  has  already  reviewed  the 
areas  in  which  the  lesions  have  occurred. 
At  autopsy  we  see  readily  the  tophi  or  urate 
deposits  with  their  chalky  gross  appearance 
about  the  sternoclavicular  joints,  the  shoul- 
der joints  and  even  about  the  vertebra. 
Microscopically,  these  deposits  of  crystalline 
urates  are  often  surrounded  by  macrophages, 
giant  cells  and  fibrous  tissue. 

The  exact  pathogenesis  of  gout  is  un- 
known. Apparently  the  uric  acid  is  derived 
from  the  break-down  of  nuclear  protein  or 
purines,  and  the  excess  of  urates  in  gouty 
subjects  has  been  thought  to  be  due  to  the 
faulty  excretion  or  the  diminished  destruc- 
tion of  urates.  Other  theories  include  the 
abnormal  renal  insensitivity  to  urates,  some 
type  of  allergic  reaction  to  proteins,  or  some 
disturbance  in  the  pituitary-adrenal  axis. 
Gouty  patients  have  four  to  fifteen  times 
the  quantity  of  uric  acid  available  for  cir- 
culation, or  as  it  is  termed,  “in  the  miscible 
pool.”  Benedict,  Foi'sham,  and  Stetten,  us- 
ing isotopic  uric  acid,  found  that  there  was 
an  inter-change  of  the  urates  into  and  from 
their  sites  of  deposit  in  tophi;  the  urates  may 
be  taken  up  from  a deposit  and  later  re- 
deposited. 

The  gouty  nephritis  has  been  stated  to  oc- 
cur in  from  ten  to  thirty  per  cent  of  the 
cases.  Renal  failure  and  death  may  result 
therefrom.  The  primary  renal  damage  is 
attributed  to  the  associated  arteriosclerosis 
rather  than  to  the  obstruction  of  the  renal 


A.  The  contracture-deformities  of  the  hands  are 
associated  with  a few  small  tophi  and  one  area  of 
ulceration. 

B.  The  juncture  of  the  cortex  with  the  pyramid 
presents  many  retractile  urate  crystals  seen  as  the 
lighter  areas.  The  parallel  medullary  markings 
are  quite  distinct.  (Each  of  the  divisions  of  the 
ruler  represents  1 millimeter.) 

C.  High-power  view  of  the  hyalinized  renal 
glomerulus  and  one  of  its  arterioles  shows  the 
amyloid  material  by  its  darker  shade  (from  a 
Congo  Red  stain.)  This  suggests  that  the  amyloid 
preceded  the  hyalinization. 

tubules  by  the  urates.  The  stasis  in  the 
tubules  obstructed  by  the  crystals  and  by 
scarred  renal  parenchyma  predisposes  to 
pyelonephritis.  In  our  case  we  do  have 
evidence  of  urate  deposition  in  the  kidneys. 
About  the  groups  of  crystals  are  giant  cells 
and  some  chronic  inflammation  in  the  ad- 
joining interstitial  tissue.  The  latter  can- 
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not  be  ascribed  to  a subacute  or  chronic 
pyelonephritis.  The  pelves  and  the  calices  of 
the  kidney  are  free  of  inflammation.  The 
kidneys  are  reduced  in  size,  weighing  about 
90  grams  each.  The  cortex  varies  in  thick- 
ness, and  shows  a considerable  induction  in 
the  usual  markings,  with  a yellow,  mottled 
appearance.  In  contrast  to  the  cortex,  the 
medullary  markings  are  rather  distinct.  At 
the  medullary-cortical  juncture  the  little 
yellowish  crystalline  structures  are  quite 
numerous.  The  marked  scarring  of  the 
renal  cortex  is  due  to  fibrosis  and  amyloido- 
sis. The  amyloid  not  only  involves  the 
larger  vessels  but  also  is  noted  extensively 
in  the  arterioles  and  in  the  glomeruli.  One 
wonders  whether  or  not  there  might  have 
been  some  antecedent  scarring  prior  to  the 
amyloidosis  or  whether  the  amyloidosis  in- 
volving vessels  could  have  led  to  hyaliniza- 
tion  in  the  areas  which  they  supplied.  By 
use  of  the  congo  red  stain  one  may  see  that 
considerable  amyloid  is  present,  even  in  the 
old  hyalinized  glomeruli  of  markedly  re- 
duced size.  This  suggests,  therefore,  that 
the  amyloid  process  has  at  least  occurred 
during  the  time  of  the  scarring  and  is  not 
a secondary  deposit  in  the  areas  of  fibrosis. 
The  involvement  of  arterioles,  veins,  and 
arteries  is  fairly  common  in  amyloidosis  and 
the  association  of  hyaline  scarring  about 
amyloid  deposits  in  the  glomeruli  is  at- 
tributed to  the  effects  of  decreased  blood 
supply.  Many  of  the  remaining  glomeruli 
which  are  not  scarred  show  the  various 
stages  of  the  deposition  of  amyloid  about 
their  capillary  loops. 

The  amyloidosis  can  be  classified  as  paren- 
chymatous, or  of  a secondary  type.  It  in- 
volves the  spleen,  which  weighs  550  Gm. 
and  is  very  firm  and  cartilagenous  in  con- 
sistency. Microscopically,  amyloid  almost 
completely  obscures  all  the  pre-existing 
structures  except  the  larger  vessels  and  a 
few  remnants  of  Malphigan  bodies.  Con- 
siderable amyloid  is  noted  in  the  adrenal, 
where  it  involves  vessels,  but  is  especially 
prominent  about  the  cortical  sinusoids. 
There  is  atrophy  and  complete  disappear- 
ance of  many  of  the  cortical  cells.  The  liver 
is  entirely  free  of  amyloid  except  for  in- 
volvement of  the  small  arteries  and  arte- 
rioles. There  is  some  amyloid  also  about 


the  smooth  muscle  of  the  urinary  bladder 
and  in  the  smaller  vessels  of  this  region.  The 
pancreas  is  unaltered  except  for  the  amy- 
loidosis of  the  smaller  arteries  and  arte- 
rioles. 

To  explain  the  way  in  which  the  gout 
might  lead  to  amyloidosis  is  almost  as  diffi- 
cult as  explaining  the  gout  itself.  There  is 
no  known  association  between  gout  and  amy- 
loidosis such  as  there  is  between  chronic 
infections  or  rheumatoid  arthritis  and  amy- 
loidosis. There  is,  however,  an  association 
between  gout  and  rheumatoid  arthritis,  and 
perhaps  we  may  have  an  indirect  relation- 
ship between  gout  and  amyloidosis  It  is  also 
possible  that  the  therapeutic  procedures  may 
have  an  additional  influence,  giving  rise  to 
new  associations  and  relationships.  Corti- 
sone might  be  implicated,  since  it  does  effect 
connective  tissue  metabolism,  but  clinically 
there  is  much  to  suggest  that  the  amyloidosis 
may  have  preceded  the  actual  administration 
of  Cortisone;  while  there  was  only  a trace  of 
protein  in  the  urine  prior  to  his  Cortisone 
therapy,  the  maximum  specific  gravity  on  a 
urine  concentration  test  was  1.011,  the  blood 
NPN  was  74  mg.  per  cent,  and  the  renal 
plasma  flow,  glomerular  filtration  and  max- 
imal tubular  excretory  capacity  were  all  re- 
duced. It  has  been  stated  that  as  amyloid  is 
being  deposited,  the  previous  hyperglobu- 
linemia  may  return  to  normal  limits;  other- 
wise, the  lack  of  an  elevated  globulin  and 
of  any  appreciable  albuminuria  is  somewhat 
against  amyloidosis  being  present  in  1950. 
The  microsections  show  amyloid  in  the  cen- 
tral portion  of  hyalinization  in  glomeruli, 
indicating  the  amyloid  was  present  prior  to 
the  scarring  and  is  the  primary  cause  of  the 
renal  insufficiency.  It  is  of  interest  that  dur- 
ing the  hospitalization  the  NPN  reached  a 
low  of  50  mg.  per  cent  shortly  after  the  Cor- 
tisone was  discontinued,  suggesting  that 
there  might  have  been  some  renal  improve- 
ment during  this  time,  instead  of  an  advance 
of  the  amyloidosis.  From  this  time  on  we 
have  evidences  of  more  protein  in  the  urine 
and  of  increasing  anemia.  We  note  that 
terminally  his  blood  pressure  was  90/60, 
temperature  95°  F,  and  that  he  was  dis- 
oriented and  had  a severe  diarrhea.  It 
would  seem  that  his  death  is  actually  due  to 
a number  of  factors,  arising  from  the  gout 
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and  amyloid  nephrosis,  such  as  the  increas- 
ing NPN,  disturbances  in  the  acid  base  bal- 
ance, and  the  anemia. 

DR.  FRANK  TULLIS:  In  the  few  remain- 
ing moments,  I wonder  if  Dr.  Gendel  would 
like  to  discuss  some  additional  clinical  as- 
pects. I think  the  treatment  of  gout  is  perti- 
nent. 

DR.  B.  GENDEL:  My  discussion  thus  far 
has  dealt  with  a severe  case  of  chronic  gouty 
arthritis.  I have  not  covered  the  more  com- 
mon clinical  problem  of  the  milder  case. 
From  the  standpoint  of  treatment  it  is  neces- 
sary to  divide  gout  into  several  stages.  We 
might  divide  the  stages  of  gout  into  the 
acute  episode,  the  interval  stage  and  the 
chronic  gouty  arthritis.  In  the  acute  epi- 
sode, bed  rest  will  be  necessary,  but  the 
patient  will  be  in  such  pain  that  he  will  be 
in  bed  in  any  case.  A low  purine  diet  should 
be  instituted.  Of  the  drugs,  the  old  reliable 
colchicine  is  very  effective.  It  is  adminis- 
tered in  a dose  of  0.5  mg.  every  hour  until 
the  patient  obtains  relief  or  until  the  patient 
develops  toxicity  with  nausea,  vomiting,  and 
diarrhea.  About  10  to  14  doses  are  usually 
required  for  relief,  but  this  is  quite  variable, 
and  some  may  need  an  extraordinary 
amount.  A good  response  is  obtained  in  95 
per  cent  of  the  cases.  More  recently,  ACTH 
and  Cortisone  have  been  used  and  much  em- 
phasis is  on  these  drugs  at  present.  ACTH 
is  often  effective  but  at  times  proves  in- 
effectual. One  hundred  to  two  hundred  mil- 
ligrams is  usually  given  in  divided  doses. 
When  given  alone,  the  acute  gout  is  usually 
relieved  promptly  but  there  is  a relapse  in 


72  to  96  hours.  This  may  be  obviated  by 
concomitant  administration  of  colchicine. 
My  experience  with  Cortisone  has  been 
limited  and  my  first  choice  would  be  colchi- 
cine and  then  ACTH  combined  with  colchi- 
cine. 

Benemid,  a uric  acid-excreting  drug,  is 
being  investigated  at  present,  and  it  is  hoped 
that  it  will  live  up  to  the  present  expecta- 
tions. The  English  workers  consider  it  the 
best  uricosuric  drug.  It  is  even  stated  to 
mobilize  the  uric  acid  in  tophi,  decreasing 
their  size.  Incidentally,  salicylates  also  in- 
crease the  excretion  of  urates,  but  do  very 
little  actual  good  in  gout  from  a curative 
point  of  view.  In  chronic  cases  it  may  be 
advisable  to  remove  the  more  painful  tophi 
surgically,  and  surgery  also  has  some  appli- 
cation in  prevention  of  deformities,  to  treat 
some  of  the  discharging,  ulcerating  masses, 
or  for  cosmetic  reasons. 

Therapy  is  directed  toward  prevention  of 
attacks  between  acute  episodes.  A more 
liberal  low  purine  diet  is  beneficial.  Colchi- 
cine or  some  uricosuric  drug,  such  as  a sal- 
icylate, 0.6  Gm.  three  times  daily  given  two 
to  three  times  per  week,  may  be  used.  The 
selection  of  the  drug  for  the  interval  case 
is  a matter  of  personal  preference. 

References 

Benedict,  J.  D.,  Forsham,  P.  H.  and  Stetten,  De 
Witt:  The  Metabolism  of  Uric  Acid  in  the  Normal 
and  Gouty  Human  Studied  with  the  Aid  of  Iso- 
topic Uric  Acid,  J.  Biol.  Chem.,  181:183,  1949. 

Talbot,  J.  H.:  The  Diversity  of  Gouty  Arthritis 
and  Its  Complications,  Ann.  Int.  Med.,  31:355,  1949. 

Brown,  J.  and  Mallory,  G.  K.:  Renal  Changes  in 
Gout,  New  Eng.  J.  Med.,  243:325,  1950. 


July,  1952 


287 


The  President's  Page 


THE  UNSELFISH  APPROACH  TO  THE  VETERAN'S  PROBLEM 


Dr.  Harrison  H. 
Shoulders  believes 
that  the  world  be- 
longs to  the  dis- 
content. He  sym- 
bolizes the  scien- 
tific man  who  is 
never  satisfied  with 
results  of  the  mo- 
ment, the  man  who 
knows  that  more 
can  be  accomplished;  the  man  who  is  de- 
termined to  help  with  that  accomplishment. 

This  page  of  this  issue  will  be  devoted  to 
a determined  fight  Dr.  Shoulders  has  waged, 
almost  alone  at  some  stages,  to  improve  med- 
ical care  for  the  veteran,  and  to  stave  off 
federal  encroachment  on  civilian  medical 
care  of  veterans.  His  approach  to  the  prob- 
lem has  been  one  of  the  few  which  were 
devoid  ot  any  selfishness,  devoid  of  any 
arguments  slanted  toward  the  profession. 
His  interest  has  been  for  the  veteran  first, 
for  civilian  hospital  care  second,  for  the  tax- 
payers third,  and  for  the  medical  profession 
last. 

Dr.  Shoulders  began  this  fight  many,  many 
years  ago,  in  1931.  He  has  never  let  go,  and 
he  never  will,  until  the  cause  is  won.  Be- 
cause he  believes  in  a principle,  he  has  lost 
friends.  But  now,  with  victory  in  sight, 
some  of  his  bitter  enemies  in  the  fight  are 
becoming  his  friends.  It  must  be  a deep 
satisfaction  for  a man  to  convince  an  enemy 
of  the  moral  right  of  his  cause.  This,  Harri- 
son Shoulders  has  done. 

The  veteran  leader  of  organized  medicine 
— nine  years  Speaker  of  the  House  of  the 
AMA  and  its  President  in  1946-47 — has  long 


been  disturbed  by  the  Veterans  Administra- 
tion system  of  caring  for  ex-servicemen  in 
their  time  of  medical  need. 

To  recount  the  progress  made  in  the  fight 
for  The  Tennessee  Resolution  before  half  a 
dozen  conventions  of  the  AMA  would  be 
superfluous.  Physicians  of  the  entire  nation, 
much  less  those  of  Tennessee,  know  the 
painful  progress  Dr.  Shoulders  has  carved 
toward  the  goal.  He  is  hopeful  of  a final 
victory  in  the  December  session  of  the  AMA 
at  Denver. 

Dr.  Shoulders  says  the  biggest  opposition 
he  has  encountered  is  within  the  profession 
at  the  national  level.  He  says  we  are  a 
“house  divided”  on  this  vital  issue.  This,  we 
firmly  believe  to  be  true.  We  would  like  to 
ask  this  question:  Why  have  certain  leaders 
of  organized  medicine  given  lip  service  to 
the  fight  against  Socialized  Medicine  and  at 
the  same  time  compromised  the  profession  in 
the  matter  of  VA  competition  with  private 
hospitals  and  VA  mismanagement  of  vet- 
erans’ medical  benefits?  Dr.  Shoulders 
knows  the  answer  to  that  question  and  he 
has  been  persistently  broadcasting  that 
answer  to  all,  so  that  those  with  consciences 
would  hear— and  act. 

This  message,  then,  is  a belated  tribute 
to  a man  of  medicine  who  challenges  us  all 
in  one  sentence  which  he  wrote  in  one  of  his 
appeals  on  this  problem.  That  sentence 
was:  “We  can,  in  honor  fail  to  succeed.  We 
cannot,  in  honor,  fail  to  try.” 


Dr.  Smith 
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POISONING  BY  IRON 

From  our  medical  school  days  we  have 
been  under  the  impression  that  iron  salts 
are  innocuous  and  have  given  no  thought  to 
caution  patients  concerning  their  disposal  in 
the  household.  So  it  may  come  as  a shock 
to  learn  that  iron  salts  are  not  without 
danger  to  young  children.  The  curious  fact 
about  the  matter  is  that  a drug  used  for 
generations  was  not  suspected  of  being  haz- 
ardous until  only  five  years  ago.  Fatal 
poisoning  in  children  in  the  past  may  have 
masqueraded  as  other  more  common  clinical 
entities,  such  as  infectious  diarrheas  for  ex- 
ample. 

It  was  in  1947  that  attention  was  first 
called  to  the  possibility  of  toxicity  of  fer- 
rous sulphate  to  children.  The  first  reports 
of  iron  poisoning  both  fatal  and  non-fatal 
appeared  in  the  medical  literature  in  Great 
Britain.  Since  then  cases  of  intoxication 
have  been  reported  from  Sweden  and  a 
number  of  instances  from  the  United  States. 
At  the  time  an  editorial*  appeared  in  the 
Journal  of  Pediatrics  in  January  of  this  year, 


eight  fatal  and  eight  non-fatal  cases  had 
been  reported  in  the  literature.  In  the  same 
issue  appeared  two  reports  on  the  subject. 

It  could  not  be  determined  in  any  case 
just  how  many  tablets  containing  ferrous 
sulphate  had  been  ingested  by  the  children 
who  had  been  poisoned,  because  vomiting 
has  certainly  emptied  out  some  of  the  iron. 
Most  children  have  been  from  18  to  30 
months  of  age  and  thus  have  not  been  able 
to  give  any  historical  facts. 

The  main  pathologic  findings  are  edema, 
hemorrhage  and  superficial  necrosis  of  the 
mucosa  of  the  stomach  and  like  areas  even  to 
gangrene  in  the  small  bowel.  Thrombosis 
of  vessels  in  the  small  bowel  are  present. 
Central  necrosis  of  the  liver  is  no  doubt 
secondary  to  the  changes  in  the  gastro- 
intestinal tract  since  analyses  for  iron  have 
shown  no  abnormal  amounts  in  the  liver  or 
kidneys.  It  has  not  been  shown  to  be  trans- 
ported beyond  the  mesenteric  lymph  nodes. 
Congestion  and  edema  of  the  lungs  have 
occurred. 

The  clinical  picture  based  on  such  patho- 
logic findings  is  then  one  of  vomiting  of 
blood,  bloody  or  tarry  stools,  shock  and 
coma.  Symptoms  come  on  from  one  to  sev- 
eral hours  after  ingestion  and  death  has  oc- 
curred in  from  twelve  to  seventy-two  hours, 
the  late  deaths  being  due  to  pneumonia. 
Treatment  is  directed  to  combat  shock,  with 
the  use  of  plasma  and  saline  and  glucose  in- 
fusions. 

One  cannot  help  but  comment  that  on  the 
basis  of  these  pathologic  findings,  we  have 
the  answer  to  the  gastro-intestinal  irritation 
encountered  at  times  in  adults  taking  the- 
rapeutic doses  of  ferrous  sulphate. 

The  point  of  this  editorial  is  that  when  we 
prescribe  the  sweet,  pink  or  chocolate  coated 
tablets  of  iron  for  some  adult  in  a family 
with  young  children,  an  appropriate  warn- 
ing go  with  the  prescription  that  the  tablets 
be  kept  out  of  reach  of  children.  The  edi- 
torial written  for  the  Journal  of  Pediatrics 
also  points  to  the  hazards  of  a growing  cus- 
tom of  handing  out  such  tablets  to  donors  at 
blood  banks  after  the  donation  of  blood. 
Envelopes  containing  the  medication  should 
carry  a warning  regarding  toxicity  for  chil- 
dren. 


^Editorial,  Iron  Poisoning,  J.  Ped.  40:141,  1952. 


R.  H.  K. 
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An  Open  Letter  to  All  Members 

Dear  Doctor: 

Medical  science  has  advanced  to  such  a 
point  that  the  ravages  of  many  illnesses  and 
injuries  can  be  alleviated  materially  by  ef- 
fective treatment.  Commonly  that  treat- 
ment requires  the  facilities  of  a modern  hos- 
pital. 

It  seems  clear  that  every  Tennessean 
should  receive  the  benefit  of  hospitalization 
and  effective  treatment  for  acute  illnesses 
and  injuries  when  it  is  obvious  that  such 
treatment  can  help  him  materially,  regard- 
less of  whether  he  can,  at  the  time,  meet 
the  full  cost  of  that  care. 

The  General  Hospitals  of  the  state  provide 
a considerable  amount  of  such  care  to  some 
citizens  who  are  not  able  to  meet  its  full 
cost.  The  method  by  which  they  do  this 
is  to  raise  their  charges  to  those  patients  who 
can  pay  their  bills.  This  source  of  income 
is  limited,  however,  so  the  General  Hos- 
pitals are  able  to  care  for  only  a portion  of 
those  indigent  citizens  who  need  care. 

Many  citizens  of  the  state  live  in  sections 
in  which  there  are  no  fully  equipped  gen- 
eral hospitals,  and  in  most  sections  there  is 
no  provision  for  paying  the  cost  of  hospital- 
izing the  indigent  sick  who  must  go  to  hos- 
pitals outside  their  own  community. 

The  medical  profession  has  a social  re- 
sponsibility to  care  for  the  sick  and  injured 
and  it  makes  a strenuous  effort  to  discharge 
this  responsibility  regardless  of  whether  the 
patient  is  able  to  pay  for  the  care  he  needs 
or  not.  The  medical  profession,  however,  is 
powerless  to  pay  the  hospital  bills  for  indi- 
gent patients,  although  effective  treatment 
for  many  conditions  requires  the  facilities  of 
a modern  hospital. 

The  obligation  of  providing  for  the  indi- 
gent is  clearly  an  obligation  of  the  State. 
By  custom  some  aspects  of  providing  for 
the  indigent  are  delegated  to  the  counties 
and  cities  and  private  philanthropy  provides 
for  other  aspects.  Neither  of  these  facts 
diminishes  the  responsibility  of  the  State 
and  since  no  man  is  obligated  to  continue 
his  philanthropic  acts. 

At  the  present  time  the  State  makes  some 
provision  for  specialized  hospitalization, 
such  as  Tuberculosis  hospitals,  hospitals  for 
Mental  Illnesses,  for  Crippled  Children  and 


for  the  rehabilitation  of  certain  citizens.  The 
state  makes  no  provision  for  General  Hos- 
pital care  for  acute  illness  and  injuries. 

To  meet  the  needs  of  the  acutely  ill  and 
injured  for  definitive  treatment  in  General 
Hospitals,  the  medical  profession  has  pro- 
posed and  is  fully  committed  to  a seven 
point  program. 

(1)  The  members  of  the  medical  pro- 
fession will  provide  the  professional  care 
the  indigent  patients  need  without  cost  to 
the  State.  They  always  have. 

(2)  The  State  will  accept  its  moral  and 
legal  responsibility  for  the  hospitalization 
of  the  indigent  sick  and  injured  by  estab- 
lishing a program  for  paying  the  full  cost 
of  that  hospital  care,  exclusive  of  physicians’ 
fees. 

(3)  Since  counties  and  cities  were  ci'eated 
and  are  controlled  by  the  State,  the  State 
laws  will  be  adjusted  to  the  end  that  the 
counties  and  cities  participate  in  an  equita- 
ble manner  in  meeting  the  cost  of  this  pro- 
gram and  administering  the  determination 
of  eligibility. 

(4)  Determination  of  both  medical  and 
financial  eligibility  will  be  made  locally,  ac- 
cording to  procedures  developed  by  the 
State. 

(5)  The  principle  of  medical  eligibility 
will  be  that  the  patient  is  suffering  from  an 
acute  illness  or  injury  that  can  be  materially 
helped  by  definitive  treatment  in  a modern 
hospital. 

(6)  The  principle  of  financial  eligibility 
will  be  that  the  patient  is  clearly  unable, 
from  his  own  resources  or  those  upon  whom 
he  is  legally  dependent,  to  meet  the  full  cost 
of  the  hospitalization  he  clearly  needs. 

(7)  The  patients  will  be  hospitalized  in 
whatever  hospitals  in  the  State  have  facili- 
ties and  staff  to  provide  the  particular  defini- 
tive treatment  needed,  regardless  of  whether 
they  are  located  in  the  county  of  residence 
of  the  patient  or  to  the  type  of  ownership  of 
the  hospital. 

The  issue  is  clear.  Should  Tennesseans 
have  to  accept  suffering,  disability  and 
death  that  can  clearly  be  prevented  by 
definitive  treatment  simply  because,  at  the 
time,  they  are  unable  to  meet  the  full  cost 
of  that  treatment? 
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The  members  of  the  medical  profession  are 
convinced  that  the  answer  to  that  question 
should  be  an  unequivocal  NO.  The  practi- 
cal alternative  which  the  medical  profession 
proposes  is  for  the  medical  profession  to 
supply  the  treatment  these  less  fortunate 
Tennesseans  need  without  cost  to  the  State, 
and  for  the  citizens,  through  the  agency  of 
the  State,  to  meet  the  full  cost  of  their  hos- 
pitalization. 

This  program  will  accomplish  a number 
of  things.  Among  the  more  important  are: 
(a)  it  will  make  it  possible  to  relieve  much 
suffering,  disability  and  death,  (b)  it  will 
give  a measure  of  medical  security  to  all 
the  citizens  of  the  State,  since  any  man  may 
fall  upon  hard  times,  and  (c)  it  will  reduce 
somewhat  the  high  cost  of  hospitalization  to 
self-sufficient  citizens,  since  they  will  be  re- 
lieved of  the  burden  they  have  been  carry- 
ing for  their  less  fortunate  fellow-citizens. 


The  Tennessee  State  Medical  Association 
is  convinced  that  no  candidate  for  public  of- 
fice deserves  the  support  of  the  people  if 
he  is  unwilling  to  give  his  enthusiastic  sup- 
port to  this  program. 

Your  Public  Service  Committee  urges  you 
to  personally  contact  candidates  for  the  leg- 
islature from  your  own  area  and  obtain  from 
them  a commitment,  in  writing  if  possible, 
to  the  general  proposition  of  an  annual  state 
appropriation  for  State-County  financing  of 
this  humanitarian  project.  Also  contact 
your  County  Court  Judges  and  urge  them  to 
participate  in  the  program,  once  it  passes 
the  legislature.  Please  send  to  me  any 
written  commitments  and  let  me  have  your 
personal  reactions  to  this  proposal. 

Best  wishes  and  kind  regards, 

L.  W.  Edwards,  M.D.,  Chmn. 

Public  Service  Committee 
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Just  One  Vote . . . 

Frequently,  you  hear  this  question:  "What  good  will  one  vote  do?"  Well, 
one  vote  had  a lot  to  do  with  a lot  of  things  in  this  country! 

Thomas  Jefferson  was  elected  president  by  one  vote  in  the  electoral  college. 

So  was  John  Quincy  Adams. 

Rutherford  B.  Hayes  was  elected  president  by  one  vote.  His  election  was 
contested,  and  it  was  referred  to  an  electoral  college.  Again  he  won  by  a 
single  vote. 

Th  e man  who  cast  that  deciding  vote  for  President  Hayes  was  a congress- 
man from  Indiana,  a lawyer  who  was  elected  to  congress  by  a margin  of  just 
one  vote;  and  that  one  vote  was  cast  by  a client  of  his,  who,  though  desperately 
ill,  insisted  upon  being  taken  to  the  polls. 

Just  one  vote  gave  statehood  to  California,  Idaho,  Oregon,  Texas  and 
Washington. 

Pause  for  a moment — by  just  one  vote  there  came  into  the  nation  the  states 
of  California,  Idaho,  Oregon,  Texas  and  Washington.  That's  a big  chunk  of 
territory  and,  today,  all  the  millions  living  in  those  states  are  Americans  by 
just  one  vote. 

Now,  you  may  say  that  the  one  vote  situation  applies  to  the  past.  Well, 
don't  forget  that  the  draft  act  of  World  War  II  passed  the  house  by  just  one 
vote.  You  can  carry  this  one  vote  history  on  and  on. 

For  example,  one  more  additional  Democratic  vote  in  each  of  Ohio's  8,800 
precincts  in  1944  would  have  defeated  Mr.  Taft.  In  1948,  one  more  additional 
Republican  vote  in  each  of  the  8,800  precincts  would  have  carried  the  state  for 
Mr.  Dewey  instead  of  Mr.  Truman. 

"The  sum  total  of  the  common  sense  of  the 
common  people  is  the  greatest  and  soundest 
force  on  earth." — Thomas  Jefferson. 
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ORGANIZED  MEDICINE— 1952 

Dr.  Louis  Bauer’s  addresses  as  appear  in 
this  issue  and  in  the  J.A.M.A.  pose  the  socio- 
economic problems  which  face  the  medical 
profession.  They  are  not  new,  but  they 
should  be  more  sharply  outlined  in  the 
minds  of  all  of  us  this  year — the  year  in 
which  he  who  votes  will  commit  himself  to 
favoring  a policy  of  progressive  Socialism 
or  a policy  maintaining  a modicum  of  free- 
dom in  individual  endeavor. 

The  American  Medical  Association  has 
come  in  for  a lot  of  criticism  and  may  be 
slated  for  still  more  vilification  before  the 
year  is  up.  Many  of  us  may  disagree  with 
certain  actions  of  the  Association  just  as  we 
as  citizens  may  disagree  with  our  govern- 
ment. For  the  greater  good  in  democracy 
we  abide  by  the  will  of  the  majority.  And 
when  some  of  our  members  speak  disparag- 
ingly of  the  Association  as  the  “union,”  let 
us  remind  them  along  with  Dr.  Bauer  of  the 
half  century  fight  of  the  American  Medical 
Association  to  elevate  the  standards  of  med- 
ical education  and  hospital  practice  and 
house  staff  training.  Let  us  also  remind 
them  and  the  laiety  of  the  constant  warfare 
on  the  patent  medicine  industry  and  upon 
quackery,  setting  the  standards  for  drugs, 
nutrition,  cosmetics,  industrial  health  and 
the  like,  thereby  limiting  the  hazards  to 
health  for  millions  of  our  population  daily. 
(Yes,  these  would  have  happened  eventually 
through  Federal  edict.  But  the  Association 
as  a free  agent  could  move  rapidly  without 
backing  and  filling  because  of  political  pres- 
sure groups.) 

Curiously  enough,  as  Dr.  Bauer  implies, 
the  American  Medical  Association  has  been 
labelled  as  reactionary  because  at  one  time 
it  opposed,  or  moved  slowly  in  the  field  of 
voluntary  health  insurance  and  now  spon- 
sors it  whole-heartedly.  Does  not  this  rep- 
resent the  same  thinking  that  prompts  us  to 
demand  adequate  evaluation  of  an  antibiotic, 
hypotensive  drugs,  or  isonicotinic  acid 
hydraside  before  applying  their  use  on  a 
large  scale?  So  too  organized  medicine  has 
recognized  for  decades  the  need  for,  and  has 
cooperated  in  the  activities  of  public  health 
activities  for  the  collective  good  of  the  com- 
munity— those  medical  activities  which  are 
not  basically  personal. 


There  are  always  a few  selfish  individuals 
in  every  group.  It  is  these  who  can  under- 
mine our  structure  so  it  will  fall  to  be  re- 
placed by  something  new  and  jerry-built — 
by  government — which  would  most  certainly 
be  just  as  rickety,  in  terms  of  good  medical 
care,  as  similar  schemes  elsewhere  on  the 
globe.  There  are  a few  among  us  who  do 
not  cooperate  in  the  Tennessee  Plan  because 
the  fees  may  seem  to  be  not  quite  what 
they  should  be.  Voluntary  health  insurance 
at  least  keeps  the  fees  within  the  control  of 
the  profession;  the  other  alternative  is  a 
governmental  fee  schedule  already  partially 
effected  through  the  Wage  Stabilization 
Board.  The  physician  uncooperative  in  vol- 
untary insurance,  the  “doctor-racketeer” 
who  measures  success  in  dollars,  the  mere 
dues-paying  member  of  organized  medicine 
(in  the  same  category  as  the  non-voting 
citizen)  are  balm  and  solace  to  those  who 
would  bind  your  practice  to  a government 
controlled  fee  schedule,  tie  it  up  in  red-tape 
and  flood  your  office  with  those  wanting 
“free”  attention  to  the  point  where  those 
truly  sick  can  get  only  inadequate  attention. 
These  are  some  of  the  items  underlined  by 
Dr.  Bauer. 

The  Hippocratic  Oath  is  the  easiest  and 
most  simple  guide  for  living  available  to 
the  members  of  the  medical  profession  if 
it  would  hope  to  postpone  the  day  of  living 
by  governmental  edict. 

R.  H.  K. 


Dr.  Olin  West,  Nashville,  former  secre- 
tary-general manager  of  the  American  Med- 
ical Association  and  its  President-Elect  in 
1946,  died  June  20,  1952  at  his  home  in  the 
Helena  Courts  Apartments.  Dr.  West  was 
the  first  secretary  of  the  Tennessee  Depart- 
ment of  Public  Health  and  was  later  the 
Commissioner.  Aged  77. 

Dr.  Tavner  Rogers,  Decaturville,  who  had 
practiced  medicine  in  Decatur  and  Hender- 
son Counties  for  more  than  60  years,  died 
June  8,  1952.  Aged  89. 

Dr.  Earnest  A.  Raines,  Memphis,  retired 


July,  1952 


PROGRAMS  AND  NEWS  OF  MEDICAL  SOCIETIES— NATIONAL  NEWS 


29* 


for  past  three  years  because  of  illness,  died 
June  13,  1952.  Aged  71. 

Dr.  John  K.  Crawford,  Jr.,  Nashville, 
died  of  a heart  attack  on  June  13,  1952  while 
he  and  his  family  were  attending  a family 
reunion  at  Natches  Trace  State  Park.  Aged 
38. 

Dr.  John  H.  Derring,  Memphis,  retired 
radiologist,  died  of  a heart  attack  at  his  home 
on  June  3,  1952.  Aged  62. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Warren-White-VanBuren  Society 

Dr.  Hoyt  C.  Harris,  McMinnville,  is  the 
new  secretary  of  the  society.  The  society 
had  been  without  a secretary  since  Dr. 
Fisher,  the  former  secretary,  moved  away. 
Now  with  the  society  fully  organized,  bigger 
and  better  programs  are  in  store  for  the  fall 
and  winter  months. 

* 

Knoxville  Academy  of  Medicine 

The  Academy  was  addressed  by  Dr.  H.  D. 
Kerman  of  Oak  Ridge  on  the  subject  of 
“Medical  Isotopes”  on  June  10. 

The  June  24th  meeting  of  the  Academy, 
held  in  the  Academy’s  air-conditioned  au- 
ditorium, brought  out  a good  attendance. 
Dr.  William  K.  Swann  read  a paper  on 
“Surgical  Treatment  of  Mitral  Stenosis.”  Dr. 
Monger,  the  veteran  and  efficient  secretary, 
used  the  pages  of  his  June  24th  Bulletin  to 
appeal  to  members  to  REGISTER  and 
VOTE. 

* 

Memphis  and  Shelby  County  Society 

At  the  May  6 meeting  the  program  con- 
sisted of  a symposium  on  “Emergency  Care 
of  Trauma  and  Medical  Catastrophies.”  The 
subjects  covered  were: — “Management  of 
Traffic  Casualties”  by  Dr.  M.  Moore,  Jr.; 
“Modern  Early  Care  of  Burns”  by  Dr.  M. 
Adams;  “Medical  Emergencies”  by  Dr.  P. 
Milnor;  “First  Aid  in  Poisoning”  by  H.  S. 
Tackett;  and  a demonstration  of  “Present 
Day  Resuscitation  Methods,”  by  Mr.  E.  D. 
Glaze  of  the  American  Red  Cross. 


The  Society  has  gone  on  record  as  approv- 
ing the  fluoridation  of  the  public  water 
supply  in  Memphis.  The  Society  has  been 
joined  in  this  endorsement  by  many  local 
organizations,  but  the  proposal  (as  of  this 
minute)  is  meeting  some  city  administration 
resistance.  One  City  official  said  that  he 
thought  “we  are  taking  a long  step  toward 
socialized  medicine  when  we  add  something 
to  our  water  which  everyone  must  drink.” 
* 

Dyer-Lake-Crockett  Society 

The  Society  held  its  annual  June  meeting 
on  June  4th  at  Boyette’s  Camp  on  Reelfoot 
Lake.  Guest  speakers  included  Dr.  W.  C. 
Chaney  and  Dr.  E.  G.  Kelly  of  Memphis. 
Many  other  Memphis  physicians  were  also^ 
invited.  Dr.  J.  R.  Holifield  of  Tiptonville  is 
the  society’s  president. 

* 

Chattanooga-Hamilton  County  Society 

The  Society  changed  its  regular  meeting 
date  in  early  June  to  avoid  conflicting  with, 
the  Annual  meeting  of  the  AMA.  The 
scientific  program  was  given  by  Dr.  W.  J. 
Sheridan,  who  discussed  “Some  Problems 
cf  Hand  Surgery”;  and  Dr.  R.  G.  Demos,  who 
read  a paper  on  “Endometriosis.”  The  pa- 
pers were  discussed  by  Dr.  R.  B.  Donaldson 
and  Dr.  Harry  E.  Jones. 

* 

Consolidated  Medical  Assembly 

Drs.  James  G.  Hughes,  James  N.  Ettledorf 
and  Fontaine  S.  Hill  of  the  pediatrics  di- 
vision of  the  Tennessee  Medical  School  ad- 
dressed the  Assembly  at  its  regular  dinner 
meeting  at  the  New  Southern  Hotel  in  Jack- 
son  on  June  3rd.  The  symposium  topic  was 
“Recent  Advances  in  the  Management  of 
Nephritis  and  Nephrosis  in  Children.” 


■ 

NATIONAL  NEWS 

I,# 


A.M.A.  Resume' 

The  House  of  Delegates— AMA’s  policy- 
making body,  was  in  session  four  days  dur- 
ing the  Annual  Scientific  Sessions  in  Chi- 
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cago  last  month.  Our  delegates,  Drs.  W.  C. 
Chaney,  R.  B.  Wood,  and  C.  M.  Hamilton, 
were  on  hand  for  every  session.  House  ac- 
tion covered  an  unusually  wide  field  with 
major  decisions  being  made  on  legislation, 
public  relations,  medical  education,  hospi- 
tals, veteran’s  medical  care,  and  membership 
and  organizational  problems. 

Here  are  some  highlights: 

After  heated  discussion  of  the  President’s 
Commission  on  Health  Needs  of  the  Nation, 
resolved  to  withhold  judgment  of  the  Com- 
mission pending  its  final  report  in  December. 

Favored  amendments  to  the  Constitution 
of  the  United  States  which  would  (1)  limit 
the  taxing  power  of  the  federal  government, 
and  (2)  provide  that  no  treaty  or  executive 
agreement  shall  conflict  with  any  constitu- 
tional provisions  or  regulate  purely  domestic 
affairs. 

Voted  to  not  endorse  any  party  or  candi- 
date in  the  coming  national  election. 

Opposed  transferring  VA  and  Armed 
Forces  hospitals  to  Federal  Department  of 
Health  as  is  proposed  by  SB  1148  (pending). 

Denounced  Section  3 of  an  amended  Social 
Security  Bill  which  would  give  the  Federal 
Security  Administrator  broad  powers  in  the 
medical  care  of  permanently  and  totally  dis- 
abled beneficiaries.  (Bill  passed  both  Houses 
on  July  5 with  Section  3 included.) 

Condemned  the  International  Labor  Or- 
ganization as  a sponsor  of  socialized  medi- 
cine. 

Approved  dissolution  of  the  National  Edu- 
cation Campaign  December,  1952.  Whitaker 
& Baxter  requested  to  be  released  as  Di- 
rectors at  the  same  time. 

Instructed  Council  on  Medical  Education 
to  re-evaluate  presently  approved  intern- 
ships and  residencies. 

Instructed  the  Board  of  Trustees  to  ap- 
point a committee  to  consult  with  the  Amer- 
ican Osteopathic  Association  on  the  matter 
of  possible  aid  in  improving  osteopathic 
education. 

Approved  a progress  report  of  the  Special 
Committee  on  Federal  Medical  Services. 
The  Committee  is  studying  the  problem  of 
the  hospital  and  medical  care  of  veterans 
with  non-service  connected  disabilities, 
along  with  other  Federal  medical  care  pro- 


grams. (The  Tennessee  Resolution,  after 
several  stormy  sessions  over  the  past  three 
years,  is  now  in  this  Committee’s  hands. 
There  are  good  indications  that  a show- 
down on  this  issue  will  come  at  the  interim 
session  in  December.) 

Approved  and  referred  to  the  Special 
Committee  on  Federal  Medical  Services  a 
resolution  disapproving  VA  hospitals  ac- 
cepting non-service  cases  covered  by  prepaid 
insurance  and  collecting  the  insurance  bene- 
fits, and  also  a resolution  opposing  any  legis- 
lation which  would  provide  medical  and 
hospital  benefits  to  dependents  of  service 
personnel. 

Approved  a report  of  the  Board  of 
Trustees  which  called  for  (1)  a clear  defini- 
tion (by  Congress)  of  the  government’s 
responsibility  for  veteran  care,  particularly 
non-service  cases  and  dependents  of  service 
personnel,  and  (2)  establish  a Federal  Board 
to  allot  hospital  beds  among  federal  agen- 
cies. 

Other  actions  were:  1953  dues  set  at 

$25.00 — established  a single  membership 
classification  (abolished  fellowship) — lim- 
ited tenure  of  office  of  Standing  Committees 
— enlarged  Council  on  Medical  Education — 
made  past  trustees  members  of  the  House  of 
Delegates  without  vote — requested  Trustees 
to  study  uniformity  of  membership  require- 
ments in  state  and  local  societies — instructed 
the  Constitution  and  By-laws  Committee  to 
study  and  evaluate  the  Code  of  Ethics. 


Vanderbilt  University  School  of  Medicine 

Charles  R.  Park,  M.D.,  has  been  appointed 
Professor  of  Physiology  and  Head  of  the 
Department  effective  July  1,  1952.  He  is  a 
graduate  of  Johns  Hopkins  University 
School  of  Medicine  and  comes  to  Vanderbilt 
from  Washington  University,  St.  Louis. 

★ 

Dr.  John  W.  Hillman,  has  been  appointed 
as  Assistant  Professor  of  Surgery  to  devote 
his  full  time  to  Orthopedic  Surgery.  A 
graduate  of  Johns  Hopkins  University 
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School  of  Medicine  he  comes  to  Vanderbilt 
from  Baltimore. 

★ 

Dr.  Elliot  V.  Newman  has  accepted  the  ap- 
pointment as  the  Joe  and  Morris  Werthan 
Professor  of  Experimental  Medicine  to  de- 
vote full  time  to  teaching  and  research.  A 
graduate  of  Harvard  Medical  School,  Dr. 
Newman  comes  to  Vanderbilt  from  Johns 
Hopkins  University  School  of  Medicine. 

★ 

Thayer  V.  A.  Hospital 

Dr.  Robert  I.  Carlson  has  been  appointed 
as  Chief  of  the  Surgical  Service.  A graduate 
of  Yale  Medical  College  he  has  been  with 
the  V.A.  since  1947.  He  will  hold  an  ap- 
pointment as  Associate  Professor  of  Surgery 
at  Vanderbilt  University  School  of  Medicine. 

★ 

University  of  Tennessee  Medical  Units 

The  American  Heart  Association  has 
awarded  two  research  grants  to  the  Division 
of  Physiology.  Dr.  C.  Riley  Houck  was 
given  $5,250  for  the  study  of  hypertension 
and  kidney  disease.  Dr.  R.  L.  Little  re- 
ceived $5,050  for  a study  of  the  factors  which 
produce  the  heart  sounds. 

★ 

Two  visiting  professors  have  joined  the 
faculty  for  the  Summer  Quarter.  They  are 
Dr.  W.  C.  Collings  of  the  Department  of 
Physiology  at  Michigan  State  College  and 
Dr.  J.  R.  Johnson  of  the  Department  of 
Physiology  at  the  University  of  Ottawa. 

★ 

Dr.  John  L.  Wood,  Professor  of  Chemistry 
will  become  Head  of  the  Department  of  Bio- 
chemistry on  July  1.  He  has  been  on  the 
faculty  since  1946.  His  doctorate  was  re- 
ceived at  the  University  of  Illinois. 


Dr.  Hal  Henard,  Greeneville  physician, 
was  elected  chairman  of  the  Board  of 
Trustees  of  Tusculum  College.  He  succeeds 


Col.  E.  W.  Palmer  of  Kingsport.  The  Col- 
lege recently  conferred  an  honorary  Doctor 
of  Science  degree  on  Dr.  Henard  in  recogni- 
tion of  his  community  and  military  service 
record. 

Dr.  Perry  Huggin,  medical  director  of 
East  Tennessee  Tuberculosis  Hospital,  ad- 
dressed the  Knoxville  Rotary  Club  recently. 

Dr.  Carrol  Turner,  Memphis,  a member  of 
the  Association’s  Board  of  Trustees,  ad- 
dressed the  Jackson  Junior  Chamber  of 
Commerce,  as  the  first  of  four  scheduled 
speakers  in  public  forum  on  timely  health 
subjects.  Dr.  Turner’s  subject  was  “Nar- 
cotics.” A film  was  shown  in  connection 
with  the  address.  Dr.  Albert  Trithart  is 
director  of  the  Jaycee’s  health  forum  project 
which  is  attracting  large  audiencies. 

Dr.  R.  H.  Hutcheson,  Public  Health  Com- 
missioner underwent  an  operation  at  a Nash- 
ville hospital  recently.  Dr.  “Hutch”  is  doing 
fine  and  has  returned  to  work. 

Dr.  Ira  F.  Porter,  Greenfield  physician, 
was  cited  as  the  “Citizen  of  the  Week”  by 
the  Greenfield  Gazette,  a local  newspaper. 
The  citation  listed  many  professional  and 
civic  interests  along  with  his  hobbies  of 
farming  and  raising  purebred  Hereford 
cattle. 

Dr.  W.  S.  Poarch  of  Lewisburg  has  com- 
pleted sixty  hours  of  postgraduate  training 
in  obstetrics  by  the  General  Practice  Clinic 
through  the  Postgraduate  Department  of  the 
University  of  Tennessee  college  of  Medicine. 


LOCATION  WANTED 


Location  Wanted 

A forty-year-old  out-of-state  surgeon  desires  a 
location  in  Tennessee.  He  submits  the  following 
information  about  himself. 

Born  1911  in  Syracuse,  N.  Y.  Graduated  1936 
from  Syracuse  University  College  of  Medicine. 
Interned  1936-38  Methodist-Episcopal  Hospital, 
Brooklyn.  Surgical  Resident  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Entered  MC-USN  5/41 
as  Lt.  (jg).  Resigned  in  October,  1949  (Command- 
er), Chief  of  Surgery  VA  Hospital,  Kerrville, 
Texas,  1949-51.  Now  located  at  VA  Hospital, 
Butler,  Pa. 

F.A.C.S.,  Assoc.  Fellow  A.C.  Chest  Physicians, 
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Certified  by  American  Board  of  Surgery.  Qualified 
for  Board  of  Thoracic  Surgery. 

I am  interested  in  a community  where  I can  en- 
joy family  life  (wife  and  two  sons)  and  carry  out 
an  active  surgical  practice.  Wish  to  limit  practice 
to  thoracic  surgery  eventually,  but  would  do  gen- 
eral surgery  to  establish  myself. 


A physician  desiring  a location  in  Tennessee 
writes  as  follows: 

“I  am  31,  married,  with  three  children,  a native 
of  Kentucky  even  though  born  in  Chattanooga,  and 
had  41  months  of  service  in  the  Marine  Air  Corps 
during  World  War  II.  I graduated  from  Washing- 
ton University  in  St.  Louis  in  1950  and  served  a ro- 
tating internship  at  St.  Louis  City  Hospital  from 
July  1,  1950,  to  July  1,  1951.  At  present  I am  tak- 
ing a rotating  residency  at  the  charity  hospital 
here  in  Monroe,  Louisiana.  The  training  here  has 
a very  large  surgical  component.  My  year  here 
will  be  up  June  30  and  I will  want  to  go  into 
practice  immediately  thereafter.” 


A physician  desiring  a location  in  Tennessee 
sends  us  the  following  information:  Age,  32. 
Married,  Graduate,  Tulane  School  of  Medicine. 
Internship,  Baptist  Hospital  Memphis,  Tenn. 
Rotating  Residency,  Baptist  Hospital,  Birmingham, 
Alabama.  Two  years  army  service,  three  years 
general  practice  and  assistant  to  an  F.A.C.S.  He 
states  that  he  would  be  available  on  six  weeks 
notice  and  would  prefer  a town  with  a hospital. 


General  and  Thoracic  Surgeon 

I am  31  years  of  age,  married,  and  have  two 
children.  I graduated  from  Cornell  University 
Medical  College  in  1945.  I had  an  internship  at 
Bellevue  Hospital,  Second  Surgical  Division  (Cor- 
nell) following  which  I served  two  years  in  the 
United  States  Navy,  mostly  overseas.  Upon  my 
return  I taught  anatomy  at  Cornell  University 
Medical  College  for  nine  months  followed  by  six 
months  as  assistant  resident  in  general  surgery  at 
Meadowbrook  Hospital,  Hempstead,  New  York.  I 
completed  an  assistant  residency  in  general  sur- 
gery at  Bellevue  Hospital,  First  Surgical  (Colum- 
bia) Division.  At  present,  I am  completing  a two- 
year  residency  in  thoracic  surgery  at  Bellevue 
(last  six  months  of  this  is  spent  at  Presbyterian 
Hospital  as  resident  in  thoracic  and  vascular  sur- 
-gery). 


A physician  interested  in  private,  associate  or 
'clinical  practice  of  surgery,  furnishes  the  follow- 
ing information:  Aged  32,  married,  Baptist.  M.D. 
from  Washington  University,  1944.  One  year  ro- 


tating internship  at  Saint  Louis  City  Hospital, 
1944-45.  Five-year  surgical  residency  at  Charles- 
ton, West  Virginia,  General  Hospital,  1947-52. 
Two  years’  service  with  U.  S.  Army,  1945-47. 


Location  Wanted 

A physician  27  years  of  age  is  interested  in  en- 
tering general  practice  in  West  Tennessee.  Per- 
sonal and  professional  data:  Married,  no  children, 
Presbyterian.  M.D.  from  Temple  University,  1951; 
general  rotating  internship  Temple  University  Hos- 
pital, 1952;  has  completed  parts  I and  II  National 
Board  of  Medical  Examiners.  Draft  status — U.  S. 
Navy  service,  1943-46,  honorable  discharge,  prior- 
ity group  II. 


A physician  who  is  interested  in  locating  in  the 
South  writes  as  follows: 

“In  June,  1951,  I graduated  from  Emory  Uni- 
versity School  of  Medicine,  and  on  June  30  of  this 
year  I shall  complete  my  internship  at  Wayne 
County  General  Hospital,  Eloise  (Detroit),  Michi- 
gan. 

I am  28  years  old,  white,  male,  married,  have 
one  child  and  another  is  expected  in  the  fall. 

I am  interested  in  general  practice  and  would 
consider  an  assistantship,  partnership,  or  a Locum 
Tenens  of  from  six  to  twelve  months.  Also,  I 
would  consider  opening  a practice  in  a community 
where  a doctor  is  needed. 


Physician  Wanted 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosperous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
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dence,  and  Dawson  Springs — all  within  25  miles  of 
Princeton. 


* 


PW-6 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 
of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 


The  following  letter  has  been  received  in  this 
office: 


“The  Midland  Community  Improvement  Club 
has  built  a medical  center  and  now  desires  the 
services  of  a reputable  doctor. 

“This  building  has  two  offices,  a waiting  room, 
toilet  and  supply  room,  has  oil  heat,  hot  and  cold 
running  water,  refrigerator  and  the  equipment  of 
the  late  Dr.  V.  S.  Campbell  of  Murfreesboro,  all 
of  which  will  be  furnished  free  of  charge  to  a 
doctor  willing  to  take  charge. 

“Midland  is  a rural  community  located  midway 
between  Murfreesboro  and  Shelbyville,  fifteen 
miles  from  each  place  and  the  nearest  doctors. 

“We  will  appreciate  any  help  you  can  give  us 
in  securing  a doctor. 

“For  further  information  please  contact  the  un- 
dersigned: 

“Sincerely  yours, 

James  I.  Williams 
Fosterville,  Tennessee” 

PW-9 
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Physician  Wanted 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 
Dear  Sirs: 

I am  coming  to  you  for  assistance  to  see  if  you 
can  help  us  locate  a doctor  who  would  be  interest- 
ed in  coming  to  the  City  of  Cumberland  Gap.  Our 
small  town  of  approximately  500  people  is  the 
only  incorporated  city  in  Claiborne  County.  We 
have  not  had  a doctor  for  some  time  and  we  des- 
perately need  one.  We  used  to  have  four  doctors 
here.  Any  good  doctor  could  easily  make  two  or 
three  thousand  dollars  a month.  Tazewell  is  13 
miles  away  and  doctors  there  will  not  come  here, 
and  doctors  in  Middlesboro,  Kentucky,  positively 
will  not  come  over  here.  Last  night  I called  three 
and  not  one  would  agree  to  come  to  see  my  daugh- 
ter who  was  ill. 

Anything  you  can  do  to  help  us  in  securing  one 


or  two  doctors  will  be  greatly  appreciated.  Office 
space  and  living  quarters  are  available. 

Yours  very  truly, 

J.  S.  Collins 
Councilman 

City  of  Cumberland  Gap 

+ 

Physician  Wanted 

A physician  in  an  upper  East  Tennessee  City 
will  be  away  from  his  practice  for  one  year,  and 
would  like  to  have  a young  physician  take  over 
for  him,  during  this  absence.  After  July  1,  a five- 
room  fully  equipped  office  building  which  is  visited 
daily  by  40  to  75  patients  will  be  available.  The 
office  is  located  in  an  industrial  city  of  14,000  peo- 
ple, and  across  the  street  from  a 32-bed  hospital. 
Hospital  privileges  assured.  An  excellent  oppor- 
tunity for  a general  practitioner.  Various  financial 
arrangements  possible,  and  good  opportunity  for 
new  doctor  to  remain  permanently. 


The  town  of  Cross  Plains,  Tennessee,  located 
thirty  miles  north  of  Nashville,  is  in  need  of  a 
physician.  The  town  is  twelve  miles  from  Spring- 
field,  where  the  county  hospital  is  located,  and 
the  practice  would  be  mainly  rural. 

Mr.  W.  Burgess  Thomas  owns  a modern  drug- 
store there  and  will  furnish  a physician  a three 
room  suite  free  of  charge.  The  suite  is  equipped 
with  gas  heat,  lights  and  water. 

Anyone  interested  may  contact  Mr.  W.  Burgess 
Thomas  at  Cross  Plains. 

* 

The  Lions  Club  of  Huntland,  Tennessee,  two 
years  ago,  took  upon  itself  the  sponsorship  of 
building  and  equipping  a medical  clinic  in  Hunt- 
land,  hoping  to  locate  a doctor  here.  As  an  out 
growth  of  the  initial  movement  begun  by  the 
Lions  Club,  a private  corporation  has  been  formed 
and  sufficient  stock  has  been  sold  to  make  the 
project  a reality.  Construction  has  been  started 
on  the  building,  and  it  will  be  completed  within 
the  next  three  months.  As  yet,  we  have  been 
unable  to  find  a doctor  to  serve  the  community 
and  it  is  toward  that  end,  I am  writing  you. 

Huntland  is  a small  town,  incorporated,  located 
in  Franklin  County,  Tennessee,  and  just  off  U.  S. 
Highway  64.  We  have  a good  high  school,  a 
progressive  bank,  first  class  communication  and 
transportation  service.  The  surrounding  area  is 
basicly  agricultural  and  tenanted  by  better  than 
average  rural  families.  A doctor  located  in  Hunt- 
land  would  serve  around  1,000  families  living  in 
a radius  of  ten  miles  and  these  families  are  trained 
to  clinic  service.  It  would  not  be  necessary  that 
he  come  to  us  with  any  financial  backing  as  the 
clinic  and  facilities  could  be  made  available  to  the 
right  man  under  several  reasonable  forms  of  con- 
tract. We  do  want  a young  man,  wrho  would  like 
to  make  Huntland  his  home,  grow  with  the  com- 
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munity  and  be  an  active  citizen  therein.  I have 
lived  in  this  township  for  the  past  twenty-five 
years  and  I believe  that  I am  qualified  to  state 
that  any  doctor  with  a good  personality  and  a 
desire  to  serve  can  anticipate  an  income  of  $20,000 
per  annum  before  taxes  at  his  second  year  of 
practice.  If  he  is  able  to  do  minor  surgery,  that 
income  would  be  increased  accordingly. 

Any  assistance  you  may  render  in  helping  us 
to  make  contacts  will  be  highly  appreciated. 

Sincerely  yours, 

Durward  McCord,  Pres., 
Huntland  Clinic  Corporation 

Information  on  physicians  and  locations  avail- 
able from  the  Executive  Secretary,  Tennessee 
State  Medical  Association,  504  Doctors  Building, 
Nashville,  Tennessee. 


Dr.  Lester  F.  Littell  has  opened  his  clinic  in  the 
Cumberland  Heights  Community  and  is  Grundy 
County’s  only  doctor.  The  county  had  been  with- 
out a physician  for  nearly  three  years. 

Dr.  Roy  O.  Young,  Chattanooga,  has  opened  his 
offices  in  the  Robinson  Apartments,  Suite  100. 

Dr.  Wesley  A.  Barton,  has  closed  his  Clinic  in 
Chattanooga,  and  plans  to  open  his  office  at  390 


Church  Street,  Cleveland,  around  July  1.  A 
specialist  in  urology,  he  has  practiced  in  Chatta- 
nooga since  1942. 

Dr.  Parker  D.  Elrod  has  joined  Dr.  Ogle  Jones 

at  Centerville.  Dr.  Elrod,  32,  received  his  M.D. 
from  Vanderbilt  in  1943. 

Dr.  James  T.  Allen,  Waverly,  has  moved  into  a 
newly  completed  addition  to  the  Waverly  Clinic. 
He  has  been  practicing  in  Waverly  since  last 
December. 

Dr.  Grover  Wallace  is  another  physician  new- 
comer to  Pulaski.  He  will  have  offices  on  West 
Madison  Street. 

★ 

Southern  Pediatric  Seminar 

The  32nd  Annual  Session  of  the  Southern  Pedi- 
atric Seminar  will  be  held  July  14-26th  at  Saluda, 
N.  C.  Write  Dr.  L.  D.  Smith,  Jr.,  Saluda,  for  ad- 
ditional information. 

* 

The  Tennessee  Radiological  Society 

This  society  announces  the  following  as  officers 
elected  at  their  annual  meeting  in  Knoxville  in 
April: 

Dr.  J.  E.  Whiteleather,  Memphis,  President 
Dr.  Joseph  McKinney  Ivie,  Nashville,  Vice- 
President 

Dr.  J.  Marsh  Frere,  Chattanooga,  Secretary- 
Treasurer 


COSMETIC  HA V FEVER? 

Prescribe  UNSCENTED  AR-EX  Cosmetics 

When  perfumes  or  scented  cosmetics  cause  allergic  reactions  — prescribe 
UNSCENTED  AR-EX  COSMETICS  Clinically  tested  to  meet  your  high  stand- 

ards  Smart,  fashion-right  for  patient  acceptance  All  

needed  beauty  aids.  Send  for  free  Formulary  ~>UNSC^N_LE-^ 


At-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST., CHICAGO  7,  ILL. 


AR-EX 

HYPO- ALLERGENIC 

cdctone/(c& 

Clinically  tested  on 
allergic  patients 
for  use  by 
allergic  patients 


GleanAM&ujL 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 

Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 


Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 
Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Public  Service 

L.  W.  Edw'ards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 
L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwrald,  Nashville 

Jack  Adams,  Chattanooga 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President— Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D.,  546  Mc- 
Callie,  Chattanooga 

Vice-President — W.  E.  Anderson,  M.D.,  Dyersburg 

Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 

Vice-President — J.  B.  Naive,  M.D.,  Knoxville 

Secretary -Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  504  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — -Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District— W.  J.  Sheridan,  M.D.,  Chattanoaga 
(1954) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District— D.  C.  Seward,  M.D.,  Nashville 
(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec'y. 

Bedford  County 

Sara  Womack,  Shelbyville,  Pres. 
Carl  Rogers,  Shelbyville,  Sec'y' 

Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 

Bradley  County 

James  C.  Lowe,  Cleveland.  Pres. 
Charles  S.  Heron,  Cleveland,  Sec’y. 
Cocke  County 

Fred  Valentine,  Newport,  Pres. 

Glen  Shults,  Newport,  Sec’y. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr„  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec'y. 
Cumberland  County 

R.  M.  Metcalfe,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End. 
Nashville,  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec’y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec’y. 
Dickson  County 
W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte.  Sec'y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown,  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec’y. 
Franklin  County 
J.  Vandlaricum,  Cowan,  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 
Giles  County 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 
Dale  Brown,  Mosheim,  Pres. 

Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 
Isaac  Jones,  Paris,  Pres. 

Horace  McSwain,  Paris,  Sec’y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec'y. 
Jackson  County 

W T,  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw.  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville,  Sec’y. 
Lauderdale  County 
J.  R.  Lewis,  Ripley,  Pres. 

James  L Dunavant,  Ripley,  Sec’y. 
Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec’y. 

Lincoln  County 

J.  V.  McRady,  Fayetteville,  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter,  Lafayette,  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost,  Columbia.  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 
McMinn  County 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville,  Pres. 
D.  F.  Heuer,  Sweetwater,  Sec’y. 
Montgomery  County 

Edward  R.  Atkinson,  Clarksville, 
Pres. 

Sam  N.  Doane,  Jr.,  Clarksville,  Sec’y. 

Obion  County 

R.  M.  Darriall,  Union  City,  Pres. 

H.  W.  Calhoun,  Union  City,  Sec’y. 
Overton  County 
A.  B Qualls,  Livingston,  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec’y. 
Putnam  County 

J.  T.  DeBerry,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 
William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 

Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis.  Sec’y. 

Robert  C.  Bird,  Executive  Secretary, 
1363  Union  Avenue,  Apt.  2. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

L.  R.  Sloan,  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 
Hvatt  Brown,  Kingsport,  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland,  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt.  Covington,  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
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This  is  a paper  replete  with  warnings  for  the  doctor  who  opens 
the  abdomen  or  who  is  tempted  to  do  so. 

MISTAKES  AND  PITFALLS  IN  THE  PRACTICE  OF  SURGERY* 

CHARLES  C.  TRABUE,  M.D.,  Nashville,  Tenn. 


There  is  no  occupation  in  which  a mistake 
is  more  costly  and  more  tragic  than  it  is 
in  the  practice  of  surgery.  The  surgeon 
must  realize  each  time  he  picks  up  a knife 
that  the  life  of  the  patient  I’ests  upon  his 
judgment  and  skill.  In  many  instances  his 
decisions  must  be  made  without  taking  the 
time  for  consultation  or  for  reference  to  his 
books  and  journals.  There  is  probably  no 
other  occupation  in  which  a man  is  called 
upon  to  make  decisions  that  will  make  the 
difference  between  good  health  and  crip- 
pling, even  between  life  and  death;  and  in 
which  these  decisions  must  be  made  by  him 
alone  and  without  much  time  for  delibera- 
tion; and  in  which  the  decisions  must  be 
based  upon  such  a broad  knowledge  and 
experience.  Therefore  it  would  seem  to  be 
profitable  to  spend  some  time  considering 
the  mistakes  and  pitfalls  in  which  a surgeon 
is  likely  to  become  ensnared.  I have  chosen 
to  deal  with  this  subject  by  discussing  first 
some  of  the  broad  mistakes  that  we  can 
make  in  our  general  attitude  and  approach 
toward  surgery,  and  then  to  consider  some 
of  the  more  specific  mistakes  that  are  fre- 
quently made  in  a few  particular  types  of 
surgery.  The  nature  of  a paper  such  as 
this  is  necessarily  critical.  May  it  be  under- 
stood that  the  author  intends  to  be  no  more 
critical  of  others  than  he  is  of  himself,  and 
that  many  of  the  mistakes  discussed  have 
been  his  own.  In  fact,  I have  wondered 
whether  the  program  committee  chose  this 
subject  for  me  because  of  my  broad  ex- 
perience in  making  mistakes. 

Surgical  Diagnosis 

First,  then,  under  the  heading  of  general 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8,  1952. 


mistakes,  may  be  listed  a failure  to  spend 
sufficient  time  and  thought  on  the  surgical 
diagnosis.  Surgical  diagnosis  is  probably 
no  more  difficult  than  medical  diagnosis. 
But  so  often  the  surgeon  will  see  the  symp- 
toms and  signs  that  mean  surgical  emer- 
gency to  him,  and  he  will  proceed  to  operate 
immediately  only  to  find  that  if  he  had  been 
more  observant  a useless  and  frequently 
harmful  operation  would  have  been  avoided. 
I know  of  two  very  gross  examples  of  this 
occurring  in  the  past  month.  One  was  a 
case  of  very  obvious  jaundice,  so  recorded 
by  the  interne  in  his  pre-operative  note,  and 
yet  the  patient  was  subjected  to  an  appen- 
dectomy. It  is  certain  that  removing  a cold 
appendix  did  not  help  this  patient  and  the 
hepatitis  which  she  had  was  probably  made 
worse  by  the  anesthetic  and  the  operation. 
The  other  recent  case  was  one  of  suspected 
perforated  duodenal  ulcer.  The  surgeon 
was  aware  that  the  history  and  physical 
findings  were  not  typical  and  in  discussing 
the  case  with  two  other  men  was  advised 
by  both  to  have  a serum  amylase  test  made 
However,  he  proceeded  immediately  with 
operation  only  to  find  evidence  of  an  acute 
hemorrhagic  pancreatitis.  A belated  serum 
amylase  test  made  while  the  patient  was 
on  the  table  revealed  a diagnostically  ele- 
vated level.  Statistically  it  has  been  shown 
that  the  mortality  rate  of  acute  pancreatitis 
is  increased  by  a laparotomy  in  the  early 
stages  of  the  disease.  These  two  cases  il- 
lustrate rather  obvious  carelessness  in  the 
pre-operative  work-up.  Each  of  these  cases 
should  have  been  correctly  diagnosed  and 
each  operation  avoided  by  a better  pre- 
operative examination.  Mistakes  are  not 
always  this  easy  to  avoid  and,  therefore,  no 
major  procedure  should  be  undertaken 
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without  very  careful  attention  to  a detailed 
history  and  a complete  physical  examina- 
tion. And  seldom  is  the  urgency  of  the  sit- 
uation so  great  that  we  will  need  to  forego 
whatever  laboratory  and  x-ray  studies  are 
indicated.  In  one  of  the  Nashville  hospitals 
a large  series  of  patients  having  probable 
upper  abdominal  surgical  emergencies  have 
been  subjected  to  a modified  gastrointes- 
tinal x-ray  series  on  admission.  The  infor- 
mation thus  gained  has  in  a good  many 
cases  been  of  real  value  in  helping  the  sur- 
geon to  decide  correctly  whether  he  should 
operate  or  not. 

All  of  us  have  certainly  had  the  expe- 
rience of  thinking,  “I  wish  that  I had  not 
operated  on  that  patient.”  Such  a predica- 
ment may  be  unavoidable  but  more  often 
it  comes  about  because  of  our  own  careless- 
ness and  our  over-confidence  in  what  we 
think  is  an  obvious  diagnosis. 

Limitations  in  Experience 

II.  Failure  to  realize  one’s  own  limitations 
as  a surgeon  may  lead  him  into  the  most 
tragic  sort  of  pitfall.  Every  doctor  must 
realize  that  his  particular  training  and  ex- 
perience have  qualified  him  to  carry  out 
certain  procedures  with  ease  and  skill.  But, 
by  the  same  token,  he  also  knows  that  he 
does  have  limitations.  The  very  best  gen- 
eral surgeon  is  not  likely  to  undertake  the 
removal  of  a brain  tumor.  Nor  will  he  un- 
dertake to  treat  diabetes  or  coronary  throm- 
bosis. But  there  is  a tendency  for  some 
doctors  with  limited  surgical  training  to 
undertake  procedures  for  which  they  are 
not  qualified.  Thorek,  in  his  book  on  “Surgi- 
cal Errors  and  Safeguards,”  states  that  no 
one  should  ever  open  a human  abdomen 
unless  he  feels  competent  to  deal  with  every 
surgical  condition  which  may  confront  him. 

Knowledge  of  Pathology 

III.  A working  knowledge  of  gross  path- 
ology is  a sine  qua  non  of  good  surgery.  The 
basis  of  this  knowledge  must  be  laid  in  med- 
ical school  and  postgraduate  training,  but 
the  knowledge  must  be  broadened  and  kept 
fresh  by  an  attitude  of  curiosity  on  the  part 
of  the  surgeon, — so  much  curiosity  that  he 
will  follow  his  specimens  to  the  laboratory 
and  have  the  pathologist  discuss  the  diag- 
nosis with  him.  Unless  the  surgeon  does 


have  a report  from  the  pathologist  on  all  of 
the  tissues  he  removes  he  is  likely  to  con- 
tinue making  the  same  errors  year  after 
year.  For  example,  a large  corpus  luteum 
cyst  in  which  a hemorrhage  has  occurred 
certainly  gives  the  appearance  of  disease 
and  may  easily  be  mistaken  for  a chocolate 
cyst  of  endometriosis.  Thousands  of  such 
cysts  have  been  removed  because  of  the 
surgeon’s  honest,  though  mistaken  belief 
that  the  ovary  was  pathological.  We  should 
all  be  able  to  distinguish  the  normal  from 
the  pathological  and  to  distinguish  those 
changes  which  are  physiological  rather  than 
pathological.  More  difficult  is  the  problem 
of  deciding  upon  the  exact  nature  of  the 
pathological  lesion.  It  is  notoriously  dif- 
ficult to  distinguish  grossly  between  an  in- 
flammatory lesion  and  a malignant  lesion 
in  the  head  of  the  pancreas  or  of  the  colon. 
And  yet  such  a distinction  is  of  the  greatest 
importance  because  of  the  difference  in  the 
surgical  treatment  of  the  two  conditions.  So 
it  must  be  granted  that  fewer  mistakes  will 
be  made  by  the  surgeon  who  has  a good 
knowledge  and  understanding  of  gross  path- 
ology. 

Exploration  of  the  Abdomen 

IV.  Failure  to  make  a complete  abdominal 
exploration  may  be  an  error  that  will  have 
grievous  results.  Such  an  omission  may 
lead  to  completely  overlooking  the  real 
pathology  as  in  a case  I saw  many  years 
ago  in  which  a normal  appendix  was  re- 
moved and  an  inflamed  Meckel’s  diverticu- 
lum was  not  discovered  until  autopsy.  The 
fact  that  a gall  bladder  is  found  to  be  patho- 
logical does  not  preclude  the  co-existence 
of  duodenal  ulcer  or  chronic  pancreatitis. 
And  it  is  most  embarrassing  to  remove  a gall 
bladder  and  to  give  a good  prognosis  only 
to  have  the  patient  suffer  from  colic  due 
to  a stone  in  the  common  duct  which  should 
have  been  discovered  by  a more  thorough 
exploration. 

Not  only  must  one  explore  the  abdomen 
thoroughly  to  make  certain  that  he  is  aware 
of  all  of  the  pathologic  changes  present,  but 
he  must  also  be  certain  that  he  has  correctly 
estimated  the  entire  situation  and  has  chosen 
the  operation  best  suited  for  the  circum- 
stances. It  is  so  much  better  to  decide  on 
the  type  of  operation  after  careful  explora- 
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tion  rather  than  to  rely  on  a preconceived 
plan.  A good  example  of  the  wisdom  of 
this  routine  is  often  seen  in  gastric  surgery. 
Although  gastric  resection  is  good  treatment 
in  many  types  of  duodenal  ulcer,  it  is  not  the 
best  operation  in  all  cases.  If  the  ulcer  is 
a deep  one,  low  in  the  duodenum  and  on  the 
posterior  wall  with  dense  adhesions  to  the 
pancreas,  a resection  will  be  accompanied 
by  a high  morbidity  and  mortality  rate.  If 
the  resection  is  going  to  be  really  difficult 
and  there  is  some  question  about  whether 
a satisfactory  closure  of  the  duodenal  stump 
can  be  made,  then  it  is  better  judgment  to 
abandon  the  resection  in  favor  of  some 
operation  such  as  gastro-enterostomy  and 
vagotomy.  So  the  surgeon  must  be  able  to 
visualize  in  advance  the  entire  operation 
and  be  certain  that  he  is  not  going  to  get 
into  difficulty  that  could  have  been  avoided. 
Total  exploration  before  deciding  on  the 
exact  operation  to  be  undertaken  will  often 
avoid  this  difficulty. 

Pre-  and  Post-Operative  Care 

V.  It  is  a great  mistake  not  to  take  full 
advantage  of  our  present  day  knowledge  of 
pre-  and  post-operative  care  of  the  patient. 
In  recent  years  we  have  gained  a consider- 
able knowledge  concerning  electrolyte  bal- 
ance, water  balance,  blood  volume,  acidosis, 
alkalosis,  nitrogen  retention,  serum  protein 
deficiencies,  various  specific  vitamin  defi- 
ciencies, impaired  liver  and  renal  functions 
and,  of  course,  anemia.  With  laboratory 
methods  of  determining  all  of  these  patho- 
logical conditions,  and  with  the  develop- 
ment and  availability  of  many  fine  products 
used  for  their  correction,  we  now  have  at 
hand  a much  more  exact  and  scientific  ap- 
proach in  preparing  the  patient  for  surgery 
and  for  preventing  and  treating  many  post- 
operative complications.  Unless  the  opera- 
tion is  truly  an  emergency  there  is  fre- 
quently much  to  be  gained  by  the  delay  of 
a few  days  to  be  spent  in  the  correction  of 
any  such  condition.  Thus  the  ‘poor  risk’ 
patient  may  be  transformed  into  a ‘good 
risk’  patient  who  can  then  tolerate  without 
difficulty  a long  operation  and  its  accom- 
panying anesthesia.  Post-operatively  there 
is  much  to  be  gained  by  the  administration 
of  the  proper  amounts  of  fluids,  electro- 
lytes, protein,  glucose,  alcohol,  vitamins, 


albumin  or  whole  blood;  by  the  encourage- 
ment of  early  ambulation  which  will  result 
in  an  earlier  return  of  normal  physiological 
functions;  and  by  the  use  of  the  Wangen- 
steen or  Miller-Abbott  tube  and  by  alert 
supervision  to  detect  and  treat  complica- 
tions. 

So  much  for  the  broad,  general  mistakes 
in  our  approach  to  surgery.  Let  us  now 
consider  a few  specific  types  of  surgery  and 
how  difficult  it  is  to  avoid  mistakes  in  any 
one  of  them. 

Specific  Pitfalls 

1.  Mistakes  made  in  treatment  of  carci- 
noma of  the  breast  are  legion.  Granted  that 
it  is  a mistake  to  biopsy  or  remove  a breast 
carcinoma,  unless  we  are  prepared  to  pro- 
ceed immediately  with  a radical  mastec- 
tomy, then  are  we  correct  in  tackling  any 
breast  lesion  in  the  office  under  local  an- 
esthesia? We  may  be  sure  on  occasion  that 
cystic  disease  is  present,  but  we  can  never 
be  sure  that  there  is  not  a co-existing  malig- 
nant change.  The  pathologist  frequently 
has  difficulty  with  the  distinction  between 
some  types  of  mastitis  and  early  carcinoma 
even  when  he  has  the  tissue  in  his  hand 
and  the  slide  under  the  microscope.  How, 
then,  can  we  hope  to  be  right  when  we 
palpate  the  lesion  through  an  overlying 
mass  of  skin  and  breast  tissue  and  attempt 
to  make  a positive  diagnosis  pre-opera- 
tively? 

Another  pitfall  to  be  avoided  is  that  of 
operating  on  any  slightly  suspicious  breast 
lesion  without  first  making  a careful  search 
for  possible  existing  evidence  of  distant 
metastases.  A pre-operative  chest  x-ray 
should  certainly  be  routine  because  of  the 
great  tragedy  of  mutilating  a patient  with 
a radical  mastectomy  only  to  discover  post- 
operatively  that  she  could  not  be  cured  at 
all  because  of  an  existing  pulmonary 
metastasis. 

Another  error  in  breast  surgery  is  that 
of  not  being  sufficiently  thorough  if  the 
lesion  is  malignant.  I refer  to  the  surgeon 
who  thinks  that  a radical  mastectomy  can 
be  done  without  removing  both  the  pecto- 
ralis  major  and  minor,  or  the  surgeon  who 
considers  that  he  has  done  an  axillary  dis- 
section by  wiping  away  the  axillary  fat 
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with  gauze.  In  all  fairness,  unless  the  dis- 
section is  carried  out  with  scalpel  or  scissors, 
with  complete  exposure  of  vessels  and 
nerves  right  up  to  the  apex  of  the  axilla, 
the  operation  should  not  bear  the  name  of 
radical  mastectomy. 

II.  In  gall  bladder  surgery  the  pitfalls  are 
not  only  many  and  hard  to  avoid,  but  they 
may  be  difficult  to  escape.  Injuries  to  the 
common  duct  and  ligation  of  the  right 
hepatic  artery  are  the  two  most  common 
sources  of  difficulty.  It  might  almost  be 
said  that  there  is  no  such  thing  as  normal 
anatomical  arrangement  of  the  extrahepatic 
ducts  and  vessels,  because  the  most  frequent 
arrangement  occurs  in  only  about  30  per- 
cent of  all  cases.  This  being  the  case,  a 
clamp  which  is  placed  just  at  the  base  of 
the  gall  bladder  where  the  cystic  duct  and 
artery  are  thought  to  be,  may  or  may  not 
produce  damage.  Such  a routine  will  in- 
evitably lead  to  division  of  the  right  hepatic 
artery  in  some  cases  and  injury  to  the 
common  duct  in  others.  Such  mistakes  can 
be  rather  easily  avoided  if  the  surgeon  will 
take  the  time  and  pains  to  visualize  all  of 
the  structures  before  applying  a clamp  or 
ligature.  With  a hemostat  on  the  ampulla 
applying  traction  outward  the  peritoneum 
of  the  hepato-duodenal  ligament  can  be 
incised.  By  then  using  a tiny  pusher  sponge 
aided  by  an  occasional  light  snip  with 
small  scissors  the  cystic  duct  can  always  be 
visualized.  Its  entire  length  should  then 
be  dissected  free  from  surrounding  tissues 
so  that  the  proper  level  for  division  can  be 
accurately  determined.  After  division  of 
the  cystic  duct  the  cystic  artery  is  seen  with 
very  little  additional  dissection.  It  is  not 
enough  to  see  this  artery,  but  it  must  be 
followed  upward  lest  it  cut  back  into  the 
liver.  In  such  case  we  are  dealing  with 
the  right  hepatic  artery,  and  the  cystic 
artery  will  be  found  as  a small  branch  from 
it.  Adequate  exposure,  good  lighting  and 
careful  dissection  will  prevent  the  surgeon 
from  falling  into  the  worst  pitfalls  of  simple 
gall  bladder  surgery. 

III.  The  pitfalls  in  pelvic  surgery  are 
numerous.  The  surgeon  must  be  constantly 
alert,  conscientious  and  wise  to  avoid  falling 
into  the  trap  of  performing  unnecessary 
surgery  in  the  female  pelvis.  The  majority 


of  women  at  or  near  the  menopause  fancy 
that  something  is  wrong  and  it  is  an  easy 
matter  to  convince  them  that  they  can  be 
benefitted  by  surgery,  or  that  surgery  must 
be  performed  to  avoid  the  danger  of  threat- 
ened cancer.  The  pathologists  in  most  hos- 
pitals will  tell  us  that  many  of  the  hysterec- 
tomies could  have  been  avoided  by  good 
endocrine  therapy,  and  that  many  of  the 
ovaries  removed  have  good  functioning 
tissue. 

Nor  are  the  middle  aged  women  the  only 
ones  to  get  the  surgeon  into  trouble.  I recall 
the  case  of  a young  women  who  apparently 
had  a large  fibroid.  The  surgeon  was  suf- 
ficiently careful  to  request  a pre-operative 
Ascheim-Zondek  test.  After  a negative  re- 
port was  received  he  proceeded  with  a 
hysterectomy  and  was  very  much  em- 
barrassed to  find  that  he  had  removed  a 
pregnant  uterus.  The  patient,  however,  was 
very  happy  and  readily  admitted  that  the 
urine  specimen  which  she  had  brought  to 
the  office  was  by  courtesy  of  her  sister.  A 
few  years  ago  I saw  a young  woman  with 
signs  of  acute  and  massive  hemorrhage. 
Ectopic  pregnancy  seemed  probable.  After 
clearing  every  one  from  the  room  I ex- 
plained in  some  detail  to  her  the  importance 
of  a very  accurate  history.  She  seemed 
frank  enough  and  explained  to  me  that  she 
was  not  only  single  but  virtuous,  and  that 
any  sort  of  pregnancy  was  out  of  the  ques- 
tion. After  removing  a ruptured  ectopic 
pregnancy,  I returned  to  her  room  that 
evening  to  have  her  tell  me  that  she  had 
wanted  to  keep  her  three  months  old  mar- 
riage a secret.  Perhaps  the  moral  to  be 
drawn  from  these  two  cases  is,  “Never  trust 
a woman.”  But  to  put  it  more  kindly, — it 
is  better  to  consider  the  physical  findings  as 
more  important  than  the  history  if  preg- 
nancy is  to  be  considered.  The  frequency  of 
ill  advised  surgery  in  the  pelvis  should  make 
us  all  doubly  wary.  The  exact  condition  of 
the  pelvic  organs  cannot  always  be  deter- 
mined until  the  time  of  laparotomy  and 
thus  the  surgeon  should  avoid  the  error  of 
telling  the  patient  categorically  just  what 
operation  he  will  perform.  His  decision 
must  frequently  await  careful  inspection 
and  palpation  of  the  exposed  organs. 

IV.  Operations  for  cancer  are  more  fre- 
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quent  every  day  and  comprise  a considera- 
ble portion  of  any  surgeon’s  work.  The 
question  with  which  we  are  constantly 
faced  is:  Can  I by  any  sort  of  radical  opera- 
tion cure  this  patient  even  by  accepting  a 
sei'ious  mortality  risk,  or  has  the  disease 
advanced  beyond  all  hope  of  cure?  If  cure 
is  out  of  the  question,  should  we  carry  out 
some  palliative  procedure?  Obviously  we 
must  seek  to  carry  out  the  radical  procedure 
more  and  more  often  if  we  hope  to  improve 
our  cure  rate.  If  there  are  no  distant 
metastases  evident,  and  if  it  seems  at  all 
possible  to  remove  the  lesion  beyond  the 
area  of  invasion,  then  the  surgeon  must  not 
shirk  because  of  the  magnitude  of  the  job 
or  because  of  the  risk  of  high  mortality. 
In  such  circumstances  he  must  carefully 
avoid  the  pitfall  of  proceeding  beyond  the 
point  of  turning  back  only  to  find  that  the 
tumor  cannot  be  resected.  For  instance,  in 
a contemplated  abdomino-perineal  resec- 
tion, after  ligation  of  the  superior  hemor- 
rhoidal vessels  it  is  too  late  to  change  one’s 
mind  about  the  resectability  of  the  tumor. 
In  a similar  manner,  one  can  get  into  trouble 
in  carcinoma  of  the  stomach  by  discovering 
that  the  hepatic  artery  or  vena  cava  are  in- 
vaded after  the  operation  has  been  advanced 
beyond  the  point  of  turning  back.  However, 
in  operating  for  cancer  the  surgeon  is  en- 
titled to  take  some  risks  that  are  not  per- 
missible in  any  other  type  of  surgery. 

Some  of  the  errors,  then,  which  we  must 
constantly  avoid  in  cancer  surgery  are: 

1.  To  be  sure  that  there  are  no  distant 
incurable  metastases. 

2.  Never  to  be  satisfied  with  a palliative 
or  half  radical  operation  if  there  is  a chance 
of  cure  by  making  a bolder  approach. 

3.  Be  as  certain  as  possible  that  the  radical 
attempt  will  not  be  made  in  vain. 

Summary 

In  summarizing,  it  has  been  suggested 
that  the  five  most  frequent  and  tragic  mis- 


takes made  by  the  general  surgeon  are: 
failure  to  give  sufficient  time  and  thought 
to  surgical  diagnosis;  the  attempt  to  do 
surgery  for  which  one  is  not  qualified;  a lack 
of  knowledge  of  gross  pathology;  failure  to 
completely  explore  the  abdomen;  inade- 
quate pre-  and  post-operative  care. 

A few  specific  pitfalls  in  surgery  of  the 
breast,  gall  bladder,  pelvis  and  malignant 
disease  have  been  mentioned.  An  effort  has 
been  made  to  point  out  how  these  errors  can 
be  avoided.  Perhaps  this  frank  admission 
of  some  of  our  errors  will  help  us  to  avoid 
them  in  the  future. 

Discussion 

DR.  CHARLES  R.  ZIRKLE  (Knoxville):  Mr. 
Chairman  and  Gentlemen. 

I would  like  to  compliment  Dr.  Trabue  on  his 
excellent  presentation  of  the  problems  that  are 
ever  lurking  in  the  background  of  any  man  who 
does  surgery. 

How  easy  it  is  for  the  surgeon  to  make  mistakes 
in  diagnosis  is  borne  out  by  the  pathologist’s  re- 
port when  the  charts  are  received  at  Record  Com- 
mittee Meetings.  It  is  my  opinion  that  the  ma- 
jority of  these  mistakes  are  due  to  ignorance  of 
the  basic  knowledge  required  of  any  surgeon,  that 
is,  the  required  acumin  to  differentiate  the  ab- 
normal from  the  normal  and  the  physiological 
changes  that  occur  in  health  and  disease.  Special 
reference  is  made  to  the  thousands  of  normal 
corpus  lutea  removed  needlessly  each  year. 

The  proof  of  the  mistakes  made  in  technical 
ability  is  brought  to  our  attention  by  the  numer- 
ous secondary  operations  which  are  done  yearly 
for  strictures  of  the  biliary  ti'act.  These  can 
usually  be  avoided  if  all  structures  are  identified 
before  section,  as  was  so  ably  described  by  Dr. 
Trabue. 

Oftimes  the  busy  surgeon  tends  to  neglect  the 
pre-operative  study,  to  take  the  word  of  others, 
and  to  forget  the  patient  once  the  operative  pro- 
cedure has  been  performed.  It  is  my  candid 
opinion  that  this  doctor  ceases  to  be  a surgeon 
but  becomes  a surgical  technician,  to  all  intents 
and  purposes,  and  frequently  with  fairly  dis- 
astrous results. 

It  is  not  fitting  that  I review  the  foregoing  com- 
prehensive treatise  as  is  done  so  often  in  dis- 
cussions. But  I would  like  to  say  that  I enjoyed 
the  paper  very  much. 
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Precordial  pain  is  one  of  the  complaints  met  almost  daily  in  the 
physician's  office.  Unfortunately  it  is  misinterpreted  all  too  fre- 
quently as  being  of  cardiac  origin.  The  ensuing  neurosis  stands  high 
on  the  list  of  physician-induced  neuroses. 

PRECORDIAL  PAIN:  DIFFERENTIAL  DIAGNOSIS* 

R.  B.  WOOD,  M.D.,  Knoxville,  Tenn. 


Although  the  literature  contains  numer- 
ous articles  on  this  subject,  the  increasing 
number  of  cases  encountered  by  members 
of  the  profession  justifies  a continuous  re- 
examination of  this  increasingly  important 
subject.  From  the  viewpoint  of  the  rela- 
tionship of  this  subject  to  that  of  cardio- 
vascular disease  alone,  there  is  justification 
for  a few  moments  discussion  this  morning. 

One’s  thoughts  naturally  turn  to  the 
causes  of  precordial  pain  and  a glance  at  an 
anatomical  chart  (lantern  slide)  gives  a 
partial  clue  as  to  the  number  of  possibilities. 
We  point  to  the  anatomical  proximity  of 
many  organs  underlying  the  precordial  area 
and  by  means  of  a second  chart  (lantern 
slide)  we  call  attention  to  those  organs 
whose  nerve  supply  is  partially  received 
from  either  the  same  segmental  sources  or 
whose  segment  is  immediately  contiguous 
to  that  of  other  segments  which  receive  af- 
ferent impulses  from  organs  either  adjacent 
to  structures  under  the  precordial  area,  or 
slightly  distant  thereto. 

That  pain  in  any  area  of  the  body,  is  due 
to  so  called  viscero-sensory  reflexes  has 
long  been  known.  That  it  does  not  need  to 
be  restricted  to  one  or  more  given  segments 
of  the  cord  but  may  overflow  into  others,  is 
also  accepted.  The  inter-segmental  type  of 
reflex  thus  allows  widespread  sensory  man- 
ifestation of  a disturbed  underlying  viscus, 
and  thus  we  see  how  cardiospasm  for  in- 
stance may  arise  from  an  irritation  of  the 
bladder,  (1)  or  precordial  distress  may  arise 
from  a hiatal  hernia.  While  the  term  pre- 
cordial pain  is  most  likely  to  suggest  dis- 
tress that  arises  from  the  heart,  we  must 
remember  that  there  are  a large  number 
of  other  sources  for  this  type  of  pain.  These 
may  be  divided  into: 

(1)  Pain  arising  from  the  chest  wall  itself, 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  Tenn.,  April  8-9,  1952. 


(2)  Pain  inferred  to  the  chest  from  ab- 
dominal organs, 

(3)  Pain  arising  from  intra-thoracic  vis- 
cera other  than  the  heart  such  as: 

(A)  Aorta, 

(B)  From  the  pulmonary  artery, 

(C)  From  the  lung,  bronchi,  pleura, 
mediastium, 

(D)  Pain  arising  from  the  esophagus. 

(4)  Pain  arising  from  the  heart, — we  shall 
leave  for  discussion  the  pain  arising 
from  this  area  to  the  last. 

In  the  group  having  pain  arising  from 
the  chest  wall,  the  soreness  and  discomfort 
in  the  chest  wall  from  early  herpes  zoster 
is  unlikely  to  be  a difficult  diagnostic  prob- 
lem. Its  superficiality  and  the  exquisite 
tenderness  localized  to  a segmental  nerve 
distribution  not  preceded  by  the  usual  his- 
tory of  severe  chest  pain,  accompanying 
shock,  et  cetera,  should  serve  to  differentiate 
it,  and  lead  one  to  the  suspicion  of  the  true 
cause  even  prior  to  the  appearance  of  the 
characteristic  eruption. 

The  usual  history  of  trauma  and  the  rela- 
tionship to  position,  movements  of  the  chest 
wall  and  the  localized  tenderness  should 
serve  to  differentiate  painful  disorders  as- 
sociated with  fracture  of  a rib  or  the  dis- 
placement of  a costal  cartilage.  The  arth- 
ritic or  destructive  lesions  involving  the 
spine  such  as  osteo-arthritis,  osteomyelitis, 
tuberculosis,  metastatic  neoplasm  are  usu- 
ally differentiated  by  their  origin  and  radia- 
tion of  pain,  or  their  relationship  to  posture, 
or  by  their  associated  aggravation  by  such 
movements  such  as  from  the  act  of  cough- 
ing, sneezing,  et  cetera.  Occasional  difficulty 
from  a diagnostic  standpoint  is  encountered 
in  the  pressure  pain  from  the  anterior 
scalenus  muscle  syndrome,  usually  exag- 
gerated by  the  carrying  of  heavy  objects 
in  front  of  the  individual  and  hence  as- 
sociated with  effort.  It  may  be  partially 
identified  by  the  acuteness  of  the  pain  dur- 
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ing  certain  body  movements  such  as  eleva- 
tion of  the  arm  as  in  putting  on  one’s  over- 
coat. This  pain  vanishes  quickly  with  the 
cessation  of  the  causative  activity  and  is 
absent  during  activity  unassociated  with 
use  of  the  shoulder  muscle  group. 

The  pain  from  intercostal  neuralgia  or 
neuritis  will  usually  be  found  to  be  fairly 
easily  differentiated  from  angina  by  the 
shortness  of  the  duration  of  the  pain  itself, 
by  the  fact  that  it  is  not  associated  necessar- 
ily, with  effort  pain,  and  by  the  fact  that  it 
is  accompanied  by  localized  tenderness  that 
often  may  be  traced  around  the  body  to  the 
vertebral  column.  The  type  of  pain,  further- 
more, is  not  like  that  affecting  either  heart 
or  bone  and  usually  arises  in  no  special  rela- 
tionship to  specific  movements,  or  in  relation 
to  general  exertion. 

A frequently  annoying  symptom  both  to 
the  physician  as  well  as  to  the  patient  is 
the  occurrence  of  shoulder  pain  which  often 
arises  in  those  individuals  suffering  from 
either  angina  pectoris  or  from  a past  acute 
myocardial  infarction.  This  pain  is  a prob- 
lem for  the  physician  from  the  standpoint 
that  it  may  be  erroneously  diagnosed  as 
bursitis  or  arthritis  without  the  recognition 
of  the  fact  that  it  may  have  arisen  from  re- 
flex changes  in  muscle  tone  due  primarily 
to  unrecognized  disturbance  in  the  coronary 
circulation.  It  may  also  create  difficulty  for 
the  physician  and  the  patient  because  it 
may  be  unjustly  blamed  to  the  angina  itself. 
As  a rule  this  type  of  pain  occurs  after 
myocardial  infarction  and  it  will  be  found 
to  be  related  to  movements  of  the  arm  and 
perhaps  be  accompanied  by  localized  tender- 
ness of  the  shoulder  itself.  Only  careful 
history  and  re-examination  will  serve  to 
differentiate  it  from  other  types  of  pain. 

In  this  era  of  a public  acutely  conscious 
of  the  significance  of  chest  pain,  a large 
number  of  patients  visiting  the  physicians 
office  will  be  found  to  be  suffering  from 
chest  pain  referred  from  the  abdominal 
organs.  This  is  especially  true  of  a group 
susceptible  to  the  attractive  advertisements 
in  trade  magazines  of  expert  culinary  ac- 
complishments, and  perhaps  abetted  by  par- 
taking of  certain  products  of  grain  which 
prohibit  the  recognition  of  the  sensation  of 
satiety.  I refer  to  that  group  of  symptoms 


arising  from  the  upper  gastro-intestinal 
tract  produced  by  aerophagia  and  pyloro- 
spasm  brought  on  either  by  rapid  eating,  as 
well  as  over  indulgence.  The  latter  is  also 
frequently  encountered  in  the  tense  or 
emotional  individual,  in  whom  many  other 
complaints  based  on  the  same  background 
may  be  uncovered  by  a properly  taken  his- 
tory. 

Pain  from  this  same  region  may  however 
be  encountered  in  individuals  who  do  not 
fall  in  either  of  the  above  classifications. 
Such  a one  is  shown  in  figure  1,  an  example 
of  a hiatal  hernia  which  had  been  over- 


Fig.  l 


looked  in  three  previous  gastro-intestinal 
series.  Unfortunately  it  could  not  be  re- 
lieved by  surgery  because  of  a congenitially 
short  esophagus.  However,  the  owner  was 
relieved  of  considerable  anxiety  when  it  was 
found  that  his  precordial  pain  was  not  due 
to  coronary  disease.  The  pain  from  this 
difficulty  is  often  retrosternal  with  radia- 
tion either  to,  or  from  the  shoulder,  which 
is  most  commonly  noted  after  a heavy 
evening  meal  but  which  also  may  occur 
with  no  relationship  to  eating.  It  tends  to 
be  aggravated  by  either  emotion  or  by 
fatigue,  but  in  contradistinction  to  the  pain 
of  effort  of  angina,  it  is  often  worse  at  night 
after  retirement  and  is  relieved  by  walking 
about  and  occasionally  by  belching  or  vomit- 
ing. 

Peptic  ulcer  may  give  rise  to  substernal  or 
precordial  pain  probably  induced  by  pyloro- 
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spasm  as  in  the  case  of  the  individual  whose 
x-rays  are  shown  in  figure  2.  This  was  dis- 
covered on  the  patients  fourth  admission  to 
a hospital  within  the  period  of  two  years. 
The  three  previous  admissions  had  been  for 
symptoms  thought  to  be  on  the  basis  of 
coronary  artery  disease,  because  of  low 
retrosternal  pain. 

Especially  worthy  of  mention  is  the  rather 


Fig.  2 


frequent  occurrence  of  pain  in  the  precordial 
area  arising  from  spasm  of  the  splenic 
flexure  of  the  colon.  This  pain  is  cramp-like 
in  nature  lasting  several  seconds  and  may 
often  be  partially  reproduced  by  any  activ- 
ity that  increases  intra-abdominal  tension. 
If  associated  with  the  presence  of  an  ac- 
cumulation of  gas  in  the  bowel,  it  would 
necessarily  be  relieved  by  anything  causing 
a shifting  of  the  position  of  the  gas  such  as 
its  expulsion,  the  administration  of  an 
enema  or  a shift  in  the  position  of  the  body 
if  in  bed.  More  difficult  to  explain  is  the 
presence  of  distress  in  individuals  suffering 
from  spastic  constipation  and  in  whom  pain 
may  occur  without  the  presence  of  gas. 
Only  through  the  relief  of  the  spasticity  by 
diet  and  antispasmodics  will  confirmatory 
evidence  of  the  causative  factor  be  found. 
Less  frequent  intra-abdominal  causes  of 
pain  are  disease  of  the  gall  bladder,  pancreas 


and  spleen.  It  is  well  to  remember  the  ab- 
normal EKG  tracings  may  occur  in  individ- 
uals suffering  from  disease  of  the  gall 
bladder  and  in  other  non-cardiac  illnesses. 

It  is  much  easier  to  explain  the  presence 
of  precordial  pain  which  arises  from  disease 
of  the  intrathoracic  viscera,  other  than  the 
heart.  That  arising  from  complications  of 
syphilitic  aortitis  have  long  been  known. 
Pain  arising  from  dissecting  aneurysm  is 
less  frequently  recognized  but  is  becoming 
of  increasing  importance  due  to  the  greater 
number  of  individuals  reaching  the  age  in 
which  its  incidence  may  arise.  Syphilitic 
aortitis  will  probably  become  an  unknown 
disease  eventually.  Pain  due  to  dissecting 
aneurysm  is  at  the  present  too  frequently 
confused  with  the  picture  of  acute  myo- 
cardial infarction.  On  the  basis  of  location, 
intensity  and  radiation  of  pain  it  may  not 
be  differentiated  from  acute  myocardial  in- 
farction. The  pain  fibers  arising  from  the 
aorta  and  the  heart  pursue  the  same  course. 
One  should  be  alert  to  the  possibility  of 
aneurysm  whenever  the  initial  pain  persists 
over  the  course  of  a few  days  and  attention 
has  also  been  drawn  to  the  inconstant  pres- 
ence of  a diastolic  murmur  resulting  from 
functional  aortic  insufficiency.  Also  sug- 
gestive are  evanescent  neurological  signs 
resulting  from  the  interference  of  the  blood 
supply  to  the  spinal  cord  as  a result  of 
blockage  of  the  intercostal  arteries.  Oc- 
casionally systolic  murmurs  over  the  back 
or  abdomen  and  less  rarely  a periaortic 
friction  rub  have  been  described.  Of  course, 
later  in  the  disease  the  presence  of  wide- 
spread pain  in  the  back,  abdomen  or  legs 
should  suggest  that  myocardial  infarction 
is  not  likely  to  be  the  cause  of  such  phe- 
nomena. Very  confusing  are  those  instances 
in  which  the  pain  remains  localized  to  the 
chest,  and  the  T wave  changes  due  to  the 
hypertensive-arteriosclerotic  disease  are 
significantly  altered  by  the  presence  of 
shock.  In  such  instances  differentiation  may 
be  impossible  at  a given  time. 

The  frequent  occurrence  of  pulmonary 
embolism  and  the  readiness  with  which  it  is 
usually  recognized  will  call  for  only  brief 
discussion.  The  pain  is  due  either  to  the 
infarction  and  the  resulting  pleuritis  or  to 
secondary  changes  in  the  dynamics  of  the 
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circulation  which  in  turn  may  effect  the 
coronary  circulation.  The  usual  history  of 
recent  operative  procedures,  or  bed  rest, 
evidence  of  tenderness  of  the  calf  muscles 
and  discomfort  in  the  legs  upon  walking, 
and  the  characteristic  pulmonary  x-ray 
changes  will  determine  the  diagnosis. 

Far  less  commonly  recognized  or  dis- 
cussed is  the  precordial  pain  arising  from 
the  pulmonary  hypertension2-3  associated 
with  mitral  stenosis,  congenital  heart  disease 
and  bronchial  asthma.  This  pain  is  similar 
in  all  respects  to  that  produced  by  coronary 
insufficiency,  being  caused  by  muscular  ef- 
fort with  special  reference  to  those  factors 
which  increases  the  pulmonary  arterial 
pressure.  The  frequent  occurrence  of  cya- 
nosis in  the  diseases  accompanied  by  in- 
creased pulmonary  pressure  and  the  occur- 
rence of  wheezing  should  help  to  alert  one 
as  to  the  source  of  the  difficulty. 

Easier  of  recognition  are  the  conditions 
having  precordial  pain  due  to  acute  inflam- 
matory changes,  such  as  pleuritis,  epidemic 
pleurodynia  and  rarely  the  mild  substernal 
burning  pain  noted  in  acute  bronchitis. 
Pneumothorax,  mediastinal  emphysema  and 
the  presence  of  diseased  mediastinal  lymph 
nodes  can  only  be  diagnosed  on  careful 
physical  and/or  x-ray  examination.  The 
characteristic  crunching  heard  synchronous 
with  the  heart  beat,  if  present,  suffices  for 
the  recognition  of  mediastinal  emphysema. 

We  would  like  to  call  attention  to  the  not 
infrequent  pain  arising  from  the  esophagus. 
Occasionally  the  severe  pain  associated  with 
spasm  of  this  organ  is  extremely  difficult 
to  differentiate  from  heart  disease,  unless 
one  obtains  the  history  of  frequent  previous 
attacks,  usually  associated  with  the  begin- 
ning of  eating.  Favorable  response  to 
atropine,  in  the  case  of  functional  disorders, 
and  the  presence  of  concomitant  disease  of 
the  esophagus  found  on  x-ray  examination 
will  effect  a correct  diagnosis. 

Pain  arising  from  the  heart.  The  history 
of  precordial  pain  in  disturbances  of  the 
heart  is  extremely  interesting  but  will  not 
be  reviewed  in  this  discussion.4  It  is  suf- 
ficient to  remind  you  of  the  characteristics 
of  the  pain  of  angina  pectoris  and  of  acute 
myocardial  infarction.  That  of  both  are 
continuous,  constrictive  in  nature.  Angina 


usually  is  associated  with  those  acts  increas- 
ing the  work  of  the  heart  and  is  relieved  by 
rest,  or  by  factors  increasing  the  coronary 
flow.  The  pain  arises  from  a disturbance 
between  the  demands  and  the  supply  of 
oxygen  to  the  myocardium.  This  oxygen 
supply  is  determined  by: 

(1)  The  caliber  of  the  coronary  arteries, 

(2)  The  blood  pressure, 

(3)  The  heart  rate  and 

(4)  The  hemoglobin  content  per  unit  of 
blood. 

The  oxygen  needs  of  the  heart  are  gov- 
erned primarily  by  the  amount  of  work 
that  it  performs,  and  the  increased  demands 
made  may  either  be 

(1)  Temporary,  as  in  exercise,  emotional 
stress,  post-prandially  or  in  tachy- 
cardias, or 

(2)  Permanent,  as  in  aortic  stenosis  and 
hypertension.3 

In  the  background  there  must  exist  the 
underlying  factor  of  changes  in  the  coronary 
vessels,  though  at  times  one  may  see  very 
young  individuals  with  paroxysmal  tachy- 
cardial  complaining  of  pain  in  whom  it  is 
hard  to  visualize  the  existence  of  coronary 
disease.  Again  in  instances  of  chronic  types 
of  leukemia  unassociated  with  secondary 
anemia  one  encounters  instances  angina  of 
effort.  It  is  within  the  experience  of  many 
that  precordial  distress  may  appear  in  very 
anemic  individuals  suffering  with  primary 
anemia  and  who  lose  this  symptom  with  the 
restoration  of  a normal  blood  count. 

In  discussing  cardiac  pain,  Parkinson-  re- 
minds us  that  there  are  two  types,  one  arising 
from  the  heart  and  not  due  to  coronary 
artery  disease  and  the  second  one,  that  from 
coronary  disease,  or  angina  pectoris.  Decry- 
ing the  frequent  use  of  the  term  angina 
pectoris  as  a symptom  and  not  a disease 
he  calls  attention  to  Sir  Clifford  Albutt’s 
definition  of  a disease  as  “no  more  than  our 
concept  and  our  name  for  a certain  recurrent 
series  of  morbid  events  in  many  living  bod- 
ies,” and  who  insisted  that  angina  pectoris 
was  such.  He  ask,  “Does  a man  with  effort 
angina  cease  to  have  angina  when  he  gets 
attacks  at  rest,  or  worse  attacks  from  in- 
farction?” He  further  decries  the  use  of 
the  term  “precordial”  as  being  too  vague  a 
term  and  prefers  the  term  “sternal  pain”  al- 
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though  distress  in  the  left  supramammary 
area  and  extending  into  the  left  arm  is  also 
quite  frequent.  For  localization  he  insists 
that  the  patient  take  one  finger  and  outline 
the  area  of  the  pain  and  further  reminds  us 
of  the  variations  in  reference  to  the  neck, 
jaw  or  into  the  larynx. 

Certain  basic  facts  are  worthy  of  remem- 
bering in  the  differential  diagnosis  of  angina. 
They  are  the  role  of  emotion,  the  combina- 
tion of  exercise  and  eating,  the  almost  con- 
stant relationship  of  exertion  preceding  and 
not  immediately  concomitant  with  the  pain. 
Furthermore,  of  diagnostic  help  are  relief 
by  stopping  the  activity  producing  the  dis- 
comfort and  the  usual  relief  by  the  taking 
of  vasodilators.  It  may  be  true  that  the  in- 
dividuals with  effort  angina  often  live  to 
see  the  occurrence  of  attacks  when  at  rest. 
Unfortunately,  when  the  onset  of  pain  first 
occurs  with  no  relation  to  effort,  the  prob- 
lem becomes  more  difficult  of  solution.  Also 
quite  disturbing  to  the  physician  is  the  fre- 
quent occurrence  of  typical  effort  anginal 
patterns  in  persons  having  perfectly  normal 
electrocardiographic  tracings.  Still  more 
disturbing  are  those  patients  referred  for 
electrocardiograms,  and  whose  history  is 
unknown  to  the  interpreter.  This  report  of 
a normal  EKG  is  unfortunately  accepted  by 
the  referring  physician  as  final  proof  of  the 
nonexistence  of  coronary  disease.  Many  in- 
cidents are  known  where  a normal  pattern 
on  one  day  was  followed  by  a fatal  attack 
on  the  following  day. 
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Discussion 

JOSEPH  E.  ACKER,  JR.,  M.D.  (Knoxville). 

This  morning  Dr.  Wood  covered  a very  fre- 
quently seen  and  often  quite  puzzling  problem.  I 
enjoyed  his  discussion  very  much  and  wish  to 
commend  him  on  it. 

This  morning  I should  like  to  confine  my  dis- 


cussion to  one  phase  of  chest  pain.  By  far  the 
most  frequent  type  of  chest  pain  seen  in  one’s 
office  is  that  of  the  left  inframammary  pain  so 
often  seen  in  younger  individuals  especially  in 
the  nervous  female.  It  has  been  estimated  by 
Bishop  that  twenty-five  percent  of  all  patients 
visiting  in  the  office  of  a cardiologist  have  cardiac 
pain  as  a primary  complaint  and  Harrison  has 
estimated  that  pain  in  the  chest  is  present  in  from 
fifteen  to  twenty-five  percent  of  all  adult  patients 
who  need  hospital  care.  As  has  been  noted  by 
Dr.  Wood  all  pain  in  the  cardiac  region  does  not 
originate  in  the  heart.  This  is  most  certainly  true 
of  the  type  of  pain  which  I shall  mention. 

One  is  so  frequently  confronted  with  a young 
or  middle  aged  woman  stating  that  she  has  pain 
in  her  heart.  Further  questioning  usually  elicits 
the  fact  that  this  pain  is  in  the  left  inframammary 
or  precordial  region  and  occurs  with  no  particular 
relation  to  effort  as  does  true  angina.  This  pain 
is  sharp  and  shooting  in  character  lasting  only  a 
matter  of  seconds  at  the  most,  though  occasionally 
it  may  occur  and  last  for  several  hours  in  a mild, 
dull  aching  manner.  This  pain  may  occur  while 
the  patient  is  in  bed,  sitting  in  a chair,  perform- 
ing usual  household  duties,  and  occasionally  when 
performing  unusual  tasks  requiring  effort.  It 
occurs  most  frequently  when  the  patient  is  tired 
or  agitated  from  some  reason,  may  be  present  for 
a matter  of  days  intermittently  only  to  leave  for 
months  and  return  in  much  the  same  pattern  as 
before  when  some  similiar  situation  again  pre- 
cipitates it.  This  discomfort  is  also  usually  not 
relieved  by  nitroglycerin. 

Physical  examination  is  usually  entirely  within 
normal  limits.  A resting  electrocardiogram  is  also 
normal  and  after  standard  and  double  exercise 
tolerance  test  the  electrocardiogram  continues  to 
be  normal.  This  particular  patient  presents  no 
specific  problem  as  a rule  in  diagnosis  but  is 
usually  a greater  problem  in  management.  The 
patient  is  frequently  convinced  that  he  or  she  has 
heart  disease  and  it  is  then  the  problem  of  the 
doctor  to  put  forth  a convincing  argument  to  the 
contrary.  So  frequently  if  the  statement  that 
heart  disease  is  absent  is  not  made  in  a convincing 
manner  these  patients  will  migrate  from  doctor 
to  doctor  until  they  finally  see  one  who  agrees 
that  organic  disease  is  present.  Then  a full  blown 
cardiac  neurosis  develops. 

It  is  the  responsibility  of  all  of  us  who  see  this 
type  of  patient  initially  to  follow  through  with  a 
thorough  examination  and  to  acquaint  the  patient 
with  the  absence  of  organic  disease.  This  condi- 
tion is  frequently  associated  with  tender  inter- 
costal muscles  and  a reassurance  that  no  heart 
disease  is  present  but  that  the  patient  has  merely 
an  “inflammed  muscle  between  the  ribs”  is  suf- 
ficient to  allay  any  apprehension.  The  important 
feature  in  the  management  of  this  type  of  patient 
is  the  reassurance  that  no  organic  heart  disease  is 
present. 

Again  I wish  to  thank  Dr.  Wood  for  his  very 
interesting  discussion. 
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The  proper  management  of  the  spontaneous  pleural  effusion  is  so 
essential  in  terms  of  long  range  preventive  medicine.  This  requires 
patience  and  understanding  not  only  by  the  patient,  but  also  on  the 
part  of  the  physician.  The  acceptance  of  prolonged  rest  for  an 
asymptomatic  condition  is  the  measure  of  confidence  placed  in  the 
family  doctor. 


TUBERCULOUS  PLEURAL  EFFUSION 

ROBERT  L.  McCRACKEN,  M.D.,  Nashville,  Tenn. 

The  patient  who  presents  himself  with  a 
serous  pleural  effusion  presents  many  prob- 
lems to  himself  and  to  the  physician.  First, 
diagnosis:  the  question  of  the  etiology  of  the 
effusion, — this  proves  to  be  tuberculous  in 
most  cases.  Second,  treatment:  a program 
of  bed  rest  and  possibly  drug  therapy  must 
be  outlined.  Third,  salesmanship:  the  phy- 
sician’s persuasive  powers  must  frequently 
be  used  to  the  utmost  in  order  to  obtain  the 
cooperation  of  a patient  who  has  relatively 
few,  if  any,  symptoms  after  the  first  few 
weeks  of  his  disease.  The  average  patient 
is  most  reluctant  to  devote  the  next  twelve 
to  eighteen  months  of  his  life  to  the  cure 
of  what  appears  to  him  as  a very  benign 
condition.  Fourth,  social  and  economic  ad- 
justment: these  adjustments  are  of  great 
nagnitude  to  a family  when  medical  care 
is  required  over  a long  period  of  time  and 
this  is  especially  true  if  the  patient  is  the 
wage  earner  of  the  family. 

Pleural  effusion  can  and  frequently  does 
complicate  active  pulmonary  tuberculosis. 
However,  the  remarks  of  this  discussion  will 
apply  only  to  those  cases  of  pleural  effusion 
in  which  there  is  no  demonstrable  active 
pulmonary  lesion. 

The  patient  with  pleural  effusion  usually 
gives  a history  of  chest  pain,  anorexia, 
weakness,  fever  and  frequently  weight  loss 
and  night  sweats.  Chest  pain  may  frequent- 
ly have  been  intermittent  in  character  for 
several  weeks  or  months  prior  to  the  devel- 
opment of  fluid.  Severe  chest  pain,  aggra- 
vated by  deep  breathing,  usually  disappears 
with  the  development  of  fluid.  Since  the 
fluid  separates  the  visceral  and  parietal  lay- 
ers of  pleura,  these  two  layers  no  longer 
come  in  contact  on  deep  inspiration. 


Physical  findings  are  dependent  upon  the 
quantity  of  fluid  which  is  present.  They  are 
decreased  expansion,  impaired  percussion 
note,  decreased  tactile  fremitus,  distant  to 
absent  breath  sounds  and  mediastinal  shift 
to  the  contralateral  side.  The  greater  the 
quantity  of  fluid,  the  more  marked  will  be 
the  change  in  physical  findings.  Diagnosis 
of  hydrothorax  is  easily  confirmed  by  X-ray 
examination  and  diagnostic  thoracentesis. 

Thoracentesis  can  be  easily  carried  out 
under  local  anesthesia  as  a hospital  or  office 
procedure.  One  word  of  caution  is  in  order 
concerning  the  technic  of  thoracentesis. 
Suction  by  the  syringe  should  always  be 
applied  to  the  asipirating  needle  when  it  is 
being  advanced  towards  the  pleural  cavity. 
If  this  is  not  done,  the  aspirating  needle  may 
be  passed  entirely  through  a thin  layer  of 
fluid  and  enter  the  pulmonary  tissue.  This 
produces  the  danger  of  spontaneous  pneu- 
mothorax or  pleural  contamination  due  to 
the  tear  of  parenchynal  tissue.  The  quan- 
tity of  fluid  removed  depends  upon  the 
quantity  of  fluid  which  is  present  in  the 
pleural  cavity.  If  there  is  a small  amount 
of  fluid,  it  will  suffice  to  remove  only  enough 
for  laboratory  studies.  If  a large  amount  of 
fluid  is  present,  up  to  1,000  cc.  of  fluid  may 
be  removed  at  one  time  and  aspiration  re- 
peated at  daily  intervals  if  necessary.  Air 
should  never  be  injected  into  the  pleural 
cavity  to  replace  the  fluid  which  has  been 
removed.  The  fluid  is  usually  straw  colored 
serous  or  serosanguinous  fluid. 

The  following  laboratory  examinations 
should  be  made  upon  the  aspirated  fluid: 
cell  count,  differential  leucocyte  count,  cul- 
ture for  pyogens,  fungi  and  tubercle  bacilli, 
and  a cell  block  examination  for  malignant 
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cells.  X-ray  examination  following  thora- 
centesis may  show  an  unexpected  pulmo- 
nary lesion.  Tuberculin  skin  tests  should 
always  be  made. 

Primary  or  metastatic  carcinoma,  fungus 
and  pyogenic  infections  of  the  lung  are  the 
most  common  etiological  agents  to  be  con- 
sidered in  the  differential  diagnosis. 

If  a patient  has  a positive  tuberculin  test, 
serous  or  serosanguinous  chest  fluid,  a neg- 
ative chest  X-ray  except  for  the  pleural 
effusion,  and  the  previously  mentioned  lab- 
oratory tests  are  negative,  he  should  be  con- 
sidered and  treated  as  having  tuberculous 
pleural  effusion  even  though  efforts  to  iso- 
late the  tubercle  bacillus  on  culture  or  guin- 
ea pig  are  unsuccessful.  Acid  fast  bacilli 
have  been  reported  as  found  in  chest  fluid 
in  from  25  to  70  per  cent  of  the  cases  of 
tuberculous  pleural  effusion. 

The  following  case  illustrates  the  need 
for  adequate  management.  Recently  a 
young  white  housewife  was  seen,  who  nine 
months  previously  had  had  a pleural  effu- 
sion and  had  been  treated  by  aspiration  of 
the  fluid  and  bed  rest.  At  the  end  of  six 
weeks,  her  chest  X-ray  was  negative  and  a 
guinea  pig  inoculated  with  the  pleural  fluid 
was  reported  as  negative.  She  was  then 
permitted  to  return  to  her  normal  household 
activities  and  the  care  of  a young  son. 
X-ray  examination  nine  months  later 
showed  an  area  of  soft  infiltration  two  cen- 
timeters in  the  apex  of  the  lung  where  effu- 
sion had  previously  been  found.  This  patient 
now  has  active  pulmonary  tuberculosis  be- 
cause her  period  of  treatment  for  pleural 
effusion  was  too  short. 

The  treatment  aim  in  cases  of  tuberculous 
pleural  effusion  is  twofold.  First,  the  cure 
of  the  tuberculous  lesion,  and  secondly,  the 
restoration  of  normal  lung  function. 

First,  the  cure  of  the  disease.  Bed  rest  is 
the  foundation  in  the  treatment  for  tuber- 
culous pleural  effusion,  as  it  is  for  all  other 
tuberculous  lesions  in  the  body.  These  pa- 
tients should  have  a minimum  of  six  months’ 
bed  rest,  followed  by  another  six  months  of 
gradually  increasing  exercise  so  that  they 
may  return  to  normal  activities  in  twelve 
to  fifteen  months.  Follow-up  X-ray  films 
should  be  made  every  three  months  for  the 
first  three  years,  every  six  months  for  the 


next  three  years  and  then  once  a year.  Due 
to  the  fact  that  this  condition  usually  re- 
sponds excellently  to  conservative  therapy, 
antibiotic  therapy  has  been  used  infrequent- 
ly. Under  present  schedules  for  antibiotic 
treatment,  the  development  of  drug  resist- 
ant bacilli  has  been  greatly  reduced.  In 
view  of  this,  antibiotics  will  probably  be 
used  with  increasing  frequency  in  the  future 
in  the  treatment  of  tuberculous  effusion.  If 
an  antibiotic,  streptomycin,  is  used,  one 
gram  every  third  day  should  be  combined 
with  daily  para-aminosalicylic  acid  or  iso- 
niazid. 

Secondly,  restoration  of  normal  lung 
function.  An  attempt  should  be  made  to 
keep  the  pleural  cavity  as  dry  as  possible. 
This  may  require  repeated  aspirations  if  the 
fluid  recurs.  Occasionally,  fluid  will  persist 
for  a considerable  period  of  time  in  spite  of 
repeated  aspirations;  or  a rather  marked 
pleural  thickening  may  result.  Pulmonary 
expansion  is  markedly  limited  by  such  fac- 
tors and  decortication  of  the  pleura  should 
be  considered. 

The  late  incidence  of  active  pulmonary  or 
extrapulmonary  lesions  has  been  reported 
to  be  as  high  as  50  per  cent  in  some  series  of 
cases  of  pleural  effusion.  From  this  it  is 
readily  recognized  that  ordinary  pleural  ef- 
fusion, which  is  usually  tuberculous,  is  not 
the  benign  disease  which  it  is  frequently 
considered  to  be.  It  should  be  treated  as 
intensively  as  any  active  pulmonary  or  ex- 
trapulmonary lesion. 

If  the  physician  will  inquire  concerning 
previous  attacks  of  pleural  effusion  in  the 
cases  of  active  tuberculosis  of  all  types 
which  he  examines,  he  will  soon  be  im- 
pressed with  the  marked  frequency  with 
which  pleural  effusion  precedes  active  tu- 
berculosis. Pleural  effusion  represents  an 
early  phase  in  the  patient’s  tuberculous 
disease.  It  also  represents  a phase  of  the 
disease  in  which  treatment  can  be  carried 
out  with  excellent  prognosis.  The  patient 
should  not  be  deprived  of  this  opportunity. 
The  treatment  schedule  for  any  active  case 
of  tuberculosis,  including  pleural  effusion, 
must  be  placed  in  months  or  years,  not 
weeks.  After  a few  weeks’  treatment,  the 
usual  case  of  pleural  effusion  will  be  asymp- 
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tomatic.  It  is  then  that  the  physician  will 
be  required  to  exercise  the  Art  of  Medicine 
to  the  greatest  degree  in  order  to  obtain  the 
cooperation  of  such  a patient  over  a treat- 


ment period  of  twelve  months  or  longer. 
However,  if  such  a plan  is  followed,  many 
patients  will  be  prevented  from  having  ac- 
tive tuberculosis  in  later  years. 


The  Use  of  ACTH  and  Cortisone  in  the  Treatment 
of  Rheumatic  Fever — A Preliminary  Statement 
on  the  COOPERATIVE  RHEUMATIC  FEVER 
STUDY,  American  Heart  Association  Release. 

Early  in  1951  an  international  study  of  the  treat- 
ment of  rheumatic  fever  was  set  up  with  the  object 
of  measuring  the  relative  values  of  ACTH, 
cortisone,  and  aspirin.  This  cooperative  study, 
first  of  its  kind  in  this  field,  is  being  conducted  in 
13  research  centers  in  the  United  States,  Great 
Britain,  and  Canada  by  the  American  Heart  As- 
sociation’s Council  on  Rheumatic  Fever  in  con- 
junction with  the  British  Medical  Research  Coun- 
cil. 

A preliminary  report  of  the  findings  was  made 
by  a Panel  of  investigators  engaged  in  the  study 
at  a joint  scientific  session  of  the  Council  on 
Rheumatic  Fever  and  the  American  Rheumatism 
Association  in  Chicago  on  June  7,  1952.  A sum- 
mary statement,  which  follows,  was  presented  by 
the  Moderator  for  the  Panel,  Dr.  David  D.  Rutstein, 
Boston,  Chairman  of  the  Committee  on  Criteria 
and  Standards  of  the  Council  on  Rheumatic  Fever. 
The  text  of  the  statement  is  as  follows: 

“A  group  of  investigators  in  the  United  Kingdom, 
Canada  and  the  United  States  initiated  in  Jan- 
uary 1951  a cooperative  study  on  the  relative  value 
of  ACTH,  cortisone  and  salicylates  in  the  treatment 
of  rheumatic  fever  and  the  prevention  of  rheu- 
matic heart  disease.  The  plan  of  study  provides 
for  uniform  criteria  for  the  diagnosis  of  rheumatic 
fever  and  for  the  degree  of  rheumatic  activity  re- 
quired for  the  admission  to  the  study,  the  random 
allocation  of  patients  to  the  three  treatment  groups, 
a defined  dosage  schedule  of  the  drugs  for  a fixed 
period  of  time,  a specified  period  of  observation 
following  treatment  and  a long  term  follow  up 
schedule.  It  also  lays  down  precisely  the  fre- 
quency and  type  of  clinical  and  laboratory  ob- 
servations to  be  carried  out  on  each  patient. 

“To  date,  in  all  three  countries,  658  cases  have 
been  admitted  to  the  study  and  the  analysis  of 
rather  less  than  half  of  these  is  the  basis  of  the 
preliminary  report.  These  cases  were  analyzed 
for  changes  in  those  symptoms,  signs  and  labora- 
tory observations  usually  considered  important  in 


evaluating  the  course  of  acute  rheumatic  fever. 
In  the  type  of  cases  admitted  to  the  trial  and  with 
the  regime  of  treatment  laid  down,  it  appears  that 
individual  symptoms,  signs  or  laboratory  observa- 
tions may  have  been  affected  more  favorably  by 
one  or  another  of  these  three  drugs,  but  no  con- 
s stent  pattern  is  evident.  In  short,  no  firm  con- 
clusions can  at  present  be  drawn  concerning  the 
drug  most  effective  in  the  control  of  the  acute 
illness.  The  cases  have  not  been  under  observa- 
tion sufficiently  long  to  provide  data  on  the  pre- 
vention of  rheumatic  heart  disease. 

“Admission  of  new  cases  to  the  study  will  be 
brought  to  an  end  later  this  year.  It  is  anticipated 
that  a total  of  750  cases  will  be  available  in  all 
three  countries  for  complete  and  detailed  analysis 
of  the  effects  of  the  drugs  on  the  acute  course  of 
the  disease  and  later,  after  adequate  follow  up, 
on  the  prevention  of  rheumatic  heart  disease.” 

The  investigators  who  participated  in  the  Panel 
included:  Professor  A.  Bradford  Hill  and  Dr.  Eric 
G.  L.  Bywaters,  representing  the  British  investi- 
gating centers;  Dr.  Albert  Dorfman,  La  Rabida 
Jackson  Park  Sanitarium,  Chicago;  Dr.  Edward  E. 
Fischel,  College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  New  York;  Dr.  James  E.  Flett, 
Jr.,  Denver  General  Hospital,  Denver,  Colorado; 
Dr.  John  D.  Keith,  Hospital  for  Sick  Children, 
Toronto,  Canada;  Dr.  Currier  McEwen,  New  York 
University-Bellevue  Medical  Center,  New  York; 
Dr.  Benedict  F.  Massell,  House  of  the  Good  Samar- 
itan, Boston;  and  Dr.  Charles  H Rammelkamp, 
Francis  E.  Warren  Air  Force  Base,  Cheyenne, 
Wyoming. 

Funds  for  the  study  are  being  supplied  by  the 
National  Heart  Institute  of  the  U.  S.  Public  Health 
Service,  the  British  Medical  Research  Council,  the 
hospitals  and  medical  centers  in  the  local  com- 
munities involved  in  the  study,  the  Armed  Forces 
Epidemiological  Board,  the  United  States  Air 
Force,  the  American  Heart  Association,  and  the 
Canadian  Arthritis  and  Rheumatism  Society.  The 
supply  of  ACTH  required  for  the  study  was  given 
by  Armour  and  Company,  and  the  cortisone  sup- 
ply was  given  by  Merck  and  Company. 
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Baptist  Memorial  Hospital* 

Mrs.  W.  V.,  age  45,  was  taken  to  Campbell’s 
Clinic  following  a collision  between  a taxi  and 
an  automobile.  Here  x-ray  films  revealed  a 
fracture  of  the  right  femur.  The  patient  stated 
that  she  was  six  months  pregnant,  and  because 
of  this  she  was  transferred  to  this  hospital  about 
twenty-six  hours  after  the  accident. 

On  admission  to  the  Baptist  Memorial  Hospital 
on  April  10,  1952,  she  did  not  appear  in  acute 
distress.  Her  blood  pressure  was  100/60,  and  her 
pulse  was  110.  The  abdomen  was  soft  with  no 
significant  tenderness.  The  lower  half  revealed 
a firm  mass  which  was  regarded  as  arising  from 
the  pelvis;  it  reached  the  umbilicus.  The  mass 
was  somewhat  nodular.  There  was  bright  red 
blood  in  the  vagina;  the  cervix  was  firm  and 
closed.  The  cul-de-sac  was  negative.  Peristalsis 
was  present. 

The  admission  blood  work  showed  a red  blood 
count  of  2,300,000  with  8.4  grams  of  hemoglobin 
and  a white  blood  count  of  8,350.  The  urine 
showed  a one  plus  albumin  but  was  otherwise 
negative.  X-ray  examination  did  not  reveal  the 
fetal  skeleton,  and  a test  for  pregnancy  was 
negative. 

The  patient  had  been  under  the  care  of  a physi- 
cian for  pregnancy.  Her  health  had  been  good. 
In  1947  she  was  in  this  hospital  because  of  a 
fractured  femur  and  was  treated  with  a cast  and 
traction.  In  1949  she  was  operated  on  in  this 
hospital  for  a stomach  condition,  prior  to  which 
she  had  been  in  very  bad  health  and  for  weeks 
had  not  been  able  to  retain  food.  The  x-ray 
examination  revealed  an  obstruction  to  the 
emptying  of  the  stomach.  A subtotal  gastrectomy 
was  followed  by  greatly  improved  health.  The 
pathological  report  on  this  specimen  was,  “Scar- 
ring of  pylorus  with  stenosis  and  chronic  gastritis.” 

On  January  10,  1952,  after  ample  preparation, 
an  open  reduction  and  extra-medullary  nailing 
was  done.  A large  hematoma  was  evacuated  at 
that  time.  The  convalescence  was  interrupted  by 
an  infection  of  the  wound,  but  the  patient  was 
discharged  on  February  25,  1952,  in  good  condition. 
She  was  instructed  to  return  in  a few  weeks  for 
an  operation  for  the  tumor. 

On  re-admission  the  patient  stated  that  she 
had  first  noticed  the  abdominal  swelling  in  July, 
1951.  At  that  time  she  became  nauseated  and 
vomited  occasionally.  The  menstrual  period  con- 
tinued for  one  month  with  either  a flow  or  spot- 
ting. In  September  she  was  diagnosed  as  being 
pregnant.  She  thought  her  clothes  became  too 
small  as  her  abdomen  increased  in  size.  Up  until 
the  time  of  the  accident  in  January  she  continued 
under  the  care  of  a physician  for  prenatal  care. 


*From  the  Baptist  Memorial  Hospital,  Memphis, 
Tenn. 


While  she  was  in  this  hospital  in  January  she  had 
an  excessive  menstrual  flow.  More  recently  she 
had  had  spotting  of  blood. 

The  abdominal  and  pelvic  examinations  were 
as  previously  described.  Her  general  condition 
was  considered  good.  The  admission  laboratory 
work  showed  a red  blood  count  of  2,800,000  and 
a white  blood  cell  count  of  9,100. 

A pelvic  laparotomy  was  performed  on  April 
10,  1952.  The  convalescence  was  uneventful,  and 
on  April  25,  the  patient  was  discharged. 

Discussion 

DR.  WILLIAM  P.  MAURY:  When  Dr. 
Schreier  gave  me  this  case  to  discuss,  I 
thought  it  looked  very  simple.  However, 
the  further  I go  into  it,  the  more  ramifica- 
tions there  appear  to  be,  and  the  more  dif- 
ficult it  becomes  to  arrive  at  some  definite 
conclusion.  This  case  brings  up  several 
points  in  the  differential  diagnosis.  The 
first  one,  of  course,  is  the  fact  that  this 
woman  was  admitted  to  the  Baptist  Me- 
morial Hospital  from  Campbell’s  Clinic  with 
a fracture  of  the  femur  following  a collision. 
At  that  time  a diagnosis  of  pregnancy  had 
tentatively  been  made  due  to  a mass  in  the 
pelvis,  amenorrhea  and  an  occasional  scanty, 
spotty,  bloody  discharge  since  the  date  of 
the  last  menstrual  period,  which  was  July 
of  1951.  Thus  in  the  differential  diagnosis 
of  this  case  the  first  question  that  comes  up 
is  whether  or  not  this  woman  is  pregnant. 
The  history  for  pregnancy  was  negative. 
The  physical  findings  show  the  uterus  ap- 
parently of  normal  size  (as  no  mention  was 
made  of  the  size  or  movability  of  the  uterus 
in  differentiating  it  from  the  pelvic  mass). 
No  fetal  skeleton  was  noted  on  x-ray;  the 
pregnancy  test  was  negative;  and  most  im- 
portant of  all  the  size  of  the  mass  had  not 
enlarged  since  January  1,  1952.  All  of  these 
findings  would  tend  to  further  eliminate  the 
possibility  of  pregnancy.  Do  you  have  the 
x-rays,  Dr.  Thompson?  No  definite  x-ray 
report  was  given  to  me  except  that  no  fetal 
skeleton  was  noted.  There  was  a mass  in 
the  pelvis  extending  quite  high.  Is  that 
right,  Dr.  Whiteleather? 

DR.  JOHN  E.  WHITELEATHER:  It  looks 
that  way  to  me,  Dr.  Maury.  Yes. 

DR.  MAURY:  The  pregnancy  test  as 
stated  before  was  negative.  From  the  date 
of  amenorrhea,  which  was  approximately 
July  of  1951,  until  the  x-rays  were  made 
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over  six  months  had  lapsed.  This  x-ray 
would  certainly  have  shown  a fetal  skeleton 
by  this  time.  One  question  in  regard  to  this 
case  I would  like  to  ask  was  whether  or  not 
these  were  pathological  fractures  that  this 
patient  had  in  January  of  1952  and  in  1947 
when  she  had  a fracture  of  the  femur.  Were 
they  of  the  same  extremity? 

DR.  HARVEY  THOMPSON:  They  were 
not  pathological. 

DR.  MAURY:  The  only  thing  that  the  his- 
tory reveals  was  that  since  the  subtotal  gas- 
tric resection  she  had  not  had  any  dis- 
turbances that  could  be  related  to  the 
stomach  condition.  The  nausea  and  vomit- 
ing reported  are  coincident  with  the  diag- 
nosis of  pregnancy  which  the  doctor  made 
while  she  was  in  her  home  town.  There  is 
no  history  of  weight  loss,  weight  gain,  or 
cachexia.  There  is  also  no  note  made  of 
malfunction  of  the  gastro-intestinal  tract, 
stool  examinations  that  showed  any  occult 
blood,  evidence  of  gall  bladder  disease,  or 
liver  dysfunction.  Stool  examinations  might 
possibly  have  revealed  the  evidence  of 
intrinsic  or  extrinsic  pressure  on  the  lower 
bowel.  There  was  also  no  mention  made  of 
her  menstrual  periods  prior  to  the  onset  of 
this  present  illness  in  July,  1951.  All  in  all 
there  have  been  a lot  of  negative  findings 
which,  when  added  together,  throw  some 
light  on  the  problem.  One  other  question 
that  I would  like  to  ask  is:  Was  any  note 
made  regarding  the  condition  of  this  pa- 
tient’s pelvic  organs  at  the  1949  operation, 
the  time  a sub-total  gastrectomy  was  done? 
Was  it  explored?  Were  any  findings  noted? 

DR.  PHIL  C.  SCHREIER:  No,  there  is  no 
note  made  on  the  records  of  the  pelvic  find- 
ings. 

DR.  MAURY:  In  my  opinion  another  sig- 
nificant ommission  was  whether  or  not  any 
fluid  was  noted  in  the  peritoneal  cavity  or 
in  the  chest  at  any  time  while  she  was  in 
the  hospital  in  1949. 

DR.  SCHREIER:  There  is  no  record  of  it. 

DR.  MAURY:  A great  many  of  these  find- 
ings have  been  negative,  and  from  the  his- 
tory and  the  physical  findings  there  is 
mainly  a repetition  of  findings.  On  pelvic 
examination  if  this  were  an  ovarian  tumor 
and  the  cervix  was  pink,  firm,  and  closed, 
there  should  have  been  possible  at  least 


some  differentiation  of  the  uterus  from  this 
pelvic  mass  unless  this  tumor  involved  the 
uterus.  No  mention  was  made  of  this.  I 
assume  from  the  physical  examination  that 
because  the  cervix  was  described  as  pink 
and  firm,  and  although  the  uterus  was  not 
felt,  it  was  probably  incorporated  in  the 
pelvic  mass. 

The  differential  diagnosis  in  this  particu- 
lar case  then  resolves  itself  around  a pelvic 
tumor  of  some  type.  I think  pregnancy  has 
been  adequately  eliminated.  Pelvic  tumors 
may  be  of  several  types.  First  of  all,  the 
most  likely  in  a forty  year  old  woman  who 
has  had  some  irregular  bleeding  with  some 
amenorrhea  and  a definite  pelvic  mass  is  a 
fibroid  although  the  mass  apparently  has 
not  grown  extensively  as  noted  in  the  slow 
growth  between  January  10  and  April  10, 
1952.  The  pelvic  findings  on  both  of  these 
examination  dates  are  described  as  es- 
sentially the  same.  Therefore,  this  mass 
seems  to  be  some  type  of  solid  tumor. 

Another  possibility  would  be  some  type 
of  ovarian  tumor.  First,  there  would  be 
the  cystic  ovarian  tumor  such  as  serous 
cystadenoma,  pseudomucinous  cystadenoma, 
or  a dermoid,  which  at  times  is  rather 
markedly  cystic  but  can  show  firm  nodules 
as  was  described  in  this  particular  case. 
The  other  types  of  tumors  would  include 
granulosa  cell,  leuteoma,  arrhenoblastomas, 
or  the  functional  ovarian  tumors.  This  pa- 
tient had  no  signs  of  any  functioning  tumor. 
It  is  often  a little  difficult  to  determine  any 
function  of  this  type  in  an  elderly  person 
whose  menstrual  cycle  has  already  been  set 
up.  It  is  more  noticeable  after  the  meno- 
pause where  the  functioning  tumor  will  re- 
institute menstruation  or  in  the  child  when 
it  will  cause  the  secondary  sex  changes  to 
become  more  pronounced,  such  as  by  the 
onset  of  menstruation  and  the  development 
of  public  hair  and  breasts.  There  was  no 
history  of  any  such  changes  in  this  particu- 
lar case.  The  arrhenoblastoma  or  the  gran- 
ulosa cell  tumor  would  be  pretty  well  elim- 
inated on  the  history  and  the  findings.  The 
other  types  of  tumors  that  could  be  present 
would  be  the  metastatic  tumors  to  the  ovary 
such  as  a Krukenberg  tumor.  Still  another 
type  would  be  the  metastatic  omental  tumor 
which  would  follow  a lesion  of  the  ovaries 
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such  as  a papillary  cystadenocarcinoma  with 
marked  enlargement  of  the  omentum. 
Sometimes  these  omental  metastases  be- 
come extremely  large,  as  large  as  a person’s 
head,  and  would  give  a movable,  firm,  solid 
tumor  such  as  was  described  here.  Another 
type  of  tumor  would  be  one  arising  in  the 
large  intestines.  A malignancy  arising 
there  would  hardly  be  as  large  as  this  tumor 
was  described  and  as  was  shown  by  x-ray. 


Fig.  1.  X-ray  view  of  abdomen. 


If  it  had  developed  in  the  bowel,  there  surely 
would  have  been  some  bowel  disturbance 
or  some  blood  in  the  stools  or  some  evidence 
of  extrensic  or  intrinsic  pressure  on  the 
colon.  Another  tumor  could  be  a retro- 
peritoneal sarcoma.  This  would  be  fixed 
to  the  pelvic  cul-de-sac  and  to  the  pelvic 
viscera  in  all  probability,  and  the  cul-de- 
sac  was  described  as  being  free. 

The  amenorrhea,  slight  spotting  and 
scanty  menstruation  could  go  with  several 
types  of  tumors.  It  would  be  ideal  with  a 
fibroid,  for  example,  because  it  may  cause 
this  type  of  findings  particularly  in  a woman 
of  this  age.  The  solid  tumors  of  the  pelvis 
seem  to  be  the  ones  most  likely  in  this  case. 
It  is  necessary  now  to  determine  through  a 
process  of  elimination  what  type  of  turner 
gives  this  kind  of  history.  Although  the 


gastric  lesion  was  described  as  pyloric  stric- 
ture and  chronic  gastritis  microscopically, 
I think  one  of  the  best  possibilities  would 
be  a Krukenberg  tumor.  Such  tumors  are 
usually  metastatic  from  the  intestinal  tract, 
arising  most  often  from  a primary  carci- 
noma of  the  stomach.  In  this  case  the 
tumor  originally  arose  from  the  pylorus. 
So  my  first  diagnosis  would  be  a Kruken- 
berg tumor.  My  second  diagnosis  would  be 
a solid  tumor  of  the  ovary,  namely,  a 
fibroma.  Both  tumors  will  cause  a chronic, 
severe  anemia.  Each  time  this  patient’s 
blood  count  was  done,  it  was  low  and  it 
showed  evidence  of  a rather  severe,  chronic 
type  of  anemia.  Her  general  appearance 
was  described  as  being  generally  good.  If 
she  had  a metastatic  lesion  other  than  a 
Krukenberg  tumor,  there  would  have  been 
more  evidence  of  cachexia  and  general  mal- 
nutrition. Therefore,  my  first  diagnosis  is 
Krukenberg  tumor,  and  the  second  is 
fibroma  of  the  ovary.  Do  you  have  any 
slides  there,  Dr.  Rodda,  that  you  would  like 
to  show? 

DR.  SCHREIER:  I think  he  did  very  well, 
don’t  you?  Now,  we  are  going  to  have  re- 
buttal of  his  diagnosis,  if  there  are  some 
who  might  not  agree  or  perhaps  want  to 
point  out  reasons  to  substantiate  this  diag- 
nosis. We  have  heard  from  a gynecologist, 
how  about  the  general  surgeons?  They  are 
supposed  to  know  something  about  the 
pelvic  signs,  especially  of  a tumor  which 
rises  from  the  pelvis  and  extends  into  the 
abdomen. 

DR.  R.  M.  POOL:  Dr.  Schreier,  Dr.  Maury 
has  covered  this  case  completely  as  far  as 
the  pelvis  is  concerned,  but  the  case  makes 
me  wonder  if  this  could  be  something  be- 
sides a pelvic  tumor.  The  only  other 
thought  that  I could  add  is  that  this  lesion 
might  possibly  be  something  not  really  from 
the  uterus  or  adnexia.  I would  strongly  sus- 
pect a mesenteric  cyst. 

DR.  SCHREIER:  All  right,  now.  Some- 
one else?  Is  there  an  internist  here  who 
would  like  to  point  out  anything  about  the 
history  that  would  be  helpful  in  making  a 
diagnosis?  You  internists  are  great  at 
digging  out  fine  points  in  the  history  the 
surgeons  and  gynecologists  do  not  emphasize 
as  a rule.  You  look  so  carefullv  for  them. 
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DR.  MORRIS  PASTERNACK:  Still  along 
surgical  lines  is  the  possibility  of  a hema- 
toma somewhere  in  the  broad  ligament  or 
possibly  a retroperitoneal  one.  That  is  the 
only  thing  I could  add  here. 

DR.  SCHREIER:  We  don’t  want  you  to 
come  to  a conclusion  too  quickly.  We  want 
to  get  all  of  the  meat  out  of  this  we  can. 
Dr.  Whiteleather? 

DR.  WHITELEATHER:  I wanted  to  ask 
a question  along  the  same  line.  I noted  on 
the  x-ray  here  that  there  were  fractures 
of  the  inferior  ramus  on  the  side  opposite  to 
that  which  had  the  intramedullary  nail.  I 
was  wondering,  therefore,  whether  the  find- 
ing could  be  a rupture  of  the  bladder  or  a 
pelvic  hemorrhage.  I don’t  remember  if 
there  was  any  blood  evacuated  around  the 
site  of  the  fracture. 

DR.  SCHREIER:  You  mean  that  it  is  actu- 
ally a hematoma  at  the  site  of  the  fracture. 

DR.  DAVID  SCHEINBERG:  I would  like 
to  say  a word  about  the  Arkansas  physician. 
Perhaps  he  may  have  the  diagnosis.  You 
know  this  woman  stopped  bleeding  sud- 
denly, and  she  had  nausea  and  vomiting.  I 
believe  she  had  an  abdominal  ectopic  preg- 
nancy with  remote  organization. 

DR.  SCHREIER:  Can  someone  else  add  to 
the  confusion?  We  are  building  up  a real 
state  of  confusion.  Does  anyone  else  have 
something  to  add? 

A DOCTOR:  Would  a negative  pregnancy 
test  rule  out  an  ectopic  pregnancy? 

DR.  SCHREIER:  No,  it  would  not  rule  out 
an  old  ectopic  pregnancy  with  a hematoma. 
The  old  fracture,  Dr.  Whiteleather,  was  not 
mentioned  on  the  report.  I think  they  were 
mostly  concerned  with  the  recent  fractures. 
If  there  is  no  further  discussion,  we  will 
have  Dr.  Snoddy  present  the  pathological 
findings. 

DR.  WILLIAM  T.  SNODDY:  The  speci- 
men received  in  the  laboratory  was  a tumor 
mass  which  measured  about  15  cm.  in  its 
greatest  length.  It  was  an  ovoid,  somewhat 
kidney-shaped  mass  which  had  the  shape 
of  an  ordinary  ovary  only  magnified.  It  was 
said  to  have  come  from  the  right  adnexal 
region.  The  mass  weighed  1,025  grams.  It 
had  a fairly  smooth  surface.  However,  it 
did  appear  slightly  gelatinous.  There  were 
a few  adhesions  on  the  surface.  On  the  cut 


surfaces  the  tumor  was  solid  in  most  areas 
and  had  a somewhat  whorled  arrangement 
that  we  sometimes  see  in  a leiomyoma  and 
also  in  a fibroma  of  the  ovary.  Also,  in  the 
gross  it  suggested  a sarcoma,  even  though 
such  tumors  of  the  ovary  are  exceedingly 
rare.  There  were  two  cystic  spaces  within 
the  mass, — one  measured  about  6 cm.  in 
diameter  and  the  other  3 cm.  in  diameter. 
These  contained  a slight  amount  of  necrotic 
tissue  and  mucoid  material.  In  the  gross 
we  actually  did  not  have  too  good  an  idea 
about  the  diagnosis.  We  suggested  that  it 
might  be  a fibroma  or  sarcoma.  In  looking 
back  at  it  one  should  think  that  it  would 
likely  be  a Krukenberg  tumor  since  these 
tumors  usually  are  described  as  being  kid- 
ney-shaped and  having  the  same  general 
characteristics  and  contour  of  ovaries. 

Microscopically,  there  were  a few  epi- 
thelial masses  scattered  here  and  there  be- 
tween abundant  and  often  edematous 
stroma,  and  we  began  to  wonder  if  this 
could  by  any  chance  be  a metastatic  carci- 
noma. We  knew  at  the  time  that  this  pa- 
tient had  had  a gastrectomy  and  that  the 
diagnosis  had  been  benign  ulcer.  After 
some  difficulty  we  learned  that  the  patient 
had  had  the  gastrectomy  in  this  hospital  and 
had  been  admitted  under  a different  name. 
On  further  study  of  our  sections  of  the 
tumor  mass  we  became  convinced  that  this 
was  undoubtedly  a carcinoma.  (Figure  2) 
This  is  a section  from  the  ovarian  mass.  As 


Fig.  2.  Krukenberg  tumor  of  ovary  (B.  M.  H. 
52-S-2976)  (xlOO) . 


you  can  see  here,  there  are  fairly  definite, 
small,  acinar  arrangements  of  epithelial 
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cells  while  others  are  scattered  diffusely  and 
singly  through  the  stroma.  Some  of  these 
are  signet  ring  cells.  Then,  we  felt  we  were 
dealing  with  a metastatic  adenocarcinoma 
to  the  ovary.  A review  of  the  original  sec- 
tions of  the  stomach  revealed  to  our  surprise 
a diffuse  but  small  anaplastic  carcinoma  in 
the  base  of  an  ulcerated  lesion.  The  next 
lantern  slide  (Figure  3)  is  made  from  a 
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Fig.  3.  Small  clusters  of  carcinoma  cells  infiltrat- 
ing the  musculature  of  the  stomach  (B.  M.  H.  49- 
S-4095)  (xlOO) . 


region  in  the  musculature  of  the  stomach 
where  the  greatest  concentration  of  carci- 
noma cells  was  seen.  This  missed  gastric 
carcinoma  immediately  answered  the  ques- 
tion of  what  constituted  the  primary  site 
for  the  metastases  to  the  ovary.  Our  final 
diagnosis  on  the  ovarian  mass  was  Kruken- 
berg  tumor  secondary  to  a primary  carci- 
noma in  the  stomach. 

DR.  SCHREIER:  Thank  you,  Dr.  Snoddy. 
Now  we  will  have  rebuttal  here  for  ques- 
tions. Dr.  Trumbull,  I wish  you  would  add 
some  concluding  remarks,  would  you? 

DR.  MERLIN  L.  TRUMBULL:  Our  de- 
partment was  embarrassed  when  we  re- 
viewed the  original  stomach  sections.  The 
illustration  that  Dr.  Snoddy  showed  you  was 
a good  one  and  was  a highly  selected  field. 
As  a matter  of  fact,  there  was  very  little 
tumor  in  the  several  sections  from  the  orig- 
inal specimen  from  the  sub-total  gastrec- 
tomy done  three  years  ago.  We  do  see  an 
occasional  gastric  carcinoma  that  is  very 
obscure,  and  unless  many  sections  are  made, 
we  may  miss  it  even  though  several  sections 
of  the  lesion  were  made.  So,  Dr.  Schreier, 
the  protocol  was  reported  correctly  in  that 


it  had  been  called  a benign  lesion.  The  only 
other  comment  that  I would  care  to  make 
is  that  we  have  been  impressed  during  the 
last  few  years  with  the  frequency  of  carci- 
noma of  the  stomach  in  women  of  the  fourth 
and  fifth  decades  of  life.  Most  of  these  have 
been  of  a diffuse,  infiltrating  variety.  The 
fully  developed  carcinoma  of  this  type  is 
the  so-called  linitis  plastica  tumor.  One 
other  lesion  I learned  from  this  case  is  the 
observation  that  a woman  in  this  age  group 
presenting  a hard,  pelvic  mass  and  giving 
a history  of  prior  gastric  surgery  or  gastric 
symptoms  should  make  us  place  the  possi- 
bility of  a Krukenberg  tumor  in  our  differ- 
ential diagnosis.  If  prior  surgery  has  been 
performed  on  the  stomach,  the  section  from 
the  stomach  ought  to  be  reviewed  for  the 
possibility  of  an  obscure  carcinoma,  which 
may  have  been  overlooked,  as  it  was  in  this 
case. 

Direct  Cardiac  Surgery  in  the  Treatment  of  Con- 
genital Pulmonary  Stenosis,  Brock,  R.  C.,  Ann. 

Surg.  136:63,  1952. 

Despite  the  immediate  good  results  of  the  Bla- 
lock-Taussig  anastomotic  procedure  in  congenital 
pulmonary  stenosis  there  are  certain  objections  to 
its  use:  (1)  It  is  an  indirect  operation  which  does 
not  correct  the  obstruction  in  the  heart.  (2)  An- 
other abnormality,  the  artificial  ductus,  is  added 
to  the  already  abnormal  circulation.  (3)  Due  to 
platelet  deposition  at  the  site  of  pulmonic  stenosis 
there  is  a tendency  to  progressive  fibrosis  and 
ultimate  complete  occlusion  of  the  stenotic  zone 
which  with  the  addition  of  a Blalock  or  Potts 
anastomosis  comes  to  resemble  the  circulatory 
pattern  of  truncus  arteriosus. 

Direct  relief  of  pulmonary  obstruction  would 
permit  an  increased  blood  flow  to  the  lungs  and 
at  the  same  time  reduce  the  volume  of  venous 
blood  ejected  into  the  aorta.  By  this  means  the 
abnormal  heart  condition  is  rendered  less  com- 
plex instead  of  more  complex.  Direct  relief  of 
the  obstruction  within  the  heart  is  possible  in 
practically  all  types  of  congenital  heart  disease 
associated  with  pulmonic  stenosis  except  tricuspid 
atresia  and  the  severe  forms  of  pulmonary 
atresia. 

In  valvular  pulmonic  stenosis  with  a closed 
ventricular  septum  pulmonary  valvulotomy  is  the 
only  rational  therapy  and  gives  excellent  results 
with  a low  operative  mortality  if  performed  before 
severe  secondary  changes  become  established.  In 
the  tetralogy  of  Fallot  there  is  stenosis  of  the 
pulmonary  valve  itself  in  40  to  50  percent  of  cases. 
Brock  has  performed  pulmonary  valvulotomy  in 
39  cases  of  tetralogy  of  Fallot  with  3 deaths.  Re- 
sults have  been  good  or  excellent  in  29  of  these 
cases  and  fair  in  seven.  The  incidence  of  in- 
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fundibular  stenosis  in  tetralogy  of  Fallot  is  some- 
what higher  than  that  of  valvular  stenosis  and  in 
a small  proportion  the  two  conditions  co-exist. 
It  is  erroneous  to  assume  that  in  infundibular 
stenosis  the  obstruction  is  a long  tubular  con- 
striction. Rather,  as  is  apparent  in  the  living 
heart  at  operation,  the  obstruction  in  infundibular 
stenosis  is  usually  diaphragmatic  and  lends  itself 
to  relief  by  resection  with  a cutting  punch  inserted 
through  the  ventricular  wall.  Brock  has  per- 
formed infundibular  resection  in  39  cases  of 
tetralogy  of  Fallot  with  7 deaths.  In  10  cases 
pulmonary  valvulotomy  was  combined  with  in- 


fundibular resection  with  no  fatalities.  Results 
have  been  good  or  excellent  in  28  cases  and  fair 
or  poor  in  four. 

In  223  cases  of  congenital  pulmonary  stenosis 
Brock  has  done  an  anastomosis  in  112  and  a direct 
procedure  in  111.  He  states  that  the  mortality 
and  morbidity  of  the  two  types  of  operation  are 
comparable  and  that  the  initial  results  of  the 
direct  procedures  are  just  as  good  as  those  ob- 
tained with  a systemic-pulmonary  anastomosis. 
(Abstracted  by  Dr.  H.  William  Scott,  Jr.,  Nash- 
ville, for  the  Middle  Tennessee  Heart  Association.) 


Care  of  the  Postpartum  Cervix,  Weiner,  A.  E„  anti 

Nelson,  II.  B.,  Am.  J.  Obst.  & Gynec.,  62:1106, 

1951. 

Because  of  the  frequent  appearance  of  cervical 
erosion  as  a complication  of  the  late  postpartum 
period,  a study  was  organized  in  the  postpartum 
clinic  of  the  Boston  Lying-in  Hospital  to  evaluate 
the  efficacy  of  various  types  of  therapy.  This 
paper  presents  data  on  101  patients  with  post- 
partum cervical  erosions.  During  eight  months 
covered  by  this  study,  the  incidence  of  postpartum 
erosion  at  the  Boston  Lying-in  was  10  per  cent. 
Other  clinics  have  reported  as  high  a percentage 
of  erosion  as  81  per  cent.  This  difference  is  un- 
doubtedly due  to  definition. 

All  patients  were  examined  at  the  eighth  post- 
partum week  and  the  cervix  biopsied  in  those  with 
erosions  to  rule  out  the  presence  of  malignancy. 
This  group  returned  at  the  10th  postpartum  week 
for  definite  treatment  of  the  cervix.  No  patient 
was  included  in  the  study  who  had  an  erosion  less 
than  1.5  to  2 cm.  in  width,  and  75  per  cent  of 
those  studied  extended  circumorally  from  2 to  4 
cm.  At  first,  patients  were  assigned  in  rotation  to 
each  of  four  treatment  groups:  Group  N,  a control 
group  which  received  no  therapy;  Group  S,  a group 
treated  by  vaginal  instillations  of  Triple  Sulfa 
Cream  twice  a day;  Group  C,  a group  treated  by 
electrocauterization  alone;  and  Group  C and  S,  a 
group  treated  by  cauterization  and  vaginal  instilla- 
tions of  Triple  Sulfa  Cream  twice  a day.  How- 
ever, it  became  evident,  after  three  months,  that 
the  results  in  Groups  N and  S were  too  poor  to 
warrant  further  study. 

The  20  patients  who  comprised  the  control 
group,  Group  N,  were  followed  for  an  average  of 
9.5  weeks  and  only  six  showed  partial  healing.  It 
would  appear  that  when  a moderate  to  severe 
cervical  erosion  was  present  at  the  10th  post- 
partum week,  spontaneous  healing  did  not  occur 
thereafter. 


The  entire  area  of  erosion  on  the  exocervix  was 
lightly  cauterized  with  the  hot  cautery.  The  aim 
was  to  level  exuberant  granulations  without  de- 
stroying the  submucosa  by  too  vigorous  applica- 
tion of  heat.  This  technic  resulted  in  the  complete 
healing  of  the  exocervix.  Past  experience  has 
shown  that  mere  striping  of  the  exocervix  leaves 
areas  of  erosion  which  cannot  epithelialize  be- 
cause of  high  granulation  tissue. 

The  endocervix  was  treated  cautiously  to  avoid 
stenosis.  Usually  striping  the  endocervix  once  at 
six  and  12  o’clock  was  sufficient  to  correct  minor 
degrees  of  eversion.  The  cautery  was  also  applied 
at  three  and  nine  o’clock  whenever  considerable 
gaping  of  the  cervical  os  was  present. 

Ectropion  of  the  endocervix  was  observed  in 
many  patients  who  had  suffered  an  intrapartum 
laceration  of  the  cervix.  When  untreated,  the 
patulous  and  everted  endocervix  remained  chroni- 
cally inflamed  and  produced  a copious  mucoid  dis- 
charge. Striping  of  the  endocervix  helped  greatly 
in  restoring  the  disrupted  cervical  os  to  a nulli- 
parous  appearance. 

Thirty-six  patients  were  treated  by  cauteriza- 
tion alone.  Thirty-one  were  completely  healed  in 
an  average  of  7.8  weeks.  It  was  presumed  that 
cauterization  reduced  exuberant  granulations  and 
allowed  resumption  of  epithelial  ingrowth  from 
the  periphery  of  the  erosion. 

Thirty  patients  were  treated  with  cauterization 
and  twice  daily  instillations  of  Triple  Sulfa  Cream. 
The  erosions  in  this  group  were  all  healed  in  an 
average  of  3.8  weeks.  Thus,  when  sulfa  cream 
was  used  in  conjunction  with  cauterization,  the 
average  healing  time  was  half  that  of  cauteriza- 
tion alone.  It  was  thought  that  this  reduction  in 
healing  time  resulted  from  the  control  of  secondary 
infection  in  the  cauterized  cervix.  (Abstracted  by 
Milton  Smith  Lewis,  M.D.,  Nashville,  Tennessee.) 
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The  President's  Page 

WE  HAVE  THE  SOLUTION— LET'S  USE  IT  FULLY 


For  twenty  years 
the  medical  pro- 
fession has  played 
an  offensive  role. 
Many  victories 
have  been  won  in 
the  battle  against 
socialism  in  the 
broad  aspects.  But 
offensive  strategy 
alone  cannot  con- 
tinue to  win.  We  must  now  offer  sound  and 
sensible  programs  which  will  defend  the 
gains  we  have  made,  which  will  defend  the 
American  family’s  budget  against  the  cost 
of  unexpected  illnesses. 

The  economic  problems  related  to  the 
practice  of  medicine  cannot  be  solved  by 
clinging  to  the  philosophy  that  every  sug- 
gestion to  solve  this  problem  is  socialism. 
We  know  that  compulsory  health  insurance 
is  socialistic,  but  there  are  doctors  who  call 
the  unfettered  and  competitive  voluntary 
health  insurance  programs,  such  as  The 
Tennessee  Plan,  a form  of  socialism.  That 
view  I cannot  see. 

In  the  first  place,  we  Americans  use  in- 
surance to  protect  all  other  things  we  treas- 
ure. Then  why  not  use  that  same  sound 
principle  to  protect  the  most  precious  com- 
modity of  all — our  health. 

It  is  quite  evident  that  whatever  the  so- 
lution may  be,  to  the  financing  of  health 
protection,  it  must  emerge  from  the  states; 
from  State  Medical  Associations  with  their 
local  Societies  supporting  the  programs  and 
actively,  fully  participating  in  them. 

That  being  true,  shall  we  in  Tennessee 
solve  this  problem  by  establishing  a formal 
program  and  pattern  of  voluntary  health 
insurance?  Or  shall  we  fail  to  exert  the 
leadership  and  let  the  problem  be  solved 
elsewhere?  And  you  know  where!  If  we 
elect  the  latter  course,  then  we  must  pre- 
pare ourselves  to  accept  the  consequences 
without  recourse. 


I,  for  one,  believe  that  the  medical  pro- 
fession in  Tennessee  will  furnish  the  leader- 
ship needed  to  help  solve  the  problem  of  the 
present.  This  great  state  has  supplied  such 
leadership  in  the  past  in  crucial  times.  The 
people  are  looking  to  the  Medical  profession 
now,  through  its  formal  organizations,  to 
effect  a sound  plan  of  voluntary  health  in- 
surance. 

Let’s  imagine  ourselves  as  heads  of  homes 
made  up  of  four  to  six  persons.  The  bread- 
winner must  support  the  five  dependents  on 
$4,000  a year,  or  less.  An  unexpected  illness 
hits  that  home  and  there  is  no  budget  cov- 
erage for  the  cost  of  medical  and  hospital 
treatment.  The  answer  to  the  problem,  if 
the  breadwinner  is  a thinking  man,  is  a 
health  insurance  policy.  We  have  made 
such  a policy  possible  through  The  Tennes- 
see Plan.  The  response  has  been  good. 
Approximately  400,000  Tennesseans  are  now 
covered  by  the  Plan. 

Then  what  is  the  hitch?  It  is  this:  the 
original  plan  never  brought  in  more  than 
1,730  physicians.  The  plan  now  in  the 
process  of  expansion  and  liberalization  has 
brought  in  approximately  1,100  signatures. 
Two  large  specialty  groups  still  have  not 
signed  up  to  any  appreciable  extent.  We 
sincerely  hope  they  will  see  their  way  clear 
to  do  so. 

We  doctors  are  a part  of  a daily  drama. 
This  drama  can  be  one  of  hope  I’ather  than 
despair.  It  is  up  to  us  to  make  a really 
sound  insurance  plan  work  for  all  the  peo- 
ple. God  grant  that  it  may  never  be  said 
that  in  Tennessee  we  failed.  Edmund 
Burke,  the  English  philosopher,  once  said: 
“The  only  thing  necessary  for  the  forces  of 
evil  to  triumph  in  this  country,  is  for  enough 
of  the  good  people  to  do  nothing:’ 

AS' 


Dr.  Smith 
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NEW  DRUGS  FOR  HYPERTENSION 

Possibly  the  release  of  hexamethonium 
chloride  and  hydrazinophthalazine  by  the 
Federal  Food  and  Drug  Administration  for 
general  use  has  been  a bit  premature.  The 
use  of  these  drugs  alone  or  in  combination 
has  been  under  observation  by  students  of 
hypertension  in  both  Great  Britain  and  in 
this  country.  However,  your  editor  after 
listening  to  the  disagreement  among  astute 
observers  at  a meeting  some  months  ago, 
both  as  to  their  effectiveness  and  untoward 
side  effects,  questions  whether  these  drugs 
should  be  made  readily  available  at  this 
time. 

Hexamethonium  given  orally  is  effective 
in  blocking  the  efferent  pathways  of  the 
sympathetic  nervous  system  at  the  ganglia; 
1-hydrazinophthalazine  hydrochloride  is 
adrenolytic  and  sympatholytic.  The  dosaee 
of  hexamethonium  must  be  based  on  its 
effects  on  the  level  of  the  blood  pressure 
and  on  its  side  effects  due  to  the  release 
of  parasympathetic  stimulation  such  as 
blurred  vision,  dryness  of  the  mouth,  ano- 


rexia, nausea,  heartburn,  constipation  and/ 
or  diarrhea.  The  untoward  effects  in  the 
sympathetic  block  of  course  relate  to  the 
symptoms  of  hypotension, — namely,  postur- 
al hypotension.  Prostrating  hypotension  and 
ileus  have  been  serious  degrees  of  the  side 
effects  of  hexamethonium  requiring,  ac- 
cording to  reports,  gastric  suction  and  the 
use  of  cathartics  and  bed-rest.  In  the  older 
patients  having  arteriosclerosis  deaths  or 
serious  clinical  manifestations  have  been 
encountered  following  the  lowering  of  blood 
pressure.  Myocardial  ischemia  has  been 
made  evident  by  angina.  Hemiplegia  and 
uremia  have  been  the  evidences  of  decreased 
blood  flow  in  brain  and  kidneys. 

Hydrazinophthalazine  hydrochloride  seems 
to  produce  its  blood  pressure  lowering  ef- 
fects in  blocking  pressor  reflexes.  (There  is 
still  some  question  as  to  the  mode  of  action 
of  this  drug.)  It  is  less  effective  than  hexa- 
methonium. Headache,  nausea  and  vomit- 
ing are  the  toxic  manifestations. 

Most  investigators  have  combined  the  use 
of  both  these  hypotensive  drugs  to  get  a 
better  effect  in  dropping  the  pressure. 

The  effects  of  these  hypotensive  drugs  are 
those  of  a “medical  sympathectomy.”  When 
the  drugs  are  discontinued  the  hypertension 
recurs.  Their  use  is  justified  only  after  a 
most  careful  study  of  the  patient.  Jointly 
or  singly  they  are  dangerous  in  arterioscle- 
rotic persons  as  was  indicated  above,  be- 
cause of  decreased  blood  flow.  However, 
even  in  the  younger  patient  having  malig- 
nant hypertension,  too  rapid  a reduction  of 
blood  pressure  has  been  reported  as  leading 
to  uremia,  cerebral  vascular  accidents  and 
myocardial  infarction.  Also  it  has  been 
found  that  too  rapid  withdrawal  of  the 
hypotensive  drugs  in  cases  of  malignant 
hypertension  has  ended  with  uremia  and 
apoplexy. 

It  is  the  opinion  of  your  editor  that  much 
more  clinical  data  must  be  collected  before 
these  hypotensive  drugs  can  be  recommend- 
ed for  general  use.  If  adequate  case  study 
is  possible  and  if  the  patient  can  be  carefully 
followed,  the  use  of  these  drugs  is  justified 
in  a more  or  less  experimental  fashion. 
(Anyone  tempted  to  use  these  drugs  should 
read  more  on  the  subject  than  what  appears 
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in  the  brochure  sent  out  by  the  drug 
house.*) 

R.  H.  K. 

* 

DOCTOR-PATIENT  RELATIONSHIP 
STILL  HAS  RECOGNITION 

Like  a shower  on  a hot  dusty  summer  day 
comes  a decision  in  these  Fair  Deal  days  of 
1952 — by  the  judicial  branch  of  our  govern- 
ment. It  affirms  one  of  the  tenets  of  the 
practice  of  medicine — basic  since  the  days  of 
Hipprocrates.  A third  person  or  an  equiva- 
lent rmist  not  influence  decisions  which  lie 
only  in  the  province  of  these  two  principles. 

The  U.  S.  Supreme  Court  in  a seven-to-one 
decision  upheld  the  Oregon  State  Medical 
Society  in  its  actions  which  the  government 
had  labelled  as  a monopoly.  In  1936  the 
Oregon  State  Medical  Society  opposed  con- 
tract practice  of  medicine  by  private  firms 
and  commercial  insurance  companies  on 
ethical  grounds — namely  that  third  parties 
interfered  with  doctor-patient  relationships. 
The  Society  began  to  provide  such  service 
on  a non-profit  basis.  Being  successful,  suit 
was  brought  against  the  Society  by  the 
government  on  the  grounds  of  monopolizing 
the  provision  of  prepaid  medical  care. 

After  being  carried  up  through  the  courts 
to  the  Supreme  Court,  the  case  was  settled 
in  favor  of  the  Society.  Pertinent  quotes 
from  the  decision  were:  “Objections  of  the 
organized  medical  profession  to  contract 
practice  are  both  monetary  and  ethical. 
Such  practice  diverts  patients  from  inde- 
pendent practitioners  to  contract  doctors. 
It  tends  to  standardize  fees.  The  ethical  ob- 
jection has  been  that  intervention  by  em- 
ployer or  insurance  company  makes  a tri- 
partite matter  of  the  doctor-patient  relation. 
Since  the  contract  doctor  owes  his  employ- 
ment and  looks  for  his  pay  to  the  employer 
or  the  insurance  company  rather  than  to  the 
patient,  he  serves  two  masters  with  con- 
flicting interests.  In  many  cases  companies 
assumed  liability  for  medical  or  surgical 
service  only  if  they  approved  the  treatment 
in  advance.  There  was  evidence  of  instan- 


*Grimson, K.  S.,  Orgain,  E.  S.,  Rowe,  C.  R.,  and 
Sieber,  H.  A.:  Caution  with  Regard  to  Use  of 
Hexamethonium  and  “Apresoline,”  J.A.M.A.,  149: 
215,  1952. 


ces  where  promptly  needed  treatment  was 
delayed  while  obtaining  company  approval, 
and  where  a lay  insurance  official  disap- 
proved treatment  advised  by  a doctor.”  . . . 
“Since  no  concerted  refusal  to  deal  with 
private  health  associations  has  been  proved, 
we  need  not  decide  whether  it  would  violate 
the  antitrust  laws.  We  might  observe  in 
passing,  however,  that  there  are  ethical  con- 
siderations where  the  historic  direct  rela- 
tionship between  patient  and  physician  is 
involved  which  are  quite  different  than  the 
usual  considerations  prevailing  in  ordinary 
commercial  matters.  This  Court  has  recog- 
nized that  forms  of  competition  usual  in  the 
business  world  may  be  demoralizing  to  the 
ethical  standards  of  a profession.” 

This  is  an  important  decision.  It  holds 
inviolate  an  age-old  tenet  of  medicine.  This 
decision  may  offer  a weapon  against  legis- 
lation which  is  planned  to  get  state  medicine 
in  by  the  back  door.  Bills  which  would  be 
contrary  to  this  decision,  because  a govern- 
mental agency  would  represent  a third 
party,  have  appeared  in  Congress  in  the  past. 

R.  H.  K. 

* 

POSTGRADUATE  INSTRUCTION  BY 
TELEPHONE  SEMINAR 

The  Kentucky  State  Medical  Association 
is  the  latest  organization  to  attempt  to  reach 
more  of  its  members  for  postgraduate  in- 
struction. The  most  difficult  problem  of 
solution  in  postgraduate  education  for  the 
doctor  in  rural  communities  is  to  get  in- 
structors and  physicians  together.  So  often 
the  medical  society  in  a rural  area  is  so 
small  that  it  hesitates  in  asking,  or  has  diffi- 
culty in  getting  a busy  specialist  or  teacher 
to  meet  with  it  for  instruction.  The  tele- 
phone offers  a possible  answer  to  this  mat- 
ter of  getting  instructor  and  pupil  together. 
Several  very  small  county  societies  can 
band  together  to  defi’ay  the  cost  of  “piping 
in”  such  a program  for  their  area. 

In  the  telephone  instruction  in  Kentucky, 
the  program  originated  at  the  University  of 
Louisville  School  of  Medicine  and  was  pre- 
sented by  members  of  its  staff.  Each  physi- 
cian registering  for  the  course  received  a 
manual  containing  illustrations  to  offer  a 
visual  aid  during  the  talks  coming  over  the 
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loud  speaker.  (The  State  Association  of 
Texas  has  used  slides  in  color  to  be  shown 
during  the  discussions.) 

In  the  experience  in  Kentucky,  twenty- 
eight  county  medical  societies  took  advan- 
tage of  telephone  instruction.  The  audience 
of  doctors  reached  thereby  was  the  largest 
ever  to  hear  scientific  presentations  in  Ken- 
tucky. This  was  provided  at  a cost  of  about 
$1.75  per  doctor  attending.  During  the  com- 
ing year  the  Kentucky  State  Medical  Asso- 
ciation plans  four  sessions  by  telephone  in- 
stead of  the  three  of  last  year. 

The  telephone  thus  offers  another  medium 
whereby  the  advances  in  medicine,  and  re- 
views of  accepted  knowledge  may  be 
brought  to  the  doctor  away  from  the  metro- 
politan areas.  It  cannot  replace  the  person- 
al contacts,  and  the  questioning  and  answer- 
ing at  the  medical  meeting  or  postgraduate 
assembly,  but  it  offers  great  advantages  for 
“in-between”  continued  instruction. 

R.  H.  K. 

* 

PROPHYLAXIS  AGAINST  OPHTHALMIA 
NEONATORUM 

Inquiries  have  arisen  concerning  the  le- 
gality of  using  antibiotic  preparations  in 
lieu  of  silver  salts  in  the  eyes  of  the  newborn 
for  prophylaxis  against  opththalmia.  A new 
ruling  by  the  Commissioner  of  the  Tennessee 
Department  of  Public  Health  is  published  in 
the  section  on  Medical  News  in  Tennessee 
in  this  issue.  This  lays  down  the  rules  un- 
der which  a deviation  from  the  law  is  per- 
mitted. 

* 

SPECIAL  ITEM 

The  Revised  Tennessee  Plan  Fee  Schedule 

For  purposes  of  copyrighting,  permanent 
recording,  and  particularly  for  providing 
our  members  with  a ready  reference  copy 
of  the  Revised  Fee  schedule,  we  are  publish- 
ing the  new  schedule  herewith: 

THE  TENNESSEE  PLAN 
Master  Schedule  of  Indemnities 

Including  usual  pre-  and  post-operative 
hospital  care 
I.  Multiple  Procedures 

When  more  than  one  operation  is  per- 


formed at  one  time,  payment  will  be  made 
for  each  in  accordance  with  this  Schedule, 
subject  to  a maximum  total  of  $200.  Fur- 
thermore, the  maximum  total  with  respect 
to  all  operations  due  to  the  same  or  related 
cause  which  are  performed  during  a contin- 
uous period  of  disability  shall  be  $200.  For 
this  purpose  all  procedures  performed 
through  the  same  incision  shall  be  consid- 
ered one  operation,  and  operations  that  are 
not  separated  by  three  months  shall  be 
deemed  to  have  been  performed  during  “a 
continuous  period  of  disability.” 

II.  Unlisted  Procedures 

In  addition  to  the  procedures  listed  in 
this  Schedule,  amounts  shall  be  payable  for 
any  other  operations.  The  maximum 
amounts  for  such  procedures  shall  be  de- 
termined in  amounts  consistent  with  those 
listed. 

General  Surgery 
Infections  and  Traumata 


Abscesses,  soft  tissue,  incision  and 

drainage,  furuncles  excepted  $ 10.00 

Abscesses,  deep,  cervical  and  ischio-rectal  25.00 

Carbuncle  25.00 

Ulcer,  surface  excision  10.00 

Tendon,  repair,  one  primary  65.00 

Each  additional  25.00 

Maximum  150.00 

Septic  finger  (tendon  sheath  involvement)  50.00 
Septic  hand  (tendon  sheath  and 

compartments)  100.00 

Lacerations,  minor  10.00 

Lacerations,  extensive,  including 

debridement  25.00 

Cysts 

Cyst,  sebaceous,  removal  $10.00 

Pilonidal  cyst  or  sinus 75.00 

Thyroglossal  cyst,  removal  100.00 

Branchial  cyst,  removal 100.00 

Tumors 

Tumors,  benign  external,  removal  $10.00 

Tumors,  benign  deep,  removal  25.00 

Epulis,  removal  15.00 

Parotid  tumor,  removal 100.00 

Epithelioma  of  face,  surgical  removal  25.00 

Cancer  of  tongue  (resection  or  removal)  100.00 
Same  with  neck  dissection  150.00 

Cancer  of  lip  (local  operation)  35.00 

Same  with  neck  dissection  150.00 

Biopsy 

Biopsy,  superficial  $ 5.00 

Biopsy,  bone  or  bone  marrow  15.00 

Biopsy,  needle  aspiration  5.00 

Glands 

Glands,  superficial,  removal $ 10.00 
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Dissection,  glands  of  neck,  deep  chain, 

unilateral  100.00 

Bilateral  150.00 

Radical  axilla  or  groin,  unilateral  100.00 

Bilateral 150.00 

Thyroid 

Thyroidectomy,  subtotal $125.00 

Thyroidectomy,  two-stage,  subtotal  (with 
or  without  ligation),  complete 

procedure  150.00 

Parathyroidectomy 150.00 

Breasts 

Breast  abscess,  drainage  $ 25.00 

Breast  cyst  or  abscess,  aspiration  10.00 

Breast  tumor,  benign  removal  40.00 

Breast,  radical  removal,  including 

axillary  dissection  150.00 

Breast,  simple  removal 75.00 


Miscellaneous 

Ligation,  saphenous  vein,  low,  including 

retrograde  injection,  if  done,  unilateral  $ 25.00 


Bilateral  50.00 

Ligation,  saphenous  vein,  high,  and  com- 
bined including  retrograde  injection, 

Unilateral  50.00 

Bilateral  75.00 

Toe  nail,  ingrown,  removal  radical  20.00 

Stone,  submaxillary  or  parotid  duct  25.00 

Removal  or  submaxillary  salivary  gland  50.00 

Injection,  varicose  veins,  complete 

procedure  25.00 

Injection  without  ligation,  each  3.00 

Maximum  30.00 

Saphenous  vein,  stripping  operation, 

Unilateral  75.00 

Bilateral  100.00 


Endoscopy 

(When  preliminary  and  related  to  surgical 


service  only) 

Bronchoscopy,  diagnostic  or  therapeutic  $ 40.00 

Operative  50.00 

Subsequent,  except  post  operative  25.00 

Cystoscopy 

Observation  (preceding  surgery)  15.00 

Ureteral  catheterization  and  pyelograms  35.00 

Operative  35.00 

Gastroscopy  40.00 

Laryngoscopy 

Diagnostic  (by  laryngoscope)  20.00 

Operative  75.00 

Sigmoidoscopy  and  biopsy 10.00 

Esophagoscopy,  diagnostic  and  therapeutic  40.00 


Special  Surgery 

Thoracic  Surgery 

Pneumolysis,  intrapleural 

Closed $100.00 

Open 150.00 


Pleura,  paracentesis 7.50 

Empyema,  closed  drainage  35.00 

Empyema,  rib  section  100.00 

Phrenic  nerve,  crushing  50.00 

Thoracoplasty  200.00 

Lobectomy  200.00 

Aneurysmorrhaphy  200.00 

Induction  of  artificial  pneumothorax 

or  pneumoperitoneum  20.00 

Refills  5.00 

Abdominal  Surgery 

Abdomen,  paracentesis  $ 10.00 

Herniotomy,  single,  inguinal,  femoral 

or  umbilical  100.00 

Herniotomy,  Dilateral,  inguinal  or  femoral  125.00 
Herniotomy,  hiatus  or  diaphragmatic  150.00 

Herniotomy,  ventral  or  incisional  100.00 

Esophageal  diverticulum  (pharyngo- 
esophageal)   125.00 

Gastrotomy  or  gastrostomy  100.00 

Gastrectomy 

Partial  175.00 

Complete  200.00 

Gastro-enterostomy  125.00 

Vagotomy,  additional  allowance  when 

done  with  gastro-intestinal  surgery  25.00 

Peptic  ulcer,  perforated,  closure  100.00 

Pyloric  stenosis  (Ramstedt’s  in  infant)  100.00 

Intestines,  anastomosis  . 125.00 

Intestines  (small),  resection  150.00 

Laparotomy  (exploratory)  75.00 

Colon,  resection  175.00 

Colostomy  100.00 

Appendectomy  100.00 

Diverticulum,  intestinal  (Meckel’s)  100.00 

Common  duct,  exploration,  with  or 

without  cholecystectomy  175.00 

Appendiceal  abscess,  drainage  100.00 

Subdiaphragmatic  abscess  100.00 

Cholecystectomy  125.00 

Common  duct,  resection  or  reconstruction  150.00 
Cholecystostomy  100.00 

Cholecystoduodenostomy  125.00 

Cholecystogastrostomy  125.00 

Pancreas,  drainage  . . . . 100.00 

SDlenectomy  175.00 

Proctology 

Hemorrhoids,  injection,  each  $ 3.00 

Maximum  . 30.00 

Hemorrhoids,  external  25.00 

Hemorrhoid,  thrombosis,  incision  5.00 

Hemorrhoid,  thrombosis,  excision  10.00 

Complete  hemorrhoidectomy  in  hospital  90.00 

Complete  hemorrhoidectomy  in  office  35.00 

Fistulectomy  90.00 

Fissurectomy,  in  office  10.00 

Fissurectomy  in  hospital  25.00 

Fissurectomy,  complete  cryptectomy 

with  papillectomy  in  hospital  90.00 
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Polypectomy 25.00 

Abcess,  ischio-rectal  or  peri-rectal 

drainage  25.00 

Carcinoma  of  rectum,  resection  200.00 

Prolapsed  rectum,  repair  mucosa  100.00 

Prolapsed  rectum,  repair,  herniation,  all 

coats 150.00 

Excision  of  anal  ulcer  with  cryptectomy  90.00 


Urology 

Circumcision,  infant  not  requiring 

anesthesia  $ 5.00 

Circumcision,  excepting  the  above  25.00 

Urethrotomy 75.00 

Prostatic  abcess  50. Of 

Prostatectomy,  perineal  150.00 

Prostatectomy,  suprapubic — one  stage 

including  vasectomy  if  required  150.00 

Prostatectomy,  suprapubic — two  stage 
including  vasectomy  175.00 

Prostatectomy,  transurethral  150.00 

Punch  operation  with  suprapubic 

drainage  120.00 

Perineoplasty  with  urethral  repair  100.00 

Hydrocele,  radical  operation  50.00 

Litholopaxy  75.00 

Epididymectomy  75.00 

Vasectomy  (when  not  preliminary 

to  prostatectomy)  25.00 

Vesiculectomy  100.00 

Varicocelectomy  50.00 

Orchidectomy,  simple  . 75.00 

With  gland  dissection  125.00 

Cystotomy  or  Cystostomy  75.00 

Cystostomy  with  fulguration  125.00 

Cystectomy  with  ureteral  transplantation  200.00 
Ureter  transplantation,  single  150.00 

Bilateral  200.00 

Bladder  tumor,  diverticula,  etc. 

(resection),  open  operation  125.00 

Uretero-lithotomy  125.00 

Nephrotomy  125.00 

Nephrostomy  125.00 

Nephrectomy  125.00 

Nephropexy  125.00 

Plastic  on  pelvis  and  ureter  150.00 

Heminephrectomy  125.00 

Excision  and  suture  of  urinary  fistula 
suprapubic  50.00 

vaginal  100.00 

Penis  amputation  75.00 

Same  with  groin  dissection  150.00 

Plastic  hypospadias  or  epispadias  200.00 

Meatotomy  10.00 

Caruncle  excision  15.00 

Caruncle  fulguration  15.00 


Neuro-Surgery 

Skull 

Simple  fracture  (non-operable)  with 
brain  injury  $ 35.00 

Depressed  75.00 


Compound  fracture  150.00 

Brain  tumor  200.00 

Brain  Injuries;  Operable  Type 
Extradural  hematoma  $150.00 

Subdural  hematoma  150.00 

Exploratory  trephination,  one  side  50.00 

Two  sides  75.00 

Intracortical  clot  150.00 

Arterio-venous  fistula,  intracranial  200.00 

Intracranial  aneurysm  200.00 

Spinal  Cord 

Section  of  anterior  or  posterior  roots  $150.00 

Decompressive  laminectomy  150.00 

Removal  of  or  exploration  for  an  ex- 
truded nucleus,  polyposis  or  ruptured 
intervertebral  disc  150.00 

Myelography  25.00 

Cerebral  arteriography  25.00 


Peripheral  Nerve 


Suture,  decompression,  or  transplantation 


of  single  nerve  $ 25.00 

Each  additional  10.00 

Maximum  100.00 

Pneumoencephalogram  25.00 

Ventriculogram  40.00 

Spinal  cord  tumors  150  00 

Operation  for  pain  associated  with 
malignancy  or  similar  untreatable 
disease  requiring  intraspinal  nerve 
sections  or  cordotomy  150.00 


Miscellaneous 

Section  of  sensory  root  for  fifth  nerve 

neuralgia  $175.00 

Section  of  vestibular  nerve  for 

Meniere’s  disease  or  aural  vertigo  175.00 

Operation  for  scalenus  anticus  syndrome  50.00 

Craniotomy  for  brain  abcess  150.00 

Craniotomy  for  conditions  not  listed 

herewith  150.00 

Bilaterial  orbital  decompression  200.00 

Choroidectomy  for  hydrocephalus  150.00 

Excision  of  meningocele  75.00 

Lumbar  puncture  (with  fracture  or 
operative  work  only)  (diagnostic 
excluded)  5.00 


Sympathetic  System 


Unilateral  lumbar  sympathectomy 
Bilateral  lumbar  sympathectomy 
Resection  of  pre-sacral  plexus 
Bilateral  thoracolumbar  sympathectomy  . . 


$100.00 

150.00 

150.00 

200.00 


Obstetrics 

Pregnancy,  delivery  $ 50.00 

(Does  not  cover  prenatal  and  postnatal 
home  and  office  care.) 

Miscarriage  (curettage)  35.00 

Caesarean  section,  vaginal  100.00 

Caesarean  section,  abdominal  100.00 

Pregnancy,  ectopic  100.00 
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Gynecology 

Bartholin’s  gland,  incision  $ 5.00 

Bartholin’s  gland,  excision  25.00 

Labial  tumors  and  cysts,  removal  20.00 

Atresia  of  vagina,  plastic  150.00 

Fistula,  recto-vaginal  100.00 

Fistula,  vesico-vaginal  100.00 

Cul-de-sac,  drainage  35.00 

Cauterization,  each  3.00 

Maximum  12.00 

Dilatation  and  curettage  with  or 

without  cauterization  25.00 

Uterine  polyp  removal  with  dilatation 

and  curettage  25.00 

Cervical  polyp  removal 5.00 

Tracheorrhaphy 35.00 

Cervix  amputation  50.00 

Cervix  conization 15.00 

Oophorectomy  or  resection  of  ovaries  100.00 

Hysterectomy,  supracervical,  with  or 

without  removal  of  adnexa  150.00 

Hysterectomy,  total,  with  or  without 

removal  of  adnexa 175.00 

Myomectomy  100.00 

Uterine  flexions,  etc.,  correction  (plus 

surgery  of  tubes  and  ovaries)  100.00 

Same  with  vaginal  plastic  work  125.00 

Salpingectomy  100.00 

Salpingo-oophorectomy  100.00 

Cystocele  50.00 

Rectocele  50.00 

Combined  cystocele  and  rectocele  75.00 

Prolapse  operations  (interposition, 

Manchester)  120.00 

Vulvectomy  75.00 

With  groin  dissection 150.00 

Ophthalmology 
Foreign  body,  removal, 

Aqueous  humor $ 75.00 

Vitreous  humor  125.00 

Cornea,  Paracentesis  20.00 

Conjunctival  suture  15.00 

Conjunctival  flap  for  corneal  ulcer,  etc.  35.00 

Chalazion  (excision),  simple  . 15.00 

Incision  and  Curettage  10.00 

Lachrymal  sac,  removal  75.00 

Entropion  or  ectropion,  Ziegler’s  puncture  30.00 
Entropion  or  ectropion,  plastic  operation  50.00 

Entropion  or  ectropion,  plastic  operation 

grafts  or  flaps  100.00 

Symblepharon,  release  35.00 

Pterygium  50.00 

Corneal  ulcer,  cauterization  5.00 

Corneal  ulcer,  delimiting  keratotomy  . 30.00 

Tarsori’haphy,  orbicularis  paralysis  30.00 

Ptosis  (single) 100.00 

Strabismus,  one  or  more  muscles  100.00 

Cataract,  needling  50.00 

Cataract,  removal  150.00 

Iridectomy  75.00 

Removal  foreign  body  of  cornea  3.00 

Glaucoma,  filtration  operation  150.00 


Enucleation  or  evisceration  100.00 

Enucleation  with  implant 140.00 

Tumor,  exenteration  of  orbit  150.00 

Dacryocystorhinostomy  125.00 

Detached  retina  200.00 

Probing  naso-lacrymal  duct  (each 

visitation)  5.00 

Maximum  50.00 

Otology 

Aural  polyp  $ 25.00 

Paracentesis  tympani  10.00 

Mastoidectomy,  acute,  single  150.00 

Mastoidectomy,  acute,  bilateral  200.00 

Mastoidectomy,  radical,  single  175.00 

Fenestration  for  otosclerosis  200.00 

Nose  and  Throat 

Nasal  polyps,  removal,  unilateral  $ 25.00 

Bilateral  50.00 

Antrum,  Caldwell-Luc  . 150.00 

Ethmoidectomy  . 75.00 

Frontal  sinus,  radical  150.00 

Turbinectomy  10.00 

Submucous  resection  75.00 

Palatorrhaphy  100.00 

Tonsillectomy  and  adenoidectomy 40.00 ' 

Laryngectomy  200.00 

Tracheotomy  75.00 

Malignant  disease,  accessory  sinuses 
Radical  operation,  one  sinus  150.00 

Multiple  200.00 

Malignant  disease,  tonsil  and  pharynx 

radical  operation  175.00 

Antrum  puncture  and  irrigation  5.00 

Antrum  window  50.00 

Orthopedic 

Spinal  fusion  $200.00 

Cartilage  of  condyle  of  femur,  removal  of  100.00 
Bone  plate,  removal  of  30.00 

Talipes  60.00 

Semilunar  cartilage,  removal  from  joint  125.00 
Tenotomy,  simple,  open  50.00 

Closed  10.00 

Claw  foot,  except  bone  surgery — see  foot 

stabilization  75.00 

Coccyx,  excision  of 30.00 

Arthrotomy,  any  major  joint  100.00 

Hallux  valgus,  single  radical  operation  75.00 

Exostosectomy  30.00 

Osteomyelitis,  sequestrum  removal,  deep  100.00 
Hallux  valgus,  bilateral  radical  operation  125.00 
Foot  Stabilization  175.00 

Hammer  toe,  operation  for  50.00 

Arthrodesis  of  knee,  hip,  shoulder  or  elbow  200.00 
Torticollis,  operation  for  90.00 

Arthroplasty,  any  major  joint  200.00 

Hip  joint,  resection  200.00 

Any  other  major  joint,  resection  175.00 
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Any  joint,  resection  of,  fingers  or  toes  30.00 

Bone  Graft,  any  long  bone  175.00 

Amputations 

Shoulder,  disarticulation  $150.00 

Upper  arm  100.00 

Forearm  . 100.00 

Hand  100.00 

Finger,  single 25.00 

Each  additional  ..........  10.00 

Hip  175.00 

Thigh  125.00 

Knee  125.00 

Leg  100.00 

Toe  25.00 

Each  additional  10.00 

Foot  100.00 

Elbow  100.00 

Scapulothoracic  amputation  200.00 


Dislocations 


Closed  Open 


Ankle — no  fracture 

$ 75.00 

$150.00 

Carpal  bone,  one  

35.00 

70.00 

Each  additional 

10.00 

20.00 

Clavicle 

40.00 

80.00 

Elbow  

50.00 

100.00 

Finger,  one  

10.00 

20.00 

Each  additional 

5.00 

10.00 

Hip,  Congenital  

100.00 

200.00 

Traumatic  

50.00 

100.00 

Knee  

50.00 

100.00 

Mandible  

10.00 

100.00 

Metacarpal  bone,  one  

25.00 

50.00 

Each  additional 

5.00 

10.00 

Metatarsal  bone,  one 

25.00 

50.00 

Each  additional  

5.00 

10.00 

Patella  

40.00 

125.00 

Rib 

10.00 

20.00 

Shoulder  

40.00 

150.00 

Tarsal  bone,  one  

35.00 

70.00 

Each  additional  

10.00 

20.00 

Thumb  

10.00 

20.00 

Toe,  one  

10.00 

20.00 

Each  additional 

5.00 

10.00 

Vertebra,  one  or  more 

. . . . 100.00 

200.00 

Wrist,  no  fracture 

50.00 

100.00 

Simple  Fractures 


Closed 

Open 

Lower  jaw  

Carpal  bone,  one  (except 

. $ 30.00 

$ 60.00 

carpal  scaphoid)  

30.00 

60.00 

Each  additional 

10.00 

20.00 

Clavicle 

40.00 

80.00 

Coccyx  

10.00 

20.00 

Femur,  uncomplicated 

100.00 

Complicated  

150.00 

200.00 

Fibula  

Tibia,  without  appreciable 

50.00 

100.00 

displacement 

50.00 

With  displacement 125.00  175.00 

Pott’s  or  Cotton’s  Fracture  90.00  150.00 

Finger,  one 15.00  30.00 

Each  additional 5.00  10.00 

Humerus 75.00  150.00 

Metacarpal  bone,  one 25.00  50.00 

Each  additional  5.00  10.00 

Metatarsal  bone,  one  25.00  50.00 

Each  additional  5.00  10.00 

Patella  40.00  125.00 

Nasal  bone  or  bones,  reduction  30.00  60.00 

Pelvis,  no  displacement 50.00 

Pelvis,  displaced 90.00  175.00 

Radius  or  ulna,  or  both  (no 

displacement)  30.00  150.00 

Radius  or  ulna,  or  both,  displaced  75.00  150.00 

Rib,  one  10.00 

Each  additional  5.00 

Sacrum  40.00  80.00 

Scapula  30.00  60.00 

Skull  40.00  80.00 

Sternum  25.00 

Tarsal  bone,  one  (exclude  os 
calcis  and  astragalus)  35.00  70.00 

Each  additional  7.50  15.00 

Toe,  one  10.00  20.00 

Each  additional 5.60  10.00 

Os  calcis  or  astragalus,  or  both  60.00  120.00 

Vertebra,  one  or  more  120.00  175.00 


Compound  Fractures 

Compound  fractures,  not  requiring  open  opera- 
tion, will  be  one  and  one-half  times  the  amount 
listed  for  corresponding  simple  fractures  or  dis- 
locations, but  not  to  exceed  $200.00. 


Dr.  Murray  B.  Davis,  Nashville,  died  of 
a heart  attack  Tuesday,  July  22,  1952.  Aged 
58. 

+ 

Dr.  William  Thomas  Pride,  Memphis,  pro- 
fessor emeritus  of  obstetrics  and  gynecol- 
ogy at  the  University  of  Tennessee  Medical 
School,  died  July  31,  1952,  in  Huntsville, 
Ala.  Aged  71. 

* 

Dr.  Robert  C.  Garrett,  Eagleville,  and 
Rutherford  County’s  oldest  practicing  Phy- 
sician (52  years),  died  July  3,  1952.  Aged 
79. 
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Four-County  Society 

This  new  society  continues  to  have  excel- 
lent programs  and  good  attendance.  Physi- 
cians in  Henry,  Weakley,  Benton  and  Carroll 
Counties  meet  bimonthly  for  social  and  sci- 
entific purposes.  The  society  was  organized 
March  18  in  Paris,  when  Dr.  Martin  Beyer, 
Dresden,  was  elected  president;  Dr.  J.  Mans- 
field Bailey,  Camden,  vice-president;  and 
Dr.  John  Newmann,  Paris,  secretary-treas- 
urer. The  scientific  program  was  a paper  on 
ACTH  and  Cortisone  by  Dr.  Beverly  Tow- 
ery  of  Nashville,  with  discussion  led  by  Dr. 
R.  H.  Kampmeier,  Nashville. 

At  the  May  20  meeting  in  Martin,  Dr.  D. 
W.  Smith,  Nashville,  our  State  Association 
President,  discussed  “Diverticulosis.” 

The  July  meeting  was  held  in  McKenzie 
with  Dr.  Joe  Strayhorn  of  Nashville  reading 
a paper  on  “Feeding  Problems  in  Infants.” 

The  next  meeting  is  scheduled  for  Sep- 
tember 16  at  Camden.  Following  a fish-fry 
at  Frank’s  Cafe,  Dr.  John  Glover,  Nashville, 
will  discuss  “Common  Fractures.” 

Average  attendance  at  meetings  has  ex- 
ceeded two-thirds  of  all  the  doctors  in  the 
four  counties. 

* 

Consolidated  Medical  Assembly 

Members  of  the  Assembly  and  their  wives 
were  treated  to  a barbecue  fest  at  the  Jack- 
son  Country  Club  on  July  17th.  The  Jack- 
son  Clinic  was  the  host.  It  was  a delightful 
“shirt-sleeve”  affair  with  no  speeches. 
Guests  included  Dr.  Daugh  W.  Smith,  Pres- 
ident of  the  State  Association,  and  V.  O. 
Foster,  Executive  Secretary,  both  of  Nash- 
ville. 

* 

Chattanooga-Hamilton  County  Medical 
Society 

The  society  held  its  annual  barbecue  and 
picnic  at  the  Chattanooga  Rod  and  Gun  Club 
on  July  9th.  Wives  and  families  of  the 
members  were  special  guests,  along  with  the 
interns  and  residents  at  Erlanger  and  Me- 
morial Hospitals.  Softball,  skeet  and  other 


competitive  sports  preceded  the  barbecue. 
Dr.  Charles  L.  Suggs,  Jr.,  and  Dr.  J.  M. 
Higgason  were  co-chairmen  of  the  Arrange- 
ments Committee. 

The  society’s  scientific  program  on  June 
26th  consisted  of  a movie  on  “Glaucoma,”  a 
paper  on  the  “Clinical  Evaluation  of  the 
Disc  Method  of  Determining  Bacterial  Sen- 
sitivity” by  Dr.  Pope  Holiday,  and  another 
paper  on  the  “Treatment  of  Burns  and  Their 
Sequelae”  by  Dr.  Howard  Barnwell.  Dr. 
William  R.  Green  discussed  Dr.  Holiday’s 
paper,  and  Dr.  Gus  Vlasis  discussed  Dr. 
Barnwell’s  paper. 

* 

Smith  County  Medical  Society 

The  society,  with  one  dissenting  vote, 
went  on  record  last  month  as  opposing  the 
leasing  of  new  Smith  County  Hospital  to 
one  of  its  members.  (A  hospital  committee 
of  the  County  Court  had  previously  leased 
the  Hospital  to  a Society  member.)  The 
society’s  resolution  stated  that  the  society 
“favors  the  operation  of  the  Smith  County 
Hospital  as  open  to  all  regular,  licensed 
physicians  for  the  practice  of  medicine  and 
surgery,  and  that  any  patient  or  prospective 
patient  have  free  choice  of  physician  or  sur- 
geon.” 

* 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  is  actively 
pursuing  its  Public  Service  program  by  in- 
stituting action  in  two  important  activities. 
The  Academy  membership  voted  to  endorse 
the  proposed  contract  wherein  Vanderbilt 
University  would  operate  Nashville  General 
Hospital  as  agents  for  the  Board  of  Com- 
missioners of  General  Hospital  to  represent 
the  City  of  Nashville.  Members  of  the 
Academy  have  been  active  in  presenting  this 
matter  and  a special  committee  consisting 
of  Drs.  C.  C.  Trabue,  IV,  J.  Owsley  Manier, 
John  M.  Lee  and  Andrew  Mayer  recently 
recommended  that  the  proposed  contract  be 
endorsed  by  the  Academy.  The  contract  has 
been  submitted  to  the  City  Council  for  rati- 
fication. This  is  now  expected  to  be  adopted. 

The  second  Public  Service  Activity  of  im- 
portance is  the  participation  in  vocational 
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forums  in  Nashville  Senior  High  Schools. 
West  End  High  School  and  East  Nashville 
High  School  have  held  such  forums  where  a 
physician  member  of  the  Academy  has  dis- 
cussed with  large  groups  of  high  school  stu- 
dents the  requirements  necessary  for  enter- 
ing medical  service  and  the  opportunity  that 
exists  in  the  related  fields  of  medicine  such 
as  nurses,  laboratory  technicians  and  others. 
This  activity  has  been  of  tremendous  in- 
terest to  school  students  and  each  session 
was  attended  by  large  groups. 

The  Academy  in  cooperation  with  the  Ten- 
nessee State  Medical  Association  has  re- 
cently completed  the  series  of  meetings  com- 
prising the  course  in  public  relations  for 
doctors’  secretaries,  receptionists  and  as- 
sistants. 129  doctors’  secretaries  and  as- 
sistants recently  received  their  certificate  of 
graduation  for  this  course. 

Vr 


Knoxville  Academy  of  Medicine 

Dr.  Jack  L.  Paradise  of  Lynch,  Kentucky, 
spoke  on  “Mother  Deprivation  of  Hospita- 
lized Children”  at  the  meeting  on  July  15. 

M 

Memphis  and  Shelby  County  Medical 
Society 

A “Symposium  on  Gall  Bladder  Disease” 
was  held  at  the  meeting  of  June  3.  The  sub- 
jects discussed  were: 

“Pathological  Considerations,”  by  Dr.  M. 
L.  Trumbull. 

“X-Ray  Diagnosis,”  by  Dr.  Edward  Ma- 
bry. 

“Medical  Aspects,”  by  Dr.  M.  K.  Callison. 
“Surgical  Treatment,”  by  Dr.  Alphonse 
Meyer,  Jr. 


MEDICAL  NEW 
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Hill-Burton  Hospital  Construction 
Program 

As  of  July  1,  1952,  twenty-five  projects 
had  been  completed  and  were  in  operation 
in  Tennessee.  The  total  cost  was  $19,745,- 


050.00,  of  which  the  federal  contribution  was 

$7,036,284.00.  1,370  beds  were  supplied. 

There  were  fifteen  projects  under  con- 
struction costing  $25,081,978.00,  of  which 
$8,552,911.11  were  federal  funds  to  supply 
an  additional  861  beds. 

Approved,  but  not  under  construction, 
were  six  projects  at  a total  cost  of  $2,224,- 

560.00,  of  which  $1 ,156,771 .00  will  be  federal 
funds.  These  projects  will  supply  157  addi- 
tional beds. 

Tennessee  Chapter,  American  College  of 
Surgeons 

The  Chapter’s  Council,  composed  of  the 
officers  of  the  Chapter  and  the  governor's  of 
the  ACS  in  Tennessee,  met  in  Nashville  on 
Sunday,  June  8th.  Dr.  R.  L.  Sanders,  Mem- 
phis, President  of  the  Chapter  presided. 
Others  present  were:  Drs.  E.  T.  Newell,  Sr., 
Chattanooga;  Dewey  Peters,  Knoxville; 
John  C.  Burch,  Nashville;  David  Waterman, 
Knoxville;  L.  W.  Edwards,  Nashville,  and 
Mr.  V.  O.  Foster,  Executive  Secretary  of  the 
TSMA. 

President  Sanders  reviewed  the  organiza- 
tion of  the  Tennessee  Chapter  which  took 
place  in  Knoxville  in  conjunction  with  the 
Annual  Meeting  of  the  TSMA  in  April.  He 
stated  that  305  Fellows  of  the  A.C.S.  were 
polled  on  the  desirability  of  organizing  a 
Tennessee  Chapter  before  the  organizational 
meeting  and  that  87%  replied  in  favor  of 
organizing.  Officers  elected  at  the  Knox- 
ville meeting  were:  Dr.  Sanders,  President; 
Dr.  Newell,  Vice-President,  Dr.  Peters,  Sec- 
retary. Dues  were  also  set  at  $5.00  per  year. 

The  Council  approved  an  application  for 
a charter  from  the  American  College  in  the 
form  suggested  by  the  College.  It  also 
adopted  By-Laws  as  recommended  for  state 
Chapters  by  the  American  College. 

Action  on  the  Charter  for  Tennessee  is 
expected  to  be  taken  by  the  American  Col- 
lege Council  during  the  38th  Clinical  Con- 
gress of  the  A.C.S.  in  New  York  on  Septem- 
ber 22-26,  when  an  attendance  of  10,000  sur- 
geons is  expected. 

The  Council  voted  to  hold  the  first  regular 
meeting  of  the  Tennessee  Chapter  in  Nash- 
ville during  the  month  of  October,  prefer- 
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ably  a one-day  meeting  immediately  preced- 
ing the  Nashville  Medical  Assembly  sched- 
idc  for  October  29-31.  The  program  is  to 
consist  of  a morning  clinical  demonstration 
by  Nashville  surgeons,  a panel  discussion, 
luncheon,  papers  from  members,  and  finally, 
a dinner  with  an  outstanding  guest  speaker. 

The  Secretary,  Dr.  Peters  was  instructed 
to  proceed  with  sending  enrollment  invi- 
tations to  all  305  FACS  men  in  Tennessee, 
all  of  whom  are  eligible  to  join  the  Tennes- 
see Chapter. 

-fc 

Upper  Cumberland  Medical  Society 

The  society  held  its  fifty-eighth  meeting  at 
Red  Boiling  Springs  on  June  24-25,  under 
the  presidency  of  Dr.  C.  A.  Collins  of  Monte- 
rey. The  following  program  was  presented: 

“Asthma  and  Cardiac  Dyspnea”  by  R.  E. 
Key,  M.D.,  Carthage; 

“Obstetric  Analgesia”  by  R.  C.  Gaw,  M.D., 
Gainesboro; 

“The  Surgical  Treatment  of  Duodenal 
Ulcer”  by  J.  L.  Herrington,  M.D.,  Nashville; 

“Surgical  Correction  of  Prognathism  of 
the  Mandible  or  Lower  Jaw,”  George  See- 
man,  D.D.S.,  Nashville; 

“Medicine’s  Stake  in  the  1952  Elections”  by 
V.  O.  Foster,  Nashville; 

“Vaginal  Hysterectomies”  by  Carl  S.  Mc- 
Murray,  M.D.,  Nashville; 

“Fractures  of  the  Hip — Recent  Advances” 
by  Benjamin  Fowler,  M.D.  and  Don  L.  Ey- 
ler,  M.D..  Nashville; 

“Medullary  Nailing  of  the  Shafts  of  Long 
Bones”  by  John  J.  Killefer,  M.D.,  Chatta- 
nooga; 

“Commonly  Misdiagnosed  Skin  Disorders” 
by  Frank  G.  Witherspoon,  M.D.,  Nashville; 

“Abnormal  Vaginal  Bleeding”  by  Arch 
Bullard,  M.D.,  Chattanooga; 

“Infectious  Mononucleosis”  by  W.  R.  Cate, 
M.D.,  Nashville; 

“Healing  Wounds”  by  Beverly  Douglas, 
M.D.,  Nashville; 

“Carcinoma  of  the  Prostate”  by  O.  W. 
Carter,  M.D.,  Nashville; 

“Antibiotics”  by  C.  A.  Collins,  M.D., 
Monterey; 

“Low  Back  Disability”  by  Joe  Burd,  M.D., 
Nashville; 


“Diaphragmatic  Hernia”  by  Robert  M. 
Metcalf,  M.D.,  Crossville; 

“Pelvic  Pain”  by  Henry  H.  Jenkins,  M.D., 
Nashville. 

* 

The  Le  Bonheur  Children's  Hospital, 
Memphis 

The  Hospital  was  formally  opened  and 
dedicated  on  June  15.  It  was  open  for  in- 
spection to  the  members  of  the  Memphis 
and  Shelby  County  Medical  Society  and 
Ninth  District  Dental  Society  on  the  pre- 
ceding day. 

The  new  100  bed  hospital  and  its  equip- 
ment cost  exactly  $2,280,992.57.  Of  this 
amount  nearly  one-half  was  given  by  the 
Federal  government  under  the  Hill-Burton 
Act;  about  one-fourth  was  provided  by  the 
State  of  Tennessee  and  the  remainder  was 
raised  by  Le  Bonheur  Memphis’  women’s 
philanthropic  organization,  through  special 
gifts  and  public  subscriptions.  The  hospital 
is  designed  for  patients  from  infancy  to  14 
years  of  age;  it  is  the  only  general  practice 
hospital  exclusively  for  children  in  the  Mid- 
South. 

The  seminar,  held  at  the  hospital  June  25- 
26,  was  sponsored  jointly  by  the  staff  of  the 
hospital  and  the  faculty  of  the  Division  of 
Pediatrics  of  the  University  of  Tennessee 
College  of  Medicine. 

The  program  on  June  25  was  as  follows: 

Dr.  Harold  W.  K.  Dargeon,  “General  Con- 
siderations of  Tumors  in  Childhood”; 

Dr.  Amos  Christie,  “The  Disease  Spectrum 
of  Human  Histoplasmosis  — Differential 
Diagnosis”; 

Dr.  Lenox  D.  Baker,  “Surgery  as  Related 
to  Cerebral  Palsy”; 

Dr.  Julius  H.  Hess,  “Poliomyelitis:  Sum- 
marizing the  1950  and  1951  Experiences  in 
Illinois  and  Cook  County  as  related  to  Sub- 
cutaneous Injection  of  Immunizing  Agents 
and  Other  Medical  Substances”; 

Dr.  John  Caffey,  “The  Origin  and  Nature 
of  Pulmonary  Cysts  During  Early  Infancy”; 

Dr.  Dargeon,  “Neuroblastoma.” 

Four  members  of  the  staff  of  the  Univer- 
sity of  Tennessee  College  of  Medicine  pre- 
sented a symposium  on  burns.  They  were 
Dr.  W.  Milton  Adams,  Dr.  G.  W.  Changus, 
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Dr.  James  D.  Hardy,  and  Dr.  Leigh  K. 
Haynes. 

On  June  26,  the  program  consisted  of  the 
following  papers: 

Dr.  Lenox  D.  Baker,  “Treatment  of  Frac- 
tures in  Children”; 

Dr.  John  Caffey,  “The  Skeletal  Lesions  of 
Vitamin  A Poisoning  and  Infantile  Cortical 
Hyporostosis  and  Nutritional  Disturbances”; 

Dr.  Amos  Christie,  “Causes  of  Rectal 
Bleeding  in  the  Pediatric  Age  Group.” 

The  session  closed  with  a symposium  on 
common  skin  diseases,  with  four  members 
of  the  U.  T.  College  of  Medicine  Staff  par- 
ticipating. They  were  Dr.  Emmett  R.  Hall, 
Dr.  C.  R.  Marshall,  Dr.  David  Goltman  and 
Dr.  John  W.  Baird. 

The  Medical  Staff  of  the  hospital,  which  is 
an  open  one,  is  fully  organized  with  the  fol- 
lowing officers: 

F.  Thomas  Mitchell,  M.D.,  Chief  of  Staff; 

James  G.  Hughes,  M.D..  Vice-President; 

C.  Barton  Etter,  M.D.,  Secretary; 

J.  Spencer  Speed,  M.D.,  Chief  of  Surgery; 

J.  A.  Danciger,  M.C.,  Chief  of  Medicine. 

Freeman  E.  May  is  Administrator  of  the 
hospital. 

* 

University  of  Tennessee  Medical  Units 

Jesse  D.  Perkinson,  Jr.,  Ph.D.,  of  the  Med- 
ical Division  of  the  Oak  Ridge  Institute  of 
Nuclear  Studies,  has  been  appointed  as  as- 
sociate professor  in  the  Department  of  Bio- 
chemistry. 

* 

Amendment  to  Regulations  Concerning 
Communicable  Diseases  in  Tennessee 

Regulation  29  of  the  Regulations  Governing 
Communicable  Diseases  in  Tennessee  be,  and  the 
same  is  hereby  amended  by  striking  out  said 
Regulation  in  its  entirety  and  by  inserting  in  lieu 
thereof  the  following: 

“The  Treatment  of  the  Eyes  of  Newly-Born 
Children  Regulation  29. 

“In  accordance  with  the  provisions  of  the  1932 
Code  of  Tennessee,  Sections  11174,  11175,  and 
11176,  the  Tennessee  Department  of  Public  Health 
hereby  designates  and  approves  either  of  the  fol- 
lowing solutions  as  a standard  prophylactic  against 
ophthalmia  neonatorum: 

“Silver  Nitrate  1%  (one  per  cent)  aqueous 
solution 

“Argyrol — 15%  (fifteen  per  cent)  aqueous 
solution 


“Hospitals  licensed  by  the  Tennessee  Depart- 
ment of  Public  Health  having  twenty-five  (25)  or 
more  beds  may  be  permitted  to  use  as  a prophylac- 
tic agent  a drug  or  an  antibiotic  other  than  silver 
nitrate  and  argyrol;  provided  that  said  hospital 
place  on  file  with  the  Department  a written  re- 
quest giving  a detailed  description  of  the  drug  or 
antibiotic  proposed  to  be  used  together  with  a de- 
scription of  the  proposed  technique  of  administra- 
tion and  receives  from  the  Commissioner  of  Public 
Health  a written  approval  of  the  drug  or  antibiotic 
and  the  technique  of  administration  to  be  used, 
said  hospital  shall  be  permitted  to  deviate  from  the 
standard  technique  to  the  extent  approved  by  the 
Commissioner.” 

Approved  both  as  to  form  and  legality  May  12, 
1952. 

(Signed)  Roy  H.  Beeler,  Attorney  General, 
State  of  Tennessee 

Adopted  April  8,  1952. 

(Signed)  R.  H.  Hutcheson,  Commissioner, 
Tennessee  Department  of  Public 
Health 

Filed  May  14,  1952. 

(Signed)  James  H.  Cummings  Secretary  of 
State,  State  of  Tennessee 


Two  new  doctors  have  been  added  to  the  staff 
of  the  Jackson  Clinic.  They  are  Dr.  Ray  A. 
Douglas,  Jr.,  native  of  Huntingdon,  and  Dr.  Edwin 
W.  Edwards,  native  of  Gulfport,  Miss. 

Dr.  A.  G.  Randall,  Nashville,  has  been  appointed 
assistant  county  health  director  for  Davidson 
County. 

Dr.  W.  Powell  Hutcherson,  Chattanooga,  is  now 
a diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology.  He  is  also  a member  of  the 
American  Academy  of  Obstetrics  and  Gynecology. 

Dr.  O.  M.  Swanay,  Rogersville,  has  retired  from 
practice  after  45  years  of  service. 

Dr.  Stewart  Smith,  after  completing  a year  of 
graduate  study  in  pediatrics,  is  now  associated 
with  Dr.  John  W.  Hocker  in  the  Hocker  Clinic  for 
Children  in  Chattanooga. 

Dr.  Claude  V.  Murr,  Jr.,  is  now  assiciated  with 
Dr.  John  B.  Haskins  with  offices  in  the  Medical 
Arts  Building,  Chattanooga. 

Dr.  Swan  Burrus,  Jr.,  after  a three-year  resi- 
dency in  Philadelphia  Lying-In  Hospital,  in  ob- 
stetrics and  gynecology,  has  returned  to  Jackson 
where  he  is  in  partnership  with  his  father.  Dr. 

Swan  Burrus,  Sr. 

Dr.  Clarence  M.  Easley,  formerly  of  Morristown, 
is  now  associated  with  Dr.  S.  D.  Sullenberger  at 
the  Sullenberger  Clinic  in  Dandridge. 
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Dr.  Vernon  A.  Burkhart,  formerly  of  Chattanoo- 
ga, moved  to  Winchester  last  month  and  has  begun 
practice  with  officers  in  the  Anasarcin  Building  on 
College  Street. 

Dr.  W.  I.  Thornton,  Jr.,  and  Dr.  Thomas  John- 
son, both  natives  of  Dyersburg,  have  returned  to 
their  home  town  and  have  recently  established 
(heir  offices  on  the  third  floor  of  the  First  Citizens 
National  Bank. 

Dr.  J.  Gilbert  Eblen  was  recently  elected  presi- 
dent of  the  Knoxville  Mental  Health  Association. 

Dr.  John  Craven,  Washington  County  health  of- 
ficer, has  resigned  and  will  take  special  work  in 
X-ray  in  Cleveland  and  will  enter  private  practice 
later. 

Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  ad- 
dressed the  Chattanooga  Health  Council  recently 
and  urged  that  more  study  and  financial  support 
be  given  the  mental  health  problem. 

Dr.  Charles  R.  Thomas,  Chattanooga,  has  been 
named  to  the  Council  of  the  Southern  Medical 
Association,  succeeding  Dr.  R.  L.  Sanders  of  Mem- 
phis. 

Dr.  J.  K.  Hinton,  Jr.,  Halls,  has  begun  a refresher 
course  in  surgery  at  Tulane,  and  will  begin  a 
surgical  residency  at  Luthern  Hospital  next  Jan- 
uary. * 

Dr.  George  G.  Young,  Chattanooga,  has  returned 
to  his  offices  in  the  Interstate  Building  after  a 
year’s  study  at  the  Lahey  Clinic. 

Dr.  Pope  B.  Holliday,  Jr.,  Chattanooga,  has  been 
elected  a fellow  of  the  American  Academy  of  Pe- 
diatrics. 

Dr.  M.  Shannon  Allen,  Jr.,  has  opened  an  office 
in  Kingsport  for  the  practice  of  general  surgery 
and  gynecology. 

Clarksville  has  two  new  physicians.  They  are 

Dr.  Bryan  T.  Inglehart  and  Dr.  Charles  A.  Tra- 
hern. 

Three  new  doctors  have  joined  the  surgical  staff 
of  Newell  Hospital,  Chattanooga.  They  are  Dr. 

Jerome  P.  Sims.  Dr.  Boyd  L.  Hames,  and  Dr.  War- 
ren Terrell. 

Dr.  L.  C.  Smith,  Henderson,  after  52  years  of 
practice,  has  retired  and  a young  native  son,  Dr-. 
Oscar  McCallum  has  taken  over  his  practice. 

Dr.  T.  A.  Patrick,  Jr.,  after  completing  residency 
at  Kennedy  Hospital,  has  returned  to  Fayetteville 
to  practice  with  his  father. 

Dr.  Edgar  Bratton  and  Dr.  C.  S.  Morrow,  newly 
located  physicians  in  Hartsville,  announce  the 
opening  of  their  15-room  Clinic  on  Church  Street. 


The  Serpent-wreathed  Staff,  Alice  Tisdale 
Hobart,  New  York,  The  Bobbs-Merrill  Co., 
Inc.,  1951.  Price  $3.50. 


Are  Whitaker  and  Baxter  to  do  the  think- 
ing for  Tennessee  doctors!  A book  review 
“prepared  for  use  by  State  and  County  Medi- 
cal Journals”  sent  out  by  this  firm  is  reminis- 
cent of  some  of  the  things  we  decry  in  cer- 
tain sections  of  Washington  bureaucracy.  At 
the  moment  your  reviewer  is  not  in  the  posi- 
tion to  discuss  the  pros  and  cons  of  Whitaker 
and  Baxter  and  the  education  of  the  lay 
public.  But  he  does  question  the  propriety 
of  providing  such  canned  material  as  this 
book  review  with  the  implication  that  it 
be  used  in  lieu  of  independent  thinking  by 
some  member  the  most  learned  of  pro- 
fessions. 

Your  reviewer  has  read  this  novel.  The 
author  in  contrasting  the  personalities  of 
two  brothers,  physicians — one  a successful, 
conservative  surgeon,  the  other  an  idealist — 
tries  to  describe  medicine  in  this  rapidly 
changing  world.  She  must  then  perforce 
compare  the  one  doctor,  fixed  in  his  ideas, 
with  the  one  who  wishes  to  change  the  prac- 
tice of  medicine  in  light  of  changing  socio- 
economic trends,  and  of  necessity  she  weaves 
into  the  story  group  practice,  health  insur- 
ance, racial  problems  and  others. 

The  writer  of  the  canned  review  sees  this 
novel  as  a piece  of  dangerous  propaganda. 
Your  reviewer  disagrees  with  this  opinion — 
feeling  that  as  propaganda  for  socialized 
medicine  it  is  poorly  done.  The  proof  is 
found,  it  seems,  in  the  reactions  of  several 
highly  intelligent  laymen  who  having  read 
the  novel  asked  me,  “What  is  she  (Alice 
Hobart)  trying  to  do?”  They  have  been 
puzzled  as  to  her  objective.  The  book  left 
your  reviewer  “cold,”  insofar  as  reaction  one 
way  or  another  is  concerned.  He  agrees 
with  the  Whitaker  and  Baxter  review  that 
some  parts  of  the  novel  are  ineptly  done. 
Furthermore,  that  inaccuracies  and  mis- 
statements are  not  infrequent.  However, 
this  is  not  supposed  to  be  a documented 
treatise.  From  our  days  in  high  school  Eng- 
lish we  recognize  poetical  license.  Your  re- 
viewer is  sure  that  no  historical  novel  even 
of  famed  persons,  leave  along  a novel  about 
fictitious  persons,  is  without  such  inac- 
curacies frank  or  implied. 

This  book  review  is  incomplete  as  a re- 
view. It  questions,  rather,  the  propriety  of 
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Whitaker  and  Baxter  book  reviews.  Pos- 
sibly some  of  the  profession  will  be  stimu- 
lated to  read  the  book  now,  as  a matter  of 
curiosity — a book  that  assuredly  will  not 
find  a place  on  the  shelves  of  Time. 

R.  H.  K. 

* 

The  Story  of  the  Adaptation  Syndrome. 

Hans  Selye,  M.D.,  Montreal,  Acta,  Inc., 

1952.  225  Pages.  Price  $4.50. 

This  book  collects  between  its  covers  seven 
lectures  on  the  “stress  concept”  which  the 
author  has  developed  and  described  in  nu- 
merous publications  in  the  past  fifteen  and 
more  years.  This  is  in  essence  a concept 
which  approaches  disease  in  a basic  fash- 
ion— namely  reaction  or  adaptation  of  the 
body  to  stress  whether  of  physical  or  mental 
nature.  It  is  related  to  tissue  reactions  in 
broad  terms  and  not  specific  etiologic  agents. 
The  concept  which  antedated  ACTH  and 
Cortisone  has  been  strengthened,  or  one 
might  say,  proven  by  the  action  of  these 
hormones  and  physiologic  studies  made  pos- 
sible through  their  use. 

This  small  book  will  make  fascinating 
reading  for  him  who  is  interested  in  these 
fundamental  concepts  of  disease.  As  lectures 
they  are  easy  reading  not  being  too  heavily 
larded  with  experimental  data. 

R.  H.  K. 
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Forty  year  old  graduate  of  Syracuse  College  of 
Medicine.  Surgical  resident,  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident,  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Lt.  ( jg)  MC-USN  1941. 
Resigned  1949  (Commander).  Chief  of  Surgery, 
V.A.  Hospital,  Kerrville,  Texas,  1949-51.  F.A.C.S., 
Assoc.  Fellow  A.C.C.P.  Certified  by  American 
Board  of  Surgery.  Qualified  for  Board  of  Thora- 
cic Surgery. 


Thirty-one  year  old  physician,  married,  with  41 
months’  military  service.  M.D.  Degree,  Washing- 
ton University  1950.  Now  in  a rotating  residency 
in  Charity  Hospital,  Monroe,  Louisiana. 


Thirty-two  year  old  physician,  married.  M.D. 
Degree  from  Tulane.  Rotating  Residency,  Baptist 


Hospital,  Birmingham.  Two  years  army  service, 
three  years  general  practice. 

LW-9 


* 


Thirty-one  year  old  physician,  married.  M.D. 
Degree  from  Cornell  University,  1945.  Two  years 
military  service.  Assistant  Residency  in  general 
surgery,  Bellevue  Hospital.  Presently  completing 
two  year  residency  in  thoracic  surgery  at  Bellevue 
Hospital. 

LW-10 

Physician,  aged  32,  married,  Baptist.  M.D.  from 
Washington  University,  1944.  Five  year  surgical 
residency  at  Charleston,  West  Virginia,  General 
Hospital,  1947-52.  Two  years  military  service. 

LW-11 


Twenty-seven  year  old  physician,  married,  no 
children,  Presbyterian.  M.D.  Temple  University, 
1951;  general  rotating  internship,  Temple  Univer- 
sity Hospital,  1952.  Draft  status:  three  years  mili- 
tary service,  honorable  discharge,  priority  group 
II. 

LW-12 


Twenty-eight  year  old  physician,  married.  M.D. 
from  Emory  University,  1951.  Now  interning  at 
Wayne  County  Hospital,  Detroit.  Interested  in 
assistantship  or  partnership  in  general  practice. 

LW-13 


Position  desired  in  an  institution,  public  health, 
or  industrial  organization.  Thirty-three  year  old 
phsician,  married.  M.D.  Degree  from  St.  Louis 
University,  1947.  Four  years’  general  hospital 
training;  one  year  general  practice. 

LW-14 


A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 

PW-2 


General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 

PW-5 


EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
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in  a prosprous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 
specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 

PW-6 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 
10,000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 
of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 

PW-8 


The  Midland  Community,  located  between  Mur- 
freesboro and  Shelbyville,  has  built  a medical 
center  and  desires  a local  physician.  Building 
equipped  with  two  offices,  a waiting  room,  and 
supply  room,  oil  heat,  and  equipment — all  avail- 
able without  charge. 

PW-9 


A physician  in  an  upper  East  Tennessee  City 
will  be  away  from  his  practice  for  one  year,  and 
would  like  to  have  a young  physician  take  over 
for  him,  during  this  absence.  After  July  1,  a five- 
room  fully  equipped  office  building  which  is  visited 
daily  by  40  to  75  patients  will  be  available.  The 
office  is  located  in  an  industrial  city  of  14,000  peo- 
ple, and  across  the  street  from  a 32-bed  hospital. 
Hospital  privileges  assured.  An  excellent  oppor- 
tunity for  a general  practitioner.  Various  financial 
arrangements  possible,  and  good  opportunity  for 
new  doctor  to  remain  permanently. 

PW-10 


Cross  Plains,  Tennsseee,  thirty  miles  north  of 
Nashville,  twelve  miles  from  Springfield.  Three 
room  office  suite  available  from  local  drug  store 
without  charge. 

PW-11 


Lions  Club  of  Huntland,  Tennessee,  is  complet- 
ing a clinic  building  and  desires  physician  to  oc- 
cupy at  reasonable  terms  and  serve  community  of 
1,000  families.  Huntland  is  located  just  off  High- 
way 64  in  Franklin  County.  Agricultural  commu- 
nity. 

PW-12 


Federal  Civil  Defense  Administration  Regional 
Offices  are  authorized  to  employ  full-time  medical 


directors  to  handle  medical  civil  defense  prob- 
lems, at  a salary  of  $10,900  per  year. 

PW-13 


* 


Forty-six  year  old  Memphis  internist,  tempo- 
rarily disabled,  desires  a young,  well-trained 
associate,  not  necessarily  a Board  man.  Salary  or 
other  financial  arrangement  open.  Office  is  shared 
with  another  internist  who  would  be  available  for 
help. 


V.  A.  Hospital  has  position  available  for  physi- 
cians interested  in  Psychiatry  as  well  as  for  an 
Internist,  Neurologist,  Radiologist  and  Pathologist. 
There  are  provisions  for  annual  and  sick  leaves, 
and  for  attendance  at  special  courses. 

PW-15 


International  College  of  Surgeons 
Meeting 

The  Seventeenth  Annual  Assembly  of  the  United 
States  and  Canadian  Chapters  will  be  held  in 
Chicago,  September  2,  3,  4,  5,  1952,  with  headquar- 
ters at  the  Conrad  Hilton  Hotel.  An  item  of  in- 
terest will  be  the  Herbert  Acuff  Memorial  Address 
at  9:00  a.m.,  September  4th. 

* 


An  Open  Letter 

PARKE,  DAVIS  & COMPANY 

July  7,  1952 

Dear  Doctor: 

Physicians  from  various  sections  of  the  country 
have  reported  that  blood  dyscrasias  (thrombocy- 
topenia, leukopenia,  granulocytopenia,  agranulo- 
cytosis, and  aplastic  anemia)  have  ccurred  in  pa- 
tients who  have  received  ChloromyectinR  (chlo- 
ramphenicol, Parke-Davis).  Among  these  there 
has  been  no  uniformity  of  circumstances,  including 
age,  sex,  dosage,  type  of  concomitant  therapy,  or 
diagnosis.  Frequently,  though  again  not  uniform- 
ly, the  individual  patient’s  history  includes  refer- 
ence to  earlier  therapy  with  Chloromycetin  and 
other  drugs  and  in  several  instances  to  intermit- 
tent therapy,  planned  or  unplanned,  over  pro- 
longed periods. 

The  exact  number  of  cases  of  aplastic  anemia 
associated  with  the  use  of  Chloromcetin  is  not 
known,  but  it  is  recognized  that  many  have  ter- 
minated fatally.  Further,  clinical  evidence  from 
published  and  unpublished  reports,  indicates  that 
intermittent  therapy  with  the  antibiotic,  and  par- 
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ticularly  indiscriminate  therapy  for  minor  affec- 
tions, frequently  obtain.  These  facts  indicate  that 
there  is  a calculated  risk  involved  in  the  use  of  this 
potent  antibiotic  so  that  alert  clinical  observations 
and  adequate  blood  studies  should  be  made  to 
detect  any  depression  of  bone  marrow  function  as 
early  as  possible  and  before  an  irreversible  state 
occurs. 

Parke,  Davis  & Company  assures  the  medical 
profession  that  as  information  accumulates  from 


continuing  studies  on  the  relation  of  blood  dis- 
orders to  Chloromycetin  it  will  be  disseminated 
promptly  through  appropriate  channels. 

Doctor,  please  read  our  pronouncement  in  the 
Journal  of  the  American  Medical  Association  issue 
of  July  12,  1952. 

Sincerely  Yours, 

(Signed)  E.  A.  Sharp,  M.D.,  Director, 

Department  of  Clinical  Investigation 

eas:ig 


Glea'uUeui 


ON  THE  KRATZVTLLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism. and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology.  Inc.,  Medical  Director 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D.,  546  Mc- 
Callie,  Chattanooga 

Vice-President — W.  E.  Anderson,  M.D.,  Dyersburg 

Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 

Vice-President — J.  B.  Naive,  M.D.,  Knoxville 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  504  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.f  Chattanoaga 
(1954) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith.  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville 
(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T,  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec’y. 
Bedford  County 

Sara  Womack.  Shelbyville,  Pres. 
Carl  Rogers,  Shelbyville,  Sec’y. 

Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec’y. 

Bradley  County 

James  C.  Lowe,  Cleveland.  Pres. 
Charles  S.  Heron,  Cleveland,  Sec'y. 
Cocke  County 

Fred  Valentine,  Newport.  Pres. 

Glen  Shults,  Newport,  Sec’y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr..  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec’y. 
Cumberland  County 

R.  M.  Metcalfe.  Crossville.  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End, 
Nashville.  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec’y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec'y. 
Dickson  County 
W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte,  Sec'y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley.  Jamestown,  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec'y. 
Franklin  County 
J.  Vandlaricum,  Cowan,  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 
Giles  County 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 

Dale  Brown,  Mosheim,  Pres. 

Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown.  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 
Isaac  Jones,  Paris,  Pres. 

Horace  McSwain,  Paris,  Sec'y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec’y. 
Jackson  County 

W T.  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville.  Sec’y. 
Lauderdale  County 

O.  F.  Moore.  Jr..  Ripley,  Pres. 

C.  R.  Webb,  Ripley,  Sec'y. 

Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec’y. 

Lincoln  County 

J.  V.  McRady,  Fayetteville.  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter.  Lafayette.  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 

Maury  County 

Edwin  K.  Provost.  Columbia.  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 

McMinn  County 

Jess  A.  Powell,  Jr..  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 

Monroe  County 

R.  C.  Kimbrough.  Madisonville,  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec’y. 
Montgomery  County 

Edward  R.  Atkinson,  Clarksville. 
Pres. 

Sam  N.  Doane.  Jr.,  Clarksville,  Sec’y. 
Obion  County 

R.  M.  Darriall,  Union  City.  Pres. 

H.  W.  Calhoun,  Union  City.  Sec’y. 
Overton  County 

A B Qualls.  Livingston,  Pres, 
Myrtle  Lee  Smith,  Livingston.  Sec'y. 
Putnam  County 

■T.  T.  DeBerry.  Cookeville.  Pres. 
Thurman  Shipley,  Cookeville,  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec'y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 

William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma.  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 

Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  SeVierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
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Symposium  on  Peripheral  Vascular  Disease 

Intravascular  clotting  remains  as  a hazard  and  complication  especially 
after  surgical  procedures.  It  is  not  decreasing  in  frequency,  may  even 
be  increasing  in  incidence  as  more  older  and  debilitated  patients 
survive  the  bold  attacks  of  modern  surgery  aided  by  the  antibiotics. 

This  symposium  has  considered  the  incidence  and  etiology  of  intra- 
vascular clotting  and  the  complication  of  embolism.  The  medical  and 
surgical  management  of  peripheral  vascular  disease  has  been  presented 
from  several  viewpoints. 

CLASSIFICATION  AND  DIAGNOSTIC  TESTS  IN  PERIPHERAL  VASCULAR 


DISEASES* 

PHIL  B.  BLEECKER,  M.D.,  Memphis,  Tenn.f 

I.  Conditions  of  Vasomotor  Imbalance: 

1.  Raynaud’s  Syndrome  (vasospastic) 

A.  Primary  (idiopathic) 

B.  Secondary 

a.  Traumatic  (air  hammer  disease,  etc.) 

b.  Nero  vascular  (cervical  rib;  hyper- 
abduction syndrome,  etc.) 

c.  Secondary  to  organic  vascular  disease 
(thromboangiitis  obliterans,  etc.) 

2.  Erythermalgia  (vasodilator) 

3.  Acrocyanosis 

4.  Livedo-reticularis 

5.  Scleroderma  (?) 

II.  Organic  Obstructive  Diseases: 

1.  Arteriosclerosis  obliterans 

2.  Thromboangiitis  obliterans 

3.  Arterial  embolism  and  thrombosis 

4.  Polyarteritis  nodosa 

5.  Aneurysms 

6.  Arteritis 

7.  Arteriovenous  fistula 

III.  Miscellaneous: 

1.  Frost  bite— trench  foot 

2.  Hereditary  hemorrhagic  telangiectasia 

3.  Glomus  tumors 

4.  Ergotism 

5.  Cryoglobulinemia 

6.  Lymphedema  and  others 

IV.  Diseases  of  Veins: 

1.  Varicose  veins 

2.  Thrombophlebitis 

3.  Phlebothrombosis 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 

fFrom  the  Department  of  Medicine,  University 
of  Tennessee,  College  of  Medicine,  Memphis. 


Symptoms  and  Signs 

The  symptom  of  pain  is  one  of  the  most 
constant  features  of  most  types  of  peripheral 
vascular  disease.  Persistent  pain  is  usually 
seen  with  ulceration  and  gangrene  or  with 
sudden  arterial  occlusion  or  arteritis.  In- 
termittent pain  which  is  dependent  on  tem- 
perature changes  occurs  with  Raynaud’s 
Syndrome  (cold)  and  with  erythermalgia 
(heat).  Intermittent  pain  which  is  precipi- 
tated by  exercise  and  relieved  by  rest  is 
called  intermittent  claudication,  and  this 
may  be  a symptom  of  several  of  the  organic 
vascular  diseases.  If  the  pain  is  brought  on 
by  posture  it  may  indicate  lymphedema  or 
chronic  venous  insufficiency.  Numbness, 
tingling  or  burning  are  variants  of  the  pain 
sensation. 

The  patient  may  be  timed  with  a stop 
watch  and  made  to  walk  at  a rate  of  120 
steps  a minute  and  the  time  elapsing  be- 
tween the  beginning  of  the  test  and  the  be- 
ginning of  pain  is  known  as  the  claudication 
time  and  this  may  be  rechecked  from  time 
to  time  to  denote  progression  or  regression 
of  the  condition  as  well  as  in  the  evaluation 
of  therapeutic  agents. 

The  color  of  the  involved  extremity  is 
often  a helpful  clue  to  underlying  vascular 
disease.  The  blanched  numb  fingers  after 
exposure  to  cold  followed  by  erythema  upon 
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return  to  a warm  environment  established 
a likely  diagnosis  of  Raynaud’s  Syndrome. 
The  livid  red  hands  with  burning  pain  ag- 
gravated by  heat  is  almost  certainly  ery- 
thermalgia.  The  chronic  organic  disorders 
such  as  arteriosclerosis  obliterans  or  Buer- 
ger’s disease  will  usually  show  a bluish, 
dusky  discoloration  of  the  foot  when  it  is 
dependent.  Conversely,  when  the  foot  is 
elevated  above  the  level  of  the  heart  in  a 
recumbent  position  and  the  foot  extended 
and  flexed  rapidly,  the  sole  of  the  foot,  and 
sometimes  the  entire  foot,  will  show  a 
marked  pallor  that  does  not  occur  in  a foot 
with  good  circulation.  This  is  an  important 
simple  test  of  vascular  insufficiency. 

The  texture  oj  the  skin  of  the  extremities 
may  be  of  diagnostic  help  since  the  skin 
may  be  atrophic,  slick  and  shiny  as  in  scle- 
roderma, or  there  may  be  lack  of  sweating 
or  increased  local  sweating  and  lack  of  hair 
growth.  The  brown  discoloration  about  the 
ankles  may  be  indicative  of  varicose  veins 
of  the  extremity  with  venous  insufficiency. 
The  nails  deserve  careful  attention  since 
thickening  or  other  impairment  of  nail 
growth  may  be  suggestive  of  arterial  insuf- 
ficiency. The  temperature  of  the  skin  can  be 
roughly  gauged  by  the  examiner’s  finger  or 
palm,  comparing  it  to  the  opposite  extremity 
or  to  the  physician’s  own  extremity.  The 
serious  organic  disorders  such  as  arterio- 
sclerosis obliterans  and  thromboangiitis  ob- 
literans will  reveal  a cold  extremity;  the 
extremity  in  erythermalgia  is  very  warm. 
Skin  thermometers  and  thermocouples  sup- 
ply exact  temperatures  but  are  unnecessary 
for  general  use. 

The  pulsation  in  the  peripheral  arteries  is 
to  be  carefully  studied.  A little  practice 
will  enable  the  examiner  to  gain  proficiency 
in  feeling  the  femoral,  popliteal,  posterior 
tibial  and  dorsalis  pedis  arteries.  The  level 
of  disturbed  pulsation  enables  the  physician 
to  localize  the  area  of  arterial  obstruction. 
All  the  extremities  should  be  observed  for 
evidence  of  atrophy,  swelling  or  differences 
in  length.  It  is  important  that  a complete 


general  physical  examination  be  done  in  ad- 
dition to  the  study  of  the  vascular  system 
since  the  primary  cause  of  the  disease  or 
disorder  may  be  revealed  in  this  manner. 

Diagnostic  Aids 

Oscillometry:  The  use  of  the  oscillometer 
is  not  essential  to  the  diagnosis  of  most  vas- 
cular conditions  but  it  is  helpful  to  numeri- 
cally confirm  the  tactile  impression  of  the 
pulsating  vessel  and  to  give  readings  for  use 
in  future  comparison.  It  is  important  to 
realize  that  the  oscillometer  is  only  an  ad- 
junctive diagnostic  aid  and  its  limitations 
must  be  appreciated. 

Arteriography  and  venography:  Simple 
soft  tissue  technic  radiographs  may  show 
arterial  calcifications.  More  precise  infor- 
mation may  be  obtained  by  injecting  radio- 
paque materials  into  the  arteries  or  veins 
and  studying  the  major  vessels  and  the  col- 
lateral circulation.  This  is  especially  help- 
ful in  diagnosing  aneurysms,  arteriovenous 
anastomosis,  and  venous  thrombosis,  and 
presence  and  general  configuration  of  vas- 
cular tumors.  Numerous  other  adjunctive 
tests  such  as  the  histamine  flare  test,  intra- 
dermal  saline  test  and  others  have  not  been 
found  to  be  specific  and  definitive  enough  to 
warrant  routine  usage.  Other  more  com- 
plex and  exacting  studies  such  as  fluorescein 
circulation  time,  capillary  microscopy  and 
the  use  of  radio-active  materials  are  infor- 
mative for  the  investigator  but  not  yet  prac- 
tical for  the  practicing  physician. 

Summary 

The  diagnosis  of  peripheral  arterial  dis- 
eases is  not  too  difficult  if  a careful  history 
is  obtained  with  emphasis  on  the  effect  of 
position,  exercise  and  temperature  changes 
on  the  extremity  pain.  The  physical  exam- 
ination should  be  thorough  and  complete 
and  the  simple  diagnostic  principles  of  in- 
spection, palpation  and  auscultation  applied 
to  the  extremities.  Nearly  always  a diag- 
nosis may  be  made  without  elaborate  equip- 
ment and  the  more  highly  technical  proced- 
ures are  available  for  the  more  cryptic  cases. 
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MEDICAL  MANAGEMENT  OF  PERIPHERAL  VASCULAR  DISEASE* 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  and  MORS!  KOCHTITZKY,  M.D. 


One  of  the  greatest  challenges  in  the  field 
of  internal  medicine  is  the  proper  manage- 
ment of  diseases  involving  the  peripheral 
circulation.  Interest  in  this  group  of  dis- 
eases has  been  stimulated  not  only  by  the 
magnitude  of  the  problem,  since  the  ex- 
tremities constitute  35  per  cent  of  the  total 
body  mass  and  65  per  cent  of  the  total  body 
surface,  but  also  by  the  present  emphasis  on 
the  pathogenesis  of  arteriosclerosis  and  on 
changes  induced  by  psychosomatic  disor- 
ders. In  addition,  improvement  in  methods 
and  techniques  by  our  surgical  confreres 
has  increased  our  ability  to  successfully 
manage  these  patients. 

As  recently  as  1948,  in  a discussion  of 
peripheral  vascular  disease,  it  was  stated:’ 
“This  stepchild  of  medicine  remains  largely 
a subject  for  clinical  observation,  statistical 
analysis,  and  shotgun  therapy.  Emphasis 
has  been  placed  on  empiricism,  dogmatism 
and  treatment  so  that  the  literature  is  vol- 
uminous, conflicting,  and  unreliable.”  It  is 
our  purpose  to  present  in  this  paper  a ra- 
tional medical  regime  for  the  management 
of  peripheral  vascular  diseases. 

Diet 

The  use  of  low  caloric  diets  with  a view 
toward  maintaining  normal  body  weight  is 
of  cardinal  import  in  the  management  of 
patients  with  peripheral  vascular  disease. 
Obesity  throws  an  additional  load  on  ex- 
tremities whose  circulation  is  already  im- 
paired by  chronic  arterial  or  chronic  venous 
insufficiency.  In  addition,  control  of  the 
metabolic  dysfunction  in  diabetes  mellitus 
is  mandatory  if  the  vascular  disease  in  these 
patients  is  to  be  treated  successfully. 

The  use  of  low  cholesterol  diets  and  var- 
ious lipotropic  compounds  are  two  types  of 
therapy  that  have  been  advocated  recently 
in  arteriosclerosis.  Although  under  certain 
circumstances  dietary  restriction  of  fat  and 
cholesterol  will  depress  the  levels  of  serum 
cholesterol,  it  has  never  been  established 
that  this  depression  will  affect  arterioscle- 


*Read before  the  Tennessee  State  Medical  Asso- 
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rosis  in  man.  If  such  is  the  case,  a patient 
who  accepts  this  form  of  management  has 
to  make  the  decision  that  he  is  going  to  eat 
to  live  rather  than  live  to  eat.  Recently  it 
has  been  shown  that  an  adequate  protein 
component  to  the  diet  helps  to  maintain  the 
blood  cholesterol  at  lower  levels. 

Whenever  it  appears  that  our  diets  may 
produce  disease  we  always  want  to  take 
something  which  will  allow  us  to  continue 
eating  what  we  want  and  not  get  into  trou- 
ble. This  explains  the  enthusiasm  for  cho- 
line, methionine,  betaine,  and  inositol.  De- 
spite individual  positive  reports,  there  is  no 
general  agreement  that  these  agents  have 
any  specific  influence  upon  arteriosclerosis 
or  serum  cholesterol  in  man. 

Tobacco 

Clinical  experience  indicates  that  patients 
who  have  chronic  occlusive  arterial  disease 
of  the  extremities  such  as  thromboangiitis 
obliterans  and  arteriosclerosis  obliterans  do 
not  get  along  well  if  they  use  tobacco  in  any 
form.  The  results  of  many  experiments 
have  shown  that  the  use  of  tobacco  produces 
profound  results  on  the  peripheral  circula- 
tion.- Smoking  causes  a decreased  volume 
of  blood  flow  in  the  extremities  and  a de- 
crease in  the  temperature  of  the  skin  of  the 
digits  due  to  vasoconstriction  of  the  vessels. 
Slowing  and  stasis  of  capillary  circulation 
may  also  result.  There  is  some  evidence 
that  deep  inhalation  as  in  the  act  of  smoking 
may  produce  vasoconstriction  in  the  periph- 
eral circulation.  These  influences  from 
smoking  persist  for  about  15  minutes.  This 
physiologic  evidence  plus  clinical  experi- 
ence would  suggest  that  there  is  no  alter- 
native for  the  patient  with  occlusive  arterial 
disease.  He  must  not  smoke. 

Foot  Care 

Impoverishment  of  the  circulation  of  the 
lower  extremities  is  characteristic  of  many 
of  the  peripheral  vascular  diseases.  In  no 
field  of  medicine  can  it  be  stated  more  ap- 
propriately— “An  ounce  of  prevention  is 
worth  a pound  of  cure.”  The  proper  care 
of  feet  and  legs,  especially  in  the  arterio- 
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sclerotic,  is  worth  more  than  all  the  drugs, 
machines  and  operations  available  now  or 
in  the  foreseeable  future.  The  following 
rules  covering  foot  hygiene,  avoiding  injury, 
calluses  and  corns,  and  epidermohyptosis 
have  been  set  forth  by  Duncan:i  and  we  feel 
that  close  adherence  to  them  is  most  impor- 
tant for  all  patients  with  vascular  disease 
of  the  lower  extremities. 

A.  FOOT  HYGIENE 

(1)  Take  a warm  (never  hot)  foot  bath  each 
evening  and  dry  feet  carefully. 

(2)  Anoint  the  feet  with  toilet  lanolin  after  bath- 
ing, once  to  three  times  weekly,  to  keep  the 
skin  soft. 

(3)  Cut  the  toenails  straight  across. 

(4)  Once  weekly  the  feet  should  be  powdered 
with  talcum  or  fungicidal  foot  powder. 

B.  AVOID  INJURY  TO  THE  TOES  AND  FEET 

(1)  Exercise  care  in  cutting  nails. 

(2)  Wear  comfortably  fitting  shoes  made  of  soft 
leather. 

(3)  Never  place  the  foot  on  the  floor  except  in 
a shoe  or  slipper. 

(4)  Use  care  in  the  treatment  for  corns  and 
calluses. 

(5)  Never  apply  hot  water  bottles,  heating  pads 
or  other  external  heating  appliances  to  the 
foot. 

(6)  Avoid  irritating  medications  to  feet,  espe- 
cially iodine,  phenol  and  proprietary  prepa- 
rations for  corns  and  calluses. 

(7)  Prevent  and  correct  epidermophytosis. 

(8)  Avoid  hose  with  raised  seams. 

(9)  Break  in  new  shoes  very  gradually,  one 
hour  daily  at  first. 

C.  CALLUSES  AND  CORNS 

(1)  Calluses  are  corrected  by  soaking  feet  each 
evening  in  warm,  not  hot,  soapy  water  for 
20  minutes  and  then  rubbing  surface  tissues 
off  with  gauze. 

(2)  Calluses  are  prevented  by  corrective  sup- 
ports, foot  exercises,  and  properly  fitting 
footwear. 

(3)  Corns  are  corrected  by  properly  fitting  foot- 
wear, paring  of  cornified  layer  by  chiropo- 
dist or  other  trained  person,  and  separation 
of  toes  with  lamb’s  wool. 

D.  TREATMENT  OF  EPIDERMOPHYTOSIS 

(1)  Mild — treated  with  fungicidal  foot  powder. 

(2)  Fissures — treated  with  fungicidal  ointment. 

(3)  Severe — treated  with  potassium  permanga- 
nate sol.  or  one-half  strength  Whitfield’s 
Ointment. 

Physical  Medicine 

Peripheral  vascular  disease  implies  an  im- 
balance between  the  metabolic  needs  of  the 
tissue  and  its  blood  supply.  Physical  medi- 
cine offers  several  methods  designed  to  cor- 
rect this  imbalance. 


Heat  may  be  used  either  directly  or  indi- 
rectly. The  direct  application  of  heat  by 
any  means  including  thermo-regulated  foot 
cradles  is  potentially  dangerous.  If  the  in- 
crease in  blood  supply  by  vasodilatation  is 
not  greater  than  the  increase  in  metabolic 
activity  brought  about  by  heat,  tissue  death 
is  inevitable.  The  most  frequent  cause  of 
gangrene  is  the  injudicious  use  of  heat.  On 
the  other  hand,  reflex  heat  or  maintaining 
the  environmental  temperature  at  80-85°  F. 
is  worthy  of  use.  Advising  a patient  to 
place  his  hands  and  arms  in  hot  water  to 
warm  his  feet  is  sound  advice.  Here  reflex 
vasodilatation  is  achieved  without  increas- 
ing metabolic  activity. 

The  mechanical  alteration  of  blood  flow 
by  exercise  beds,  venous  compression,  and 
massage  is  another  method  used  in  physical 
medicine.  Probably  the  chief  value  of  Buer- 
ger’s exercises  is  to  encourage  the  patient  to 
cai’e  for  his  feet.  Exercise  such  as  walking 
up  to  tolerance  is  effective  in  increasing 
blood  supply  to  the  muscles.  Passive  vas- 
cular exercises  and  intermittent  venous 
compression  are  not  used  often  at  the  pres- 
ent time.  The  oscillating  bed  used  inter- 
mittently or  continuously  is  a most  satis- 
factory form  of  mechanical  therapy. 

Psychosomatic  Approach 

It  is  hardly  necessary  to  point  out  that 
peripheral  vascular  changes  occur  in  rela- 
tion to  emotion.  We  continually  see  evi- 
dence of  this  in  the  blush  of  embarrassment, 
flush  of  anger,  and  blanching  of  fear.  Wolff 
and  Wolff  in  reporting  on  their  subject  with 
a permanent  gastric  fistula  reflected  parallel 
simultaneous  changes  in  his  face  and  gastric 
mucosa. 

Mittleman  and  Wolff5  under  carefully  con- 
trolled conditions  with  both  experimental 
and  psychotherapeutic  approaches  demon- 
strated an  immediate  drop  in  skin  tempera- 
ture, reaching  a maximum  of  13°  C.  when- 
ever their  subjects  were  placed  in  a dis- 
tressing situation.  They  found  no  differ- 
ences in  the  skin  reaction  of  patients  with 
Raynaud’s  disease  and  other  subjects  except 
that  Raynaud’s  patients  showed  pain  and 
ulceration  in  the  presence  of  lowei'ed  tem- 
perature in  addition  to  blanching.  They 
found  that  severe  symptoms  were  produced 
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neither  with  emotion  alone  nor  lowered 
temperature  alone  but  only  with  a combi- 
nation of  the  two.  This  has  important  im- 
plications in  the  successful  management  of 
these  cases.  Psychotherapy  especially  if 
begun  early,  helps  these  patients  who  often 
give  a history  of  early  rejection  by  the 
family  with  resulting  insecurity  especially 
at  times  of  crises.  It  should  be  remembered 
that  sympathectomy  in  these  patients  does 
not  turn  off  the  emotional  factor  but  rather 
shunts  it  off  to  a different  channel.  This  is 
well  illustrated  by  the  patient  with  Ray- 
naud’s who  had  a sympathectomy  and  sub- 
sequently developed  a duodenal  ulcer. 

Mann0  has  demonstrated  experimentally 
in  dogs  that  the  area  of  the  lumen  of  an 
artery  may  be  reduced  as  much  as  90  per 
cent  before  a 50  per  cent  reduction  in  blood 
flow  occurs.  After  the  constriction  is  suffi- 
cient to  cause  appreciable  change  in  blood 
flow,  additional  constriction  has  a most 
marked  effect.  Since  most  diseases  included 
in  the  group  of  peripheral  vascular  diseases 
are  thought  to  be  associated  with  vasospasm 
to  a greater  or  lesser  degree,  any  small  effect 
in  relieving  spasm  may  mean  the  difference 
between  life  and  death  of  the  extremity. 

The  therapy  of  vasospasm  is  rational  and 
usually  highly  effective.  Dilatation  of  the 
blood  vessels  of  the  arm  or  leg  may  be  ef- 
fected by  inhibition  of  the  vasoconstrictor 
activity  of  the  sympathetic  nerves.  The 
vasoconstrictor  fibers  leave  the  spinal  cord 
with  the  anterior  roots.  From  each  of  the 
anterior  roots  a white  ramus  communicans 
passes  to  the  corresponding  sympathetic 
ganglion.  A gray  ramus  is  the  post-gan- 
glionic connection  to  the  spinal  nerve,  ad- 
jacent blood  vessels,  or  sympathetic  trunk. 

Sympathetic  activity  may  be  paralyzed  in 
one  of  three  different  locations.  Spinal  an- 
aesthesia or  infiltration  of  novocaine  into  the 
extradural  space  will  prevent  the  conduc- 
tion of  vasoconstrictor  impulses  over  the 
anterior  roots. 

The  vasoconstrictor  impulses  may  also  be 
prevented  from  passing  to  the  effector  organ 
by  block  of  the  sympathetic  ganglia.  All 
impulses  passing  to  the  upper  extremity 
may  be  blocked  by  novocaine  infiltration  of 
the  stellate  ganglion.  Impulses  to  the  lower 
extremity  pass  through  the  third  lumber 


ganglion  and  novocaine  block  of  this  pre- 
vents vasoconstrictor  impulses  from  acting 
on  the  vessels  of  the  leg. 

Distal  to  the  sympathetic  trunk  the  vaso- 
motor nerves  are  too  scattered  to  allow  as 
complete  inhibition  of  vasoconstriction  al- 
though vasodilatation  will  follow  section  or 
novocaine  infiltration  of  the  major  periph- 
eral nerves.  For  the  production  of  vaso- 
dilatation in  the  hand  the  median  and  ulnar 
nerves  are  most  commonly  selected,  while 
the  posterior  tibial  nerve  is  most  readily 
blocked  to  cause  vasodilatation  in  the  foot. 

Of  the  three  sites  where  vasoconstrictor 
nerve  fibers  to  the  extremities  may  be 
blocked — the  anterior  roots,  the  sympathetic 
trunk  and  the  peripheral  nerves — the  sym- 
pathetic trunk  lends  itself  best  to  novocaine 
block,  alcohol  block  or  surgical  approach. 

Novocaine  sympathetic  blocks  may  be 
either  diagnostic  or  therapeutic  procedures. 
If,  following  block  in  any  type  of  peripheral 
vascular  disease,  there  is  a skin  temperature 
rise  of  3°  C.  or  more  in  a digit  of  the  in- 
volved extremity  good  results  can  be  ex- 
pected with  any  procedure  blocking  the  vas- 
oconstrictor impulses.  If  there  is  partial  or 
complete  relief  of  symptoms  with  a rise  in 
skin  temperature  of  less  than  3°  C.,  repeated 
blocks  are  to  be  preferred  to  sympathec- 
tomy. 

More  recently  the  development  of  drugs 
capable  of  inhibiting  sympathetic  impulses 
has  given  new  impetus  to  our  studies  of 
peripheral  vascular  disease.  To  better  un- 
derstand their  mode  of  action  it  is  wise  to 
review  chemical  mediation  of  the  nerve  im- 
pulse. Both  parasympathetic  and  sympa- 
thetic pre-ganglionic  fibers  release  acetyl- 
choline and  therefore  are  cholinergic  fibers. 
The  sympathetic  post-ganglionic  fibers  re- 
lease sympathin,  chemically  similar  to  epin- 
ephrine, and  are  adrenergic  nerves,  whereas 
parasympathetic  post-ganglionic  fibers  are 
cholinergic,  releasing  acetylcholine.  The 
various  drugs  act  in  this  system  as  blocking 
agents. 

These  blocking  agents  have  certain  disad- 
vantages which  make  them  relatively  im- 
practical for  long  term  therapy  in  periph- 
eral vascular  disease.  First,  despite  some 
reports  to  the  contrary,  they  are  rapidly 
excreted  and  therefore  have  a relatively 
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short  duration  of  action.  Secondly,  the  un- 
desirable side  effects  such  as  postural  hypo- 
tension, constipation,  impaired  micturition, 
and  visual  disturbances  are  difficult  to  con- 
trol while  still  achieving  therapeutic  re- 
sults. Thirdly,  selective  vasodilatation  can- 
not be  obtained.  This  may  be  important  in 
occlusive  disease  of  an  extremity  where 
generalized  vasodilatation  may  result  in  ac- 
tual decrease  of  blood  to  the  diseased  area. 

Tetraethylammonium  chloride  or  bromide 
acts  on  the  ganglion  and  may  be  given  either 
intramuscularly  or  intravenously.  Since  too 
rapid  injection  may  produce  hypotension, 
epinephrine  should  be  available  for  imme- 
diate use. 

Hexamethonium  (C-6)  apparently  acts  at 
the  ganglion,  is  extremely  potent,  and  must 
be  used  with  extreme  caution.  The  recom- 
mended dose  is  given  intravenously,  intra- 
muscularly, or  subcutaneously. 

Dibenamine  acts  both  bv  blocking  the 
post-ganglionic  sympathetic  pathway  and 
by  neutralizing  epinephrine  in  the  blood 
stream.  It  is  best  given  by  intravenous  drip. 

Priscoline  acts  by  blocking  adrenergic 
fibers,  like  dibenamine.  The  usual  dose  is 
given  orally,  intramuscularly,  or  intraven- 
ously. 

Hydrogenated  ergot  alkaloids  act  centrally 
by  lowering  tone  of  the  vascular  system  and 
peripherally  by  adrenergic  blockade. 

A new  method  of  therapy7  which  has  not 
as  yet  been  widely  used  but  which  offers  a 
method  of  opening  collateral  channels  in  a 
diseased  extremity  is  the  intra-arterial  ad- 


ministration of  1 mg.  of  histamine  base  in 
500  cc.  of  normal  saline.  The  effect  of  the 
injection  is  localized  by  regulating  the  speed 
of  administration  and  the  material  is  bound 
and  utilized  in  the  tissues  of  the  limb.  This 
method  has  been  used  successfully  in  pa- 
tients with  intermittent  claudication  and  in 
patients  with  nocturnal  cramps.  One  of  the 
objections  to  vasodilator  drugs  in  treatment 
of  obliterative  arterial  disease  has  been  the 
possibility  that  the  normal  vessels  may  be 
more  reactive  than  the  diseased  vessels, 
therefore,  circulation  to  the  diseased  part 
may  be  diminished.  The  procedure  of  intra- 
arterial injection  may  overcome  this  diffi- 
culty. 
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THE  TREATMENT  OF  PHLEBOTHROMBOSIS  AND  THROMBOPHLEBITIS* 


JOHN  E.  KESTERSON,  M.D.,  Knoxville,  Tenn. 

Any  discussion  of  the  treatment  of  abnor- 
mal clotting  within  the  vascular  tree  must 
of  necessity  entail  a preliminary  discussion 
of  the  normal  process  of  blood  coagulation. 
We  all  recall  the  very  simple  diagram  we 
learned  in  Howell’s  textbook  on  physiology, 
stating  that  prothrombin  forms  thrombin  in 
the  presence  of  calcium  and  thromboplastin, 
and  that  fibrinogen  in  the  presence  of  throm- 
bin forms  fibrin.  We  now  realize  that  this 


‘Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


very  simple  basic  reaction  is  tremendously 
more  complicated  by  virtue  of  the  interplay 
of  numerous  enzymes  and  enzyme  systems 
with  their  co-factors.  Figure  1 is  a fair 
representation  of  our  present  understanding 
of  the  coagulation  of  blood.  Thus  it  involves 
a thromboplastin  precursor  which  forms 
thromboplastin  by  virtue  of  an  enzyme 
found  in  the  platelets.  It  is  furthermore 
thought  that  this  platelet  enzyme  may  be  or 
is  very  similar  to  trypsin.  With  respect  to 
the  second  portion  of  the  reaction  we  now 
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know  that  there  is  both  a prothrombin  A 
and  B which  forms  thrombin  in  the  presence 
of  ionized  calcium  and  thromboplastin.  It 
is  in  this  phase  of  the  reaction  that  the  tre- 
mendously interesting  work  of  Owren  has 
been  introduced  to  show  that  a fifth  factor 
is  also  involved  in  this  reaction  which  he 
called  the  factor  V or  accelerator  globulin. 
Furthermore,  we  now  recognize  that  there 
is  a circulating  antithrombin  in  the  blood 
and  it  has  been  fairly  decisively  proven  that 
this  is  not  heparin.  In  addition,  Ochsner 
and  associates1  feel  that  the  antithrombin 
may  be  similar  to  an  alpha  tocopherol.  The 
remaining  portion  of  the  reaction  is  quite 
the  way  we  learned  it,  except  for  the  fact 
that  the  Russians  have  shown  that  the  fibrin 
clot  which  is  formed  undergoes  lysis  in  the 
presence  of  an  enzyme  known  also  as  plas- 
min or  fibrinolysin. 

The  problem  of  the  coagulation  of  blood  is 
a fascinating  one  and  is  poorly  understood. 
From  a surgical  point  of  view  it  would  seem 
that  the  blood  has  an  unusual  faculty  in  do- 
ing just  the  opposite  or  what  one  wants  it 
to  do.  If  one  wants  it  to  clot,  it  frequently 
will  not;  if  one  does  not  want  it  to  clot,  it 
frequently  does. 

Seriously  speaking,  the  problem  of  un- 
wanted intravascular  thrombosis,  unfortu- 
nately, is  ever  with  us  and  is  a recognized 
cause  of  frequent  hospital  mortality  and 
morbidity.  We  all  know  well  the  numerous 
factors  predisposing  to  intravascular  clot- 
ting. We  have  listed  these  as  trauma  (espe- 
cially after  operation),  dehydration,  infec- 


tion, bed  rest,  neoplasms,  age,  heart  disease 
and  heart  failure,  obesity,  and  others  such  as 
anemia,  abdominal  distention,  the  use  of  to- 
bacco and  chilling.  These  factors  are  so  well 
known  that  they  require  no  particular  em- 
phasis, yet  we  all  realize  that  freqently 
thrombosis  occurs  in  a patient  in  whom  none 
of  these  factors  can  be  implicated.  For  ex- 
ample, bed  rest  has  been  frequently  men- 
tioned as  a predisposing  factor  to  thrombosis 
and  yet  the  spontaneous  thrombosis  occur- 
ring in  ambulatory  patients  has  been  wit- 
nessed by  all  of  us.  Nevertheless,  with 
respect  to  the  prophylaxis  of  intravascular 
clotting,  it  should  be  mentioned  that  metic- 
idous  attention  to  all  of  these  factors  in  the 
preoperative  and  postoperative  care  of  the 
surgical  patient,  and  even  perhaps  more 
especially  in  the  medical  patient,  will  yield 
results  in  a lessened  incidence  of  intravas- 
cular clotting  in  many  patients. 

Ochsner  has  repeatedly  stated  his  convic- 
tion that  a differentiation  should  be  made 
between  thrombophlebitis  and  phlebothrom- 
bosis.  Ochsner  as  well  as  Loewe2  have  em- 
phasized that  the  basic  clot  is  composed 
essentially  of  platelets  and  leukocytes  and 
represents  the  so-called  white-head  on  which 
is  superimposed  a collection  of  red  cells  to 
form  a friable  red  tail.  As  the  clot  grows, 
the  soft  red  tail  usually  waves  freely  in  the 
vascular  current.  If  this  thrombus  does  not 
become  detached  organization  takes  place 
with  the  fibroplastic  proliferation  and  a firm 
adherence  to  the  vessel  wall  which  is  ulti- 
mately followed  by  recanalization.  If,  how- 
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ever,  the  soft  clot  breaks  off  it  is  carried 
immediately  into  the  swiftly  moving  blood 
stream  and  becomes  an  embolus, — usually 
producing  a pulmonary  infarction.  If  the 
clot  obstructs  the  vessel  and  becomes  firmly 
adherent  to  the  wall  of  the  vessel,  the  recog- 
nized picture  of  phlegmasia  alba  dolens  oc- 
curs. The  diagnosis  of  thrombophlebitis  is 
not  a difficult  one  and  the  condition  is  famil- 
iar to  all.  The  diagnosis  of  phlebothrombo- 
sis  is  frequently  a most  difficult  one  and 
eri’ors  are  made  both  in  diagnosing  a disease 
not  present  and  in  completely  missing  a 
disease  which  exists  and  is  made  manifest 
for  the  first  time  by  a massive  pulmonary 
embolus.  It  should  be  borne  in  mind  that 
since  the  clot  in  thrombophlebitis  is  more 
firmly  attached  to  the  vein  wall  embolism 
is  rare.  Embolism  is  not  unknown,  however, 
in  thrombophlebitis  and  disabling  edema 
following  this  condition  is  sometimes  a most 
taxing  therapeutic  problem. 

The  treatment  of  thrombophlebitis  con- 
sists of  the  treatment  of  the  local  infection, 
especially  fungus  infection;  hot  packs  and 
elevation  are  usually  indicated  as  they  make 
the  patient  more  comfortable.  Following 
the  demonstration  by  Ochsner  and  DeBakey3 
that  vasospasm  is  the  factor  producing  the 
pain  in  venous  thrombosis,  lumbar  sympa- 
thetic blocks  have  been  widely  used  in  the 
treatment  of  this  condition.  In  many  in- 
stances these  will  give  a marked  relief  from 
the  pain,  with  a dramatic  subsidence  of  the 
edema  present.  It  may  be  fitting  here  to 
comment  on  Ochsner’s  contention  that  in- 
stances of  thrombo-em holism  are  increasing. 
He  further  believes  that  the  increase  in 
thrombo-embolism  is  due  due  to  the  in- 
creased routine  use  of  antibiotics.  He  quotes 
Moldavsky  et  al.  as  having  shown  that  peni- 
cillin causes  an  increased  coagulability  of 
the  blood.  An  independent  study  by  Rodes, 
Weidner,  and  McCleery4  has  pointed  to  the 
fact  that  a small  percentage  of  patients  who 
are  given  test  doses  of  penicillin  exhibit  a 
coagulation  time  in  a silicone-tube  of  45 
minutes  or  below,  which  is  definitely  short. 
Ochsner  states  that  Macht  and  Farkas  have 
shown  that  aureomycin  causes  a definite 
shortening  of  the  blood  coagulation  time. 
This  work,  however,  is  opposed  by  the  ex- 
perimental findings  of  Bolkart,  Weiner,  and 


Lewis.5  It  is  therefore  obvious  that  this 
question  is  still  debatable.  The  increased 
incidence  of  thrombosis  in  New  Orleans  may 
well  reflect  an  increasing  awareness  of  the 
disease. 

With  respect  to  the  treatment  for  phlebo- 
thrombosis,  three  schools  of  thought  exist. 
The  first  is  that  of  the  laissez-faire  school 
and  this  is  to  be  strongly  condemned. 
Whether  one  feels  that  anticoagulants  are 
indicated  or  that  ligation  is  indicated,  some- 
thing should  be  done  to  prevent  and  to  treat 
this  insidious  and  dangerous  disease. 

The  foremost  of  those  advocating  ligation 
are  Allen0  as  well  as  Linton  and  Donald- 
son7. Allen  advocates  ligation  in,  1)  the 
presence  of  chest  pain  with  no  obvious 
cause,  2)  in  obvious  venous  thrombosis,  and 
3)  in  the  so-called  positive  clinical  chart 
sign,  which  is  a rise  in  temperature,  pulse 
and  respiration  which  is  otherwise  unex- 
plained. This  author  and  associates  have 
now  had  experience  with  3,500  patients  in 
whom  they  have  tried  by  one  means  or  an- 
other to  prevent  fatal  embolism.  In  more 
than  1,500  cases  in  which  the  patient  had 
already  developed  thrombosis  of  the  leg 
veins,  many  of  whom  had  had  pulmonary 
emboli,  the  femoral  veins  were  interrupted 
with  thrombectomy.  In  this  group  there 
were  7 who  died  of  further  emboli,  but  Allen 
states  that  he  would  have  expected  80  or 
more  deaths.  In  another  group  for  more 
than  1,000  patients  who  had  fractures,  car- 
cinoma, etc.,  prophylactic  interruption  of 
the  femoral  veins  was  carried  out.  Five  of 
these  patients  died  of  a massive  pulmonary 
embolus,  but  Allen,  using  hospital  mortality 
statistics,  feels  that  more  than  40  patients 
would  have  been  expected  to  die.  Dicuma- 
rol  was  used  prophylactically  in  647  cases 
and  2 of  these  died  from  hemorrhage,  but 
none  died  from  pulmonary  embolism.  Ho- 
mans8 believes  that  ligation  of  the  femoral 
veins  should  be  carried  out  in  the  presence 
of  thrombo-embolic  disease,  but  he  does  not 
believe  in  prophylactic  ligation. 

The  usual  site  for  ligation  of  the  femoral 
vein  in  the  presence  of  thrombosis  of  the 
deep  calf  veins  is  the  superficial  femoral 
vein.  A bilateral  ligation  should  be  carried 
out  and  a concomitant  thrombectomy  should 
be  performed.  It  is  obvious  that  if  the  pro- 
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funda  femoris  is  involved,  a common  fem- 
oral ligation  must  be  done.  Linton  has  been 
the  foremost  protagonist  of  ligation  of  the 
common  femoral  vein.  Homans  has  advo- 
cated ligation  of  the  common  iliac  and  in- 
ferior vena  cava  because  of  the  persistent 
and  troublesome  edema  following  ligation 
of  the  common  femoral  vein.  Veal9  has  also 
strongly  recommended  the  more  frequent 
use  of  ligation  of  the  vena  cava.  With  re- 
spect to  prophylactic  ligation,  Allen®  feels 
that  it  is  definitely  indicated,  and  Elkin10 
has  stated  that  this  procedure  is  indicated 
in  elderly  debilitated  patients  who  must  be 
confined  to  bed  and  in  patients  who  have 
amputations,  hip  fractures,  or  prostatic  sur- 
gery. On  the  other  hand,  prophylactic  liga- 
tion is  strongly  opposed  by  Crutcher  and 
Daniel11  who  point  out  that  in  23  of  25  cases 
of  fatal  embolism  reviewed  at  Vanderbilt 
University  Hospital,  the  thrombi  were  found 
in  the  veins  of  the  pelvis  and  upper  abdo- 
men and  that  prophylactic  femoral  vein 
ligation  could  not  possibly  have  been  of  aid. 
This  opinion  is  strongly  supported  by  Van- 
derveer.12  To  carry  the  point  further,  Cum- 
mine  and  Lyons13  feel  that  most  pulmonary 
emboli  do  not  arise  in  any  of  the  peripheral 
veins,  but  originate  primarily  in  the  vessels 
at  the  lung  bases,  that  is  the  pulmonary 
arteries. 

With  respect  to  the  anticoagulants,  we  will 
deal  with  them  very  briefly.  Dicumarol  acts 
primarily  by  blocking  prothrombin  forma- 
tion in  the  liver,  and  since  its  onset  of  action 
is  delayed  it  necessitates  treatment  during 
the  first  48  hours  with  heparin.  Heparin,  on 
the  other  hand,  acts  as  an  antithromboplas- 
tin, antiprothrombin  and  antithrombin.  A 
discussion  of  the  mode  of  administration  of 
heparin  excites  violent  outbursts  from  its 
various  proponents.  The  Swedish  School 
very  successfully  gives  intermittent  intra- 
venous doses;  Murray  uses  a continuous  in- 
travenous drip;  others  use  heparin  subcu- 
taneously. (Holden,  Duff,  and  Loewe) ; and 
the  most  popular  recent  innovation  is  the 
use  of  heparin  in  repository  form. 

Many  articles  demonstrating  the  efficiency 
of  the  use  of  dicumarol  have  been  written, 
especially  by  Barker14  of  the  Mayo  Clinic, 
and  such  men  as  Loewe2  and  Bauer15  have 


written  profusely  concerning  the  use  of  hep- 
arin as  an  anticoagulant. 

I personally  hold  no  brief  for  either  dicu- 
marol or  heparing  but  can  state  that  in  my 
hands  heparin  has  been  the  anticoagulant  of 
choice.  No  doubt  this  is  true  since  I have 
used  this  anticoagulant  more  frequently;  my 
friends  who  use  dicumarol  find  it  to  be  of 
equal  merit.  The  disadvantages  of  dicumo- 
rol  is  that  its  control  is  difficult  and  depends 
upon  a meticulously  performed  laboratory 
test.  Its  advantages  are  its  easy  method  of 
administration  and  its  very  low  cost.  The 
action  of  dicumarol  can  be  overcome  by 
transfusions  of  fresh  whole  blood  and  intra- 
venously administered  vitamin  K.  The  ad- 
vantages of  heparin  are  its  physiological 
action  and  rapidity  and  effectiveness  of  ac- 
tion when  administered  intravenously, — an 
effect  which  is  gone  within  a few  hours. 
The  disadvantages  of  heparin  are  its  ex- 
pense, its  control  by  means  of  the  Lee-White 
clotting  time,  which  is  quite  cheap  but  time 
consuming,  and  that  is  must  be  administered 
parenternally.  The  drug  can  fortunately  be 
counteracted  rapidly  by  means  of  protamine 
intravenously  tn  the  case  of  heparin  given 
intravenous  and  by  the  use  of  protamine, 
an  ice  bag  and  a tourniquet  in  the  case  of 
repository  heparin.  I have  had  on  experi- 
ence whatsoever  with  Tromexan. 

Anlyan,  Campbell,  Shingleton,  and  Gard- 
ner16 tried  to  solve  the  problem  of  thrombo- 
embolic disease  by  referring  each  case  to  a 
consultant  committee.  Fifty  patients  with 
thrombo-embolic  disease  were  seen  on  the 
surgical  and  gynecological  services  of  their 
hospial  in  a 12-month  period;  and  of  these 
patients,  43  were  treated  with  anticoagu- 
lants alone  and  7 were  subjected  primarily 
to  venous  ligation.  Of  the  7 ligated,  five 
subsequently  developed  pulmonary  emboli. 
Four  of  the  patients  had  a bilateral  ligation 
of  the  superficial  femoral  veins  and  three  of 
these  had  pulmonary  emboli  following  liga- 
tion,— one  of  the  emboli  being  fatal.  They 
furthermore  quote  the  work  of  Urb  and 
Schumann  who  studied  100  consecutive 
fractures  of  the  neck  of  the  femur  and  who 
ligated  alternate  cases  bilaterally.  There 
was  no  difference  in  the  incidence  of  pul- 
monary embolism  in  these  two  groups.  They 
feel  that  surgical  ligation  of  the  superficial 
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femoral  veins,  either  prophylactically  or 
therapeutically,  is  basically  unsound.  Kir- 
by17 has  pointed  out  that  the  final  answer 
in  this  problem  awaits  the  development  of 
tests  which  indicate  incipient  thrombosis,  so 
that  some  type  of  effective  therapy  can  be 
instituted.  Bauer17,  has  used  phlebograms  in 
order  to  aid  in  the  early  diagnosis  of  throm- 
bophlebitis, but  deTakats18  points  out  that 
diodrast  is  in  itself  an  irritating  agent  to  the 
vein  wall.  Many  tests  to  determine  or  ac- 
tually select  the  patients  who  are  going  to 
develop  phlebothrombosis  or  who  have  de- 
veloped phlebothrombosis  have  been  tried. 
These  include  the  employment  of  various 
heparin  tolerance  tests  as  advocated  by  Bar- 
ker11 and  deTakats;ls  also  the  Waugh-Rud- 
dick  test,  examinations  designed  to  disclose 
changes  in  the  blood  antithrombin  level 
(Kay’s  test),  changes  in  the  prothrombin 
time  as  advocated  by  Sandrock  and  Maho- 
ney, changes  in  blood  viscosity  (Shadid), 
the  demonstration  of  fibrinogen  B (Cum- 
mine  and  Lyons)  as  well  as  changes  in  the 
blood  coagulation,  (Loewe,  Kadish,  Margo- 
lies,  and  Barker).  After  the  publication  of 
any  one  of  these  articles,  a subsequent  arti- 
cle has  appeared  which  served  to  disprove 
the  contentions. 

It  is  therefore  apparent  that  there  is  no 
final  answer  to  this  tremendous  problem. 
Neither  the  therapeutic  nor  the  prophylactic 
treatment  of  phlebothrombosis  and  throm- 
bophlebitis has  been  settled  and  I feel  in  the 
final  analysis  one  must  approach  the  patient 
with  thrombo-embolic  disease  with  a plan 
of  treatment  characterized  by  individuali- 
zation and  eclecticism.  It  is  not  my  inten- 
tion to  deliberately  confuse,  but  one  cannot 
be  dogmatic  about  this  vital  but  controver- 
sial subject. 

* 
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THE  PROBLEM  OF  PULMONARY  EMBOLISM:  EVALUATION  OF  VENA  CAVAL 
LIGATION* 

DOUGLAS  H.  RIDDELL,  M.D.,  and  JAMES  A.  KIRTLEY,  JR.,  M.D.,  Nashville,  Tenn.ft 


Since  Homans  called  attention  to  the  clin- 
ical entity  of  pulmonary  embolism  in  1934, 14 
much  has  appeared  in  the  medical  litera- 
ture concerning  venous  thrombosis  and  its 
sequelae.  The  many  suggestions  for  preven- 
tion and  treatment  reflects  the  accomplish- 
ments thus  far.  There  has  been  little  change 
in  the  incidence  of  fatal  pulmonary  embol- 
ism during  the  past  twenty  years  in  several 
comparative  adequate  series.1,3'12  The  con- 
tinued mortality  has  occurred  despite  vigor- 
ous efforts  directed  at  prevention  such  as 
early  ambulation,  careful  examination  of  the 
lower  extremities  in  the  chronically  ill  and 
postoperative  patients,  prophylactic  antico- 
agulants, prophylactic  vein  ligation,  and 
various  laboratory  tests  aimed  at  foretelling 
incipient  thrombo-embolic  disease. 

After  thrombo-embolism  is  evident  the 
treatment  has  likewise  given  far  from  desir- 
able results.  Therapeutic  measures  such  as 
pulmonary  vasodilators,  elevation  of  the 
lower  extremities,  anticoagulants,  and  ve- 
nous ligation  have  all  been  employed  with 
conflicting  results.  When  we  are  confronted 
with  a disorder  in  which  from  40  to  80  per 
cent  of  the  fatal  cases  have  no  clinical  signs 
or  warning  of  thrombosis,  it  is  apparent  that 
prevention  must  be  foremost  in  our  minds. 

Incidence 

In  approximately  10  per  cent  of  all  necrop- 
sies some  evidence  of  thrombo-embolic  dis- 
ease is  found.4  More  occur  among  surgical 
patients,  but  when  corrected  for  hospital 
admissions  pulmonary  embolism  has  an  in- 
cidence of  2.96  per  thousand  among  surgical 
admission  and  2.88  per  thousand  among 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine  and  the  Surgical 
Service,  Thayer  Veterans  Administration  Hospital, 
Nashville,  Tenn. 

^Reviewed  in  the  Veterans  Administration  and 
published  with  the  approval  of  the  Chief  Medical 
Director.  The  statements  and  conclusions  pub- 
lished by  the  authors  are  the  result  of  their  own 
study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration. 


non-surgical  admissions.  According  to  Lillie 
and  Buxton  the  general  surgical  and  the  car- 
diac patients  are  the  ones  who  still  contrib- 
ute the  bulk  of  the  incidence.4 

Crutcher  and  Daniel  at  Vanderbilt  found 
that  in  55  autopsied  cases  of  fatal  pulmonary 
embolisms,  only  25  were  in  postoperative 
patients.11  Kirby  and  Fitts  have  stated  re- 
cently that  fatal  emboli  accounted  for  7.5 
per  cent  of  all  surgical  deaths.1  During  the 
period  from  1925  to  1945,  fatal  pulmonary 
embolus  occurred  at  the  rate  of  one  in  1,200 
operations.  After  intensive  preventive 

measures  were  instituted  in  1946,  the  period 
of  1946  to  1949  inclusive  resulted  in  the 
increased  rate  of  one  fatal  embolus  in  778 
operations.  Thrombo-embolic  disease  oc- 

curred during  the  latter  period  at  the  rate 
of  one  in  140  operations.1  Recently  Allen 
reported  on  2,929  patients  who  had  received 
specific  preventive  or  therapeutic  measures 
for  venous  thrombosis  at  Massachusetts 
General  Hospital,  but  despite  this  very  con- 
certed interest  there  had  been  no  change  in 
the  ratio  of  deaths  from  pulmonary  embo- 
lism during  the  past  decade.  Allen  states 
that  this  is  due  to  the  fact  that,  (a)  fewer 
patients  die  of  shock,  pneumonia,  and  infec- 
tion so  that  they  live  long  enough  to  develop 
phlebothrombosis  and,  (b)  the  increase  in 
the  proportion  of  aged  people  admitted  to 
hospitals  thereby  increases  thrombo-embolic 
incidence.3 

The  age  incidence  of  patients  having  pul- 
monary embolism  ranges  from  20  to  70  years 
but  is  rarely  seen  under  35  years  of  age.  The 
male  predominates  in  about  a 3 to  2 ratio  in 
spite  of  the  fact  that  thrombophlebitis  is 
more  prevalent  in  the  female.  Welch  and 
Faxon  found  that  one  patient  out  of  three 
with  phlebitis  suffered  pulmonary  infarc- 
tion at  some  stage  of  the  disease.9  At  the 
Mayo  Clinic  in  a study  of  1,665  cases  of  pul- 
monary embolism  it  was  concluded  that 
once  a non-fatal  embolism  has  occurred,  the 
chance  that  a fatal  embolism  will  follow  is 
about  one  in  five.  The  chance  that  a subse- 
quent embolism,  fatal  or  non-fatal,  will  oc- 
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cur,  is  about  three  in  ten.  Then  if  all  fatal 
embolism  which  is  preceded  by  clinically 
diagnosed  non-fatal  emboli  could  be  pre- 
vented by  therapeutic  efforts,  the  total  num- 
ber of  fatal  embolisms  would  be  reduced  by 
more  than  one-third.10 

Statistically,  then,  it  is  possible  for  the 
pathologist  to  show  that  just  as  many  deaths 
from  pulmonary  embolism  occur  now  as  ten 
years  ago,  but  equally  as  true  many  clini- 
cians can  demonstrate  that  hundreds  of  pa- 
tients are  living,  as  a result  of  their  efforts, 
who  would  have  certainly  died  from  em- 
bolism if  left  untreated. 

Etiology 

It  is  now  generally  felt  that  three  factors 
are  most  important  in  venous  thrombosis, 
i.e.,  (a)  slowing  of  the  venous  blood  stream, 
(b)  injury  to  the  intima  of  veins,  and  (c) 
changes  in  the  composition  of  the  blood.4 
Other  predisposing  factors  are  age,  obesity, 
the  weather  or  season  of  the  year,  opera- 
tions of  great  magnitude  and  duration,  car- 
diac disease  with  diminished  cardiac  output, 
venous  varicosities,  crushing  injuries,  retro- 
peritoneal tumors,  operation  on  major  ves- 
sels, arterial  embolism,  inactivity,  abdomi- 
nal binders,  advanced  malignancy,  excessive 
narcotics  and  anemia. 

Pathology 

In  thrombophlebitis  the  clot  is  firmly  at- 
tached to  the  vein  wall  and  is  not  as  likely 
to  become  detached  except  in  suppurative 
thrombophlebitis.  In  pure  thrombophlebitis 
fatalities  are  rare  but  disabling  sequelae  are 
common  if  adequate  measures  are  not  un- 
dertaken. It  is  thought  that  most  cases  of 
thrombophlebitis  have  a superimposed 
“bland  thrombus”  similar  to  that  found  in 
the  phlebothrombosis.  In  phlebothrombosis 
the  intravenous  clot  is  a coagulation  throm- 
bus resulting  from  two  factors,  one  predis- 
posing and  the  other  precipitating.  The 
predisposing  factor  is  increased  coagulabil- 
ity of  the  blood  resulting  from  high  levels 
of  thrombokinase  and  increased  adrenal  cor- 
tical stimulation.  The  precipitating  factor 
is  circulatory  stasis  which  accounts  for  the 
pelvis  and  lower  extremities  being  the  most 
frequent  site.12 

The  severe  symptoms  and  sometimes 


death  in  pulmonary  embolism  may  be  ex- 
plained at  least  in  part  from  the  following 
changes.  The  dislodged  clot  occludes  the 
main  pulmonary  artery  at  the  conus  or  one 
of  its  right  or  left  branches.  Asphyxia  then 
results  when  the  infarcted  area  becomes 
non-functional.  Failure  of  the  right  side  of 
the  heart  may  occur  in  the  face  of  a rapidly 
rising  pulmonary  arterial  pressure.  This 
leads  to  peripheral  circulatory  failure  due 
to  insufficient  venous  return  to  the  left 
atrium.  At  this  time  the  various  autonomic 
reflexes  that  may  be  caused  by  even  very 
small  emboli  are  set  off  resulting  in  vagal 
stimulation,  bronchconstriction,  increased 
bronchial  secretion,  inhibition  of  the  heart, 
depression  of  the  blood  pressure,  and  spasm 
of  smooth  muscle  sometimes  even  producing 
intestinal  colic.  In  non-fatal  emboli  the 
sequence  of  infarction,  pleurisy  with  effu- 
sion, lung  necrosis,  abscess,  and  later,  fibro- 
sis with  healing  is  common.  Small  emboli 
usually  cause  death  only  in  the  severely  ill 
or  debilitated  patient.7 

There  is  a wide  variation  in  the  relative 
incidence  of  the  origin  of  fatal  pulmonary 
emboli.  In  one  series  the  origin  was  found 
to  be  below  the  profunda  femoral  orifice  in 
51  per  cent  of  instances  and  above  this  ori- 
fice in  49  per  cent.11  More  recently  the  pel- 
vic veins  have  been  found  to  be  more  fre- 
quent offenders  than  previously.16 

Symptoms  and  Signs 

A discussion  of  the  symptoms  and  signs 
of  pulmonary  embolism  must  necessarily  be 
closely  related  to  those  of  venous  thrombo- 
sis. The  symptomatology  and  findings  may 
be  divided  into  (a)  those  confined  to  the 
lower  extremities,  (b)  those  resulting  from 
pelvic  thrombosis,  and  (c)  pulmonary  mani- 
festations. 

To  present  the  clinical  picture  of  throm- 
bophlebitis and  phlebothrombosis  is  not  the 
purpose  of  this  paper.  It  appears  appropri- 
ate, however,  to  mention  calf  pain  or  ten- 
derness, edema,  thigh  pain  or  tenderness, 
Homans’  sign,  changes  in  the  consistency  of 
the  calf  musculature,  and  tenderness  in  the 
femoral  triangle  as  the  most  likely  signifi- 
cant findings. 

In  pelvic  vein  thrombosis  some  investi- 
gators have  emphasized  edema  in  the  lower 
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extremity  extending  up  into  the  groin,  low- 
er abdominal  pain  or  tenderness,  and  hyper- 
thesia  and  paresthesia  along  the  distribution 
of  the  lumbar  nerves.5 

In  the  postoperative  patient  the  symptoms 
and  signs  of  pulmonary  embolism  may  occur 
at  any  time  from  the  first  day  until  several 
weeks  in  the  postoperative  period  but  the 
large  portion  occurs  between  the  fourth  and 
fourteenth  days  postoperatively.  Pulmona- 
ry manifestations  of  thrombo-embolic  dis- 
ease should  attract  our  interest  more  in  this 
discussion.  The  classical  picture  is  easily 
recognized  with  rather  sudden  onset  of  se- 
vere chest  pain,  frequently  after  a change 
in  position,  followed  by  dyspnea,  cyanosis, 
a feeling  of  impending  disaster,  and  occa- 
sionally syncope.  If  the  patient  survives  for 
a few  hours  there  is  about  a 50  per  cent 
chance  that  a hemoptysis,  consisting  of 
bright  red  blood  streaked  sputum,  will  oc- 
cur. As  the  acute  phase  subsides  there  are 
frequently  rales  and  a friction  rub  heard 
over  the  infarcted  lung  with  one  of  the  lower 
lobes  being  the  site  in  most  cases.  The  chest 
X-ray  is  of  help  only  if  an  infarct  is  seen. 
A normal  appearing  chest  film  may  mean 
nothing  at  all.  Pulmonary  embolism  in  a 
varying  number  of  cases  cannot  be  verified 
roentgenologically.  Occasionally  findings  do 
not  appear  until  two  to  five  days  after  em- 
bolism. The  findings  on  the  chest  X-ray  of 
so-called  obstructive  atelectasis,  pleural  effu- 
sion, or  bronchopneumonia  resistant  to  anti- 
biotics should  make  one  suspicious  of  a pul- 
monary infarct  in  spite  of  the  absence  of  leg 
or  pelvic  signs  of  thrombosis. 

With  the  atypical  findings  we  encounter 
the  most  difficult  problem.  After  an  episode 
which  is  suggestive  the  clinician  must  ask, 
“Has  the  patient  had  a pulmonary  embol- 
ism?” Leg  symptoms  and  signs  may  be  ab- 
sent. There  may  be  a minimal  amount  of 
localized  pleuritic  pain  with  or  without 
audible  confirmation  of  infarction.  Cyanosis 
and  dyspnea  are  not  constant  findings.  The 
patient  in  whom  there  has  been  an  unex- 
plained increase  in  respiratory  rate,  pulse 
rate,  or  temperature,  not  explicable  in  the 
patient’s  course,  should  be  regarded  with 
suspicion.  Not  uncommonly  the  symptoms 
are  more  typically  those  of  cardiac  or  upper 
abdominal  disease.  The  electrocardiogram 


can  help  confirm  a diagnosis  of  embolism  in 
about  20  to  30  per  cent  of  the  instances.  The 
findings  are  identical  with  posterior  myo- 
cardial infarction  except  that  in  embolism 
the  changes  appear  soon  and  disappear  in 
two  to  six  days. 

The  clotting  time  as  determined  in  a uni- 
form, consistent  manner  is  frequently  an  aid 
in  confirming  thrombo-embolism  during  one 
of  these  anxious  periods  of  decision.  This 
is  only  an  adjunct  to  the  other  examination 
but  is  of  help  in  many  cases.  If  a patient 
has  suggestive  pulmonary  or  peripheral 
signs  of  thrombo-embolic  disease,  a silicone 
tube  clotting  time  which  is  abnormally  low 
may  help  make  the  diagnosis.19  A normal 
clotting  time  on  the  other  hand  may  be  of  no 
aid  and  does  not  rule  out  the  possibility  of 
an  embolus.  The  decision  that  a patient  had 
had  a pulmonary  embolism  in  equivocal 
cases  is  made  after  all  clinical  and  labora- 
tory evidence  has  been  amassed.  The  ap- 
propriate treatment  must  then  be  undertak- 
en without  delay. 

Prevention 

It  is  now  obvious  that  prophylaxis  in 
venous  thrombosis  has  not  been  totally  ac- 
complished by  the  widely  used  precaution- 
ary measures  now  employed.  One  may  then 
assume  that  further  reduction  in  incidence 
will  occur  only  after  the  prophylactic  use  of 
venous  ligation  or  anticoagulants.  The  use 
of  either  of  these  methods  alone  or  combined 
on  every  patient  chronically  ill  or  undergo- 
ing surgery  seems  hazardous  and  ill  advised. 
In  addition  it  is  not  always  desirable  to  se- 
lect only  those  patients  with  specific  diseases 
or  specific  operations.  From  a practical 
standpoint  the  facilities  for  this  prophylaxis 
must  be  available  to  all.  Preventive  meas- 
ures then  must  be  simple,  readily  available, 
reasonable  in  cost,  and  effective.4 

Adequate  prophylaxis  should  include  the 
following:  (1)  preoperative  preparation  with 
restoration  of  body  fluids,  electrolytes,  and 
blood  volume;  (2)  careful  placement  of  the 
patient  on  the  operating  table  to  prevent 
stasis  of  blood  or  poor  venous  return;  (3) 
the  use  of  Halstedian  surgical  technique 
avoiding  mass  ligatures,  undue  trauma  to 
tissue  and  vessels,  and  the  prevention  of 
hypotension  and  circulatory  collapse;  and 
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(4)  postoperative  attention  which  includes 
the  following: 

a)  Trendelenburg  position  until  patient  can 
move  actively. 

b)  Deep  breathing  every  half  hour  to  increase 
venous  return. 

c)  Prompt  replacement  of  blood  and  fluids. 

d)  Active  leg  exercises  soon  after  reacting;  pas- 
sive movement  is  not  sufficient. 

e)  Avoidance  of  heavy  sedation  or  abdominal 
distention. 

f)  Compression  bandages  on  legs  in  hazardous 
cases. 

g)  Early  abmulation. 

h)  Careful  periodic  examination  of  the  lower 
extremities. 

Some  investigators  have  called  attention 
to  the  decrease  in  circulating  antithrombin 
following  operative  procedures.  According 
to  work  of  Kay  and  Ochsner  this  causes  an 
increased  tendency  toward  venous  thrombo- 
sis and  can  be  corrected  by  the  prophylactic- 
administration  of  alpha  tocopherol  with  cal- 
cium which  acts  as  an  efficient  antithrom- 
bin.'- Others  have  been  unable  to  confirm 
this.17-1*  We  have  had  no  experience  with 
this  procedure. 

Prophylactic  anticoagulants,  namely  hepa- 
rin and  dicumarol,  are  advocated  by  others. 
Dicumarol  has  been  used  prophylactically 
with  some  success  in  reduction  of  venous 
thrombosis  incidence  but  to  offer  a satisfac- 
tory approach  it  must  be  used  expertly  and 
meticulous  care  is  mandatory.1  Heparin 
prophylactically  is  probably  a much  safer 
drug.  One  must  bear  in  mind,  however, 
that  a drug  used  to  induce  a controlled  hem- 
orrhagic state  which  combats  a transitory 
physiological  clotting  tendency  is  hazardous 
by  its  very  nature. 

Treatment 

The  therapy  or  care  of  the  patient  who 
has  suffered  a pulmonary  embolism  may  be 
divided  into  the  immediate  measures  and 
the  definitive  measures. 

Immediately  we  must  depend  on  nasal 
oxygen  for  the  anoxia,  papaverine  as  a pul- 
monary vasodilator,  atropine  to  block  vagal 
reflexes,  and  general  nursing  measures  such 
as  a position  lending  to  less  dyspnea. 

For  definitive  therapy  these  patients  must 
necessarily  be  considered  as  belonging  to 
one  of  these  categories: 


1)  The  patient  with  one  or  more  recent 
emboli  who  has  received  no  anticoagulant 
therapy  or  inadequate  anticoagulant  thera- 
py. Treatment:  heparin  adequately  admin- 
istered for  fourteen  days  with  ambulation 
on  the  eleventh  day  is  usually  effective  in 
preventing  further  emboli.  In  resistant 
cases  of  recurrent  phlebothrombosis,  pro- 
longed therapy  with  dicumarol  should  be 
considered. 

2)  The  patient  who  has  had  an  embolus 

during  adequate  anticoagulant  therapy. 
Treatment:  ligation  of  the  inferior  vena 

cava  followed  by  anticoagulant  therapy. 
Heparin  may  be  started  immediately  after 
ligation  and  is  continued  for  four  to  six 
days.  Exploration  or  ligation  of  the  super- 
ficial femoral,  common  femoral,  or  iliac 
veins  is  becoming  an  unsound  measure  and 
may  have  no  place  in  ligation  therapy.17 

3)  The  patient  with  one  or  more  recent 
emboli  in  whom  anticoagulant  therapy  is 
contraindicated  or  is  not  feasible  such  as 
post  partem  period,  postoperative  prostatec- 
tomy, or  combined  abdominoperineal  resec- 
tion, postoperative  brain  or  spinal  cord  cases, 
severe  hepatic  or  renal  disease,  and  suppur- 
tive  thrombophlebitis.  Treatment:  ligation 
of  inferior  vena  cava  without  anticoagu- 
lants. 

In  following  these  criteria  for  therapy,  it 
is  probable  that  most  can  be  handled  with 
non-operative  anticoagulant  therapy.  In  a 
recent  report  forty-three  (86%)  of  fifty 
cases  of  thrombo-embolic  disease  were 
treated  successfully  with  anticoagulants 
alone.17 

Inferior  Vena  Caval  Ligation 

The  first  recorded  ligation  of  the  inferior 
vena  cava  was  performed  by  Kocher  in  1883 
with  an  incidental  ligation  during  a retro- 
peritoneal node  dissection.  Bottini,  in  1893, 
is  credited  with  the  first  successful  ligation 
and  survival  of  the  patient.  Since  that  time 
Trendelburg  and  others  have  helped  to  de- 
velop the  operation  and  its  indications. 

The  procedure  of  vena  cava  ligation  is 
simple  and  may  be  performed  in  most  cases 
under  a spinal  anesthetic  through  a right 
extraperitoneal  approach.  An  oblique  mus- 
cle splitting  incision  is  used  and  the  peri- 
toneum and  ureter  are  retracted  medially. 
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As  the  psoas  major  muscle  and  genitofem- 
oral nerve  are  exposed  the  inferior  vena 
cava  is  brought  into  view.  Double  ligatures 
of  heavy  silk  are  passed  around  the  vessel 
and  it  is  doubly  ligated  below  the  renal 
veins.  If  a thrombus  is  felt  in  the  vena  cava, 
the  ligature  must  be  placed  proximallv  with 
great  care  being  taken  not  to  dislodge  the 
clot. 

After  ligation  of  the  vena  cava  the  two 
logical  questions  which  arise  are  those  of 
maintaining  adequate  collateral  circulation 
and  prevention  of  further  thrombosis  prox- 
imal to  the  ligature  or  within  the  collateral 
channels.  For  this  reason  anticoagulant 
therapy  is  continued  for  four  to  six  days 
following  ligation. 

The  problem  of  collateral  circulation  has 
not  been  a difficult  one  in  most  cases  thus 
far.  The  available  collateral  pathways  will 
help  to  explain  this.  These  channels  are 
divided  into  three  groups  which  may  be 
known  as  the  superficial,  the  deep,  and  those 
of  the  ascending  lumbar  trunks.  In  the 
superficial  group  the  most  prominent  com- 
ponents are  the  superficial  epigastric  and  the 
superficial  circumflex  iliac  veins  which  con- 
nect the  saphenous  with  the  superficial  veins 
of  the  upper  abdominal  wall  and  the  lateral 
thoracic  vessels.  The  deep  group  is  com- 
posed of  the  deep  circumflex  iliac,  the  infe- 
rior epigastric,  and  lumbar  veins  joining  the 
external  iliac  with  the  internal  mammary 
and  ascending  lumbar  group.  The  lumbar 
group  consists  of  the  ascending  lumbar  veins 
which  arise  from  the  inferior  vena  cava  at 
the  sacral  promontory  and  establish  commu- 
nications between  the  sacral,  common  iliac, 
hypogastric,  and  iliolumbar  veins  at  inferior 
levels  while  at  higher  levels  they  join  the 
true  lumbar  veins  and  right  renal  vein.  The 
left  trunk  becomes  the  hemiazygos  as  the 
right  trunk  becomes  the  azygos  vein  and 
these  ultimately  empty  into  the  superior 
vena  cava.  Other  well  established  deep  col- 
laterals are  those  of  the  vertebral  system 
including  the  large  internal  plexus  on  the 
surface  of  the  dura.  The  ovarian  veins,  in 
the  absence  of  thrombosis,  serve  as  impor- 
tant collateral  pathways. 

The  treatment  following  vena  caval  liga- 
tion may  be  divided  into  the  immediate  and 


the  long  term.  Immediate  care  usually  in- 
volves the  following: 

1)  Maintenance  of  fluids  and  blood  pressure. 

2)  Elevation  of  lower  extremities. 

3)  Wrapping  of  lower  extremities  from  toes  to 
groin. 

4)  Bicycle  exercises  beginning  on  first  post- 
operative day. 

5)  Ambulation  on  the  fourth  or  fifth  day  with 
legs  and  thighs  wrapped. 

6)  Paraspinal  block  if  evidence  of  vasospasm  is 
present. 

7)  Anticoagulant  therapy  until  ambulatory  in 
certain  patients. 

8)  Antibiotics. 

Long  term  care  must  include  the  following: 

1 ) Periodic  leg  exercises. 

2)  Elevation  of  lower  extremities  at  night. 

3)  Wrapping  of  legs  and  thighs  during  the  day. 

4)  Avoidance  of  a static,  dependent  position  for 
the  lower  extremities. 

Comment 

Ligation  of  the  inferior  vena  cava  has 
been  carried  out  in  fourteen  patients  during 
the  past  four  and  one-half  years  and  we 
believe  that  the  results  are  encouraging 
enough  to  justify  a brief  review.  There 
were  twelve  males  and  two  females.  The 
age  range  was  twenty-one  to  sixty-nine 
years  with  an  average  of  fifty  years.  Eleven 
patients  had  symptoms  or  signs  of  venous 
thrombosis.  Six  of  these  patients  had  anti- 
coagulants before  caval  ligation  and  six  had 
anticoagulants  following  ligation.  One  pa- 
tient had  a questionable  infarct  after  liga- 
tion and  he  had  received  no  anticoagulant. 

The  operative  mortality  was  one  or  7 per 
cent,  this  being  due  to  an  embolus  on  the 
operating  table  during  the  induction  of  the 
anesthetic.  This  was  proven  at  auopsy. 
The  mortality  rate  was  four  or  28  per  cent, 
but  three  of  these  deaths  were  attributable 
to  malignant  tumor.  Five  of  the  group  had 
cancer,  i.e.,  two  of  the  prostate,  one  each  of 
the  kidney,  stomach,  and  lung. 

In  the  follow-up  of  the  ten  patients  who 
remain  alive  the  period  has  ranged  from 
eight  weeks  to  four  and  one-half  years.  Nine 
of  the  group  of  ten  have  minimal  edema 
controlled  by  elevation  of  extremities  and 
bandages.  The  tenth  patient  has  no  edema. 
Two  patients  have  had  chronic  ulceration  of 
the  lower  extremity  but  only  one  has  per- 
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sisted.  This  ulcer  is  small  and  the  patient 
refuses  to  have  it  treated  surgically.  The 
edema  in  this  patient  is  minimal  and  a band- 
age is  not  worn  regularly.  Both  of  these 
patients  had  pre-existing  phlebitis  and  one 
had  a varicose  ulcer  before  ligation.  Eight 
of  the  ten  patients  are  back  to  normal  ac- 
tivity. The  activity  of  one  is  curbed  due  to 
a prosthesis  on  the  left  hand  and  discomfort 
in  his  right  leg  on  standing  for  long  periods 
of  time. 

Conclusion 

Thrombo-embolic  disease  is  an  extremely 
hazardous  condition  for  which  the  treatment 
has  been  rather  unsatisfactory  thus  far. 
Even  though  prevention  is  foremost  in  our 
minds  we  are  still  confronted  with  many 
clinically  confirmed  cases  of  thrombo-em- 
bolism.  Most  of  these  may  be  controlled 
with  anticoagulant  therapy  if  given  wisely. 
The  remainder  must  be  subjected  to  some 
form  of  therapy  which  goes  a step  further. 
In  our  opinion  ligation  of  the  inferior  vena 
cava  answers  this  adequately.  Other  liga- 
tion therapy  does  not. 
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ARTERIAL  EMBOLISM* 

JAMES  N.  PROFFITT,  M.D.  ,f  Maryville,  Tenn.,  a 

One  of  the  most  dramatic  conditions  in 
peripheral  vascular  disease  is  arterial  em- 
bolism. 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 

fFrom  the  Surgical  Service,  Thayer  Veterans 
Administration  Hospital,  and  the  Department  of 
Surgery,  Vanderbilt  University  School  of  Medi- 
cine, Nashville,  Tenn. 


nd  PARKER  ELROD,  M.D.,f  Centerville,  Tenn. 

The  problem  of  arterial  embolism  is  not 
a new  one.  Due  to  the  lengthening  of  life 
expectancy  by  many  new  drugs,  and  in- 
creased medical  knowledge  extending  the 
life  of  persons  with  severe  myocardial  dam- 
age, especially  of  rheumatic  heart  disease, 
the  problem  will  probably  occur  more  fre- 
quently in  the  future. 
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Etiology 

Most  arterial  emboli  arise  in  the  left  side 
of  the  heart  in  patients  who  have  a severely 
damaged  endocardium  due  either  to  rheu- 
matic fever  or  to  myocardial  infarction  with 
mural  thrombi.  Statistically  it  has  been 
shown  that  most  of  these  patients  have  au- 
ricular fibrillation  and  that  they  usually 
undergo  a change  in  rhythm  which  causes 
the  thrombus  to  be  dislodged  into  the  per- 
ipheral blood  current.  Maddem  and  others 
believe  that  a large  number  of  patients,  par- 
ticularly those  who  throw  repeated  arterial 
emboli,  form  them  in  the  left  auricular  ap- 
pendage. Paradoxical  embolism  is  a patho- 
logical curiosity,  the  embolus  from  the  right 
heart  passing  through  an  interventricular 
septal  defect.  In  the  arteriosclerotic  patient 
emboli  sometimes  arise  from  thrombi  form- 
ing on  arteriosclerotic  plaques  in  the  aorta 
which  break  off  and  pass  into  smaller  ar- 
teries. It  is  significant  that  many  patients 
are  using  a bed  pan  at  the  time  the  embolus 
is  dislodged. 


Signs  and  Symptoms 

As  the  embolus  passes  peripherally  it 
continues  until  it  lodges  in  a narrowed  por- 
tion of  artery.  Thus  emboli  are  likely  to 
“straddle”  the  bifurcation  of  an  artery  and 
block  one  or  both  arteries.  This  leads  to 
sudden  pain  in  the  part  supplied  by  the  oc- 
cluded artery.  Within  a few  minutes  there 
is  pallor  (a  white,  “cadaveric”  appearance), 
numbness,  tingling,  and  increasing  coolness; 
usually  in  thirty  minutes  to  one  hour  anes- 
thesia and  paralysis  occur  in  the  involved 
extremity.  Absence  of  arterial  pulsation  is 
a valuable  sign.  Arterial  spasm,  distally, 
rapidly  follows  the  lodging  of  an  embolus. 
This  plus  the  clotting  of  blood  in  the  distal 
to  the  embolus  usually  complete  the  arterial 
obstruction  which  may  have  been  incom- 
plete at  first.  The  degree  of  signs  and  symp- 
toms depends  on  the  collateral  circulation 
and  whether  the  artery  is  completely 
blocked.  Since  most  of  these  patients  are 
already  critically  ill  and  often  are  partially 
disoriented,  nurses  and  attendants  frequent- 
ly fail  to  attach  the  proper  significance  to 
their  complaint  and  much  valuable  time  is 
lost. 


Localization  of  the  Obstructing  Embolus 

Localization  of  the  exact  site  of  the  em- 
bolus is  important  to  the  surgeon.  Emboli 
usually  lodge  at  the  bifurcation  of  arteries, 
but  because  of  collateral  circulation  the  em- 
bolus is  usually  higher  than  the  cold  pulse- 
less area.  This  is  very  important  because 
one  might  think  that  the  embolus  is  lower 
than  it  really  is,  therefore  leading  to  mis- 
placed incisions.  Usually  the  arterial  pul- 
sation can  be  felt  down  to  the  embolus 
and  distal  to  that  no  pulsation  is  pres- 
ent. However,  there  may  be  transmitted 
pulsations  beyond  the  embolus  with  no 
blood  flow.  A comparison  with  the  artery 
in  the  normal  extremity  usually  reveals 
a marked  difference  in  pulsation.  The  most 
common  site  of  embolization  (Fig.  1)  is  at 


Fig.  1 

Sites  of  peripheral  emboli  together  with  percentile 
distribution  at  various  levels  and  percentage  of 
gangrene  following  ligature  at  the  same  site.  The 
embolus,  however,  is  always  more  dangerous  to 
viability  of  limb  than  the  ligature,  because  its  ex- 
tent and  propagation  block  collaterals  which  re- 
main unobstructed  following  division  of  artery. 
(From  deTakats,  G.:  Acute  Arterial  Occlusions  of 
the  Extremities,  Am.  J.  Surg.,  33:60,  1936.) 

the  division  of  the  common  femoral  artery 
into  the  superficial  femoral  and  profunda 
femoral  artery.  In  our  series  of  13  embolec- 
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tomies,  7 or  54  per  cent  occurred  in  this 
area.  Despite  the  fact  that  the  embolus  is 
in  the  femoral  artery  at  its  deep  and  super- 
ficial divisions,  most  of  the  signs  and  symp- 
toms become  manifest  at  a level  either  just 
above  or  just  below  the  knee.  The  next 
most  common  site  for  embolization  (Fig.  1) 
is  in  the  iliac  artery  as  the  hypogastric  is 
given  off.  The  most  difficult  differentiation 
is  between  an  arterial  embolus  and  throm- 
bosis on  an  arteriosclerotic  plaque  of  the 
artery  in  question.  Usually  the  history  of 
sudden  onset  in  cases  of  arterial  embolus  as 
opposed  to  gradual  onset  in  arterial  throm- 
bosis is  the  most  helpful  point,  but  here 
again  most  surgeons  can  recall  examples  of 
each  in  which  the  history  was  misleading. 

Table  1 lists  the  differential  diagnosis  be- 
tween embolism,  thrombosis,  arteriospasm 
and  occlusion  of  an  artery  due  to  arterio- 
sclerosis giving  points  of  interest  in  the  diff- 
erential diagnosis  in  each  of  these  cases. 
Although  the  proper  diagnosis  can  usually 
be  made,  this  is  not  always  possible. 

Treatment  of  Arterial  Emboli 

As  in  all  diseases  the  treatment  must  take 
into  consideration  “the  patient  as  a whole.” 
Treatment  resolves  itself  into  two  methods, 
(a)  operative  removal  of  the  embolus  (em- 
bolectomy)  or  (b)  conservative  treatment. 
Regardless  of  the  method  used  the  mortality 
is  high  as  compared  to  common  surgical 
procedures. 


The  first  successful  embolectomy  was  per- 
formed by  Labey  in  1911  followed  by  an- 
other by  Key  in  the  same  year.  The  oper- 
ation had  been  attempted  as  early  as  1895 
by  Abenejew. 

Nystrom  reported  a 50  per  cent  survival 
of  the  extremity  in  patients  with  embolec- 
tomy operated  upon  within  10  hours,  as 
opposed  to  10  per  cent  survival  of  the  ex- 
tremity in  those  patients  treated  conserva- 
tively. 

Ligation  of  arteries  is  followed  by  gan- 
grene in  the  following  percentages  as  dem- 
onstrated by  Heidrich  (Fig.  1).  The  inci- 
dence of  gangrene  following  embolus  is 
higher  than  in  simple  ligation  because  of 
the  added  factors  of  arteriospasm  and  the 
extension  of  thrombosis  to  involve  the  col- 
lateral blood  supply.  (This  chart  shows  the 
percentage  of  peripheral  emboli  lodging  in 
various  arteries,  those  in  viscera  are  not 
included.) 

The  shorter  the  time  interval  from  em- 
bolization to  operation  the  better  the  expec- 
tancy for  restoring  circulation  to  the  in- 
volved part.  Most  observers  have  found 
that  operation  within  10  hours  results  in 
about  40  to  50  per  cent  survival  of  the  ex- 
tremity, whereas  operation  over  24  hours 
after  embolization  gives  very  little  chance 
of  restoration  of  blood  flow  through  the 
involved  artery.  Regardless  of  whether  em- 
bolectomy is  to  be  done,  papaverine  0.5  to  1 


Table  I 

Differential  Diagnosis 


Diagnosis 

History 

Physical  Examination 

Course 

Embolism 

1.  Uusually  acute  sudden  onset 
measured  in  seconds  or  min- 
utes. 

2.  May  have  history  or  coronary 
occlusion,  change  in  rhythm  or 
rheumatic  fever. 

3.  May  have  history  of  previous 
embolus. 

Cool  cadaveric  extrem- 
ity with  possible  paral- 
ysis. Absentee  of  pul- 
sations below  occlu- 
sion. 

Rapid  progression  with  in- 
creasing signs  over  1-2  hours. 
Will  usually  improve  only 
slightly,  if  at  all,  with  sym- 
pathetic blocks.  May  go  on 
to  paralysis  and  gangrene. 

Thrombosis 

Onset  not  so  sudden.  May  take 
as  long  as  hours. 

Same  as  above. 

Progression  over  several 
hours;  otherwise  same  as 
above. 

Arteriospasm 

Sudden  onset  usually  has  his- 
tory of  trauma,  i.e.,  direct  blow, 
operation,  or  injection,  concur- 
rent venous  dis. 

Site  of  previous  trauma 
may  be  apparent.  Oth- 
erwise same  as  above. 

Clears  very  rapidly  with 
sympathetic  block. 

Arteriosclerotic 

occlusive 

disease 

Long  history,  very  gradual  on- 
set with  previous  intermittent 
claudication. 

Evidence  of  general- 
i z e d arteriosclerosis, 
decrease  to  absence  of 
pulsation  bilaterally. 

Very  little  progression  over 
many  hours.  May  or  may 
not  show  improvement  with 
sympathetic  block. 
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grain  should  be  given  to  help  relieve  arterio- 
spasm.  The  use  of  heparin  in  the  prevention 
of  further  thrombosis  probably  outweighs 
the  tendency  to  bleed.  It  certainly  should 
be  given  in  those  treated  consei’vatively. 
Heat  should  not  be  applied  to  the  involved 
extremity  as  this  speeds  up  the  metabolic 
rate  and  decreases  the  period  of  viability 
of  the  ischemic  tissue.  The  head  of  the  bed 
should  be  raised  six  to  twelve  inches  to  in- 
crease the  circulation  if  the  lower  extremity 
is  involved. 

Because  of  the  serious  condition  of  these 
patients  most  operations  on  peripheral  ves- 
sels should  be  done  under  local  anesthesia, — 
and  on  the  aorta  or  iliacs  under  spinal  anes- 
thesia. 

When  the  vessel  is  exposed  and  the  em- 
bolus palpated,  the  adventita  should  be  com- 
pletely removed  from  the  site  at  which  the 
artery  is  to  be  opened.  (Fig.  2.)  (This 
drawing  shows  an  embolus  at  the  bifurca- 


View  ot  Aortic  Embolectomy  showing  control  of 
blood  supply  above  and  below  site  of  incision. 
(From  Wilson,  H.:  Aortic  Embolectomy  Successful 
Removal  of  Saddle  Embolus  by  Transabdominal 
Route,  J.A.M.A.,  141:389,  1949.) 


tion  of  the  aorta.  Notice  that  rubber  tissue 
drains  are  placed  above  and  below  the  em- 
bolus to  control  bleeding  and  dislodgement 
of  the  embolus.)  It  is  probably  better  to 
open  the  artery  in  one  of  the  branches  rather 
than  in  the  main  artery  so  that  a thrombus 
formed  at  the  site  of  opening  of  the  artery 
might  not  block  both  branches.  The  artery 
is  opened  after  rubber  tissue  drains  as  tour- 
niquets are  applied  and  the  clot  gently  re- 
moved to  prevent  injury  to  the  intima.  The 
proximal  and  then  the  distal  tourniquets  are 
relaxed  momentarily  to  insure  that  there  is 
blood  flow.  If  no  blood  flows  back  distally 
a piece  of  embolus  or  thrombus  is  occluding 
the  artery  distally  and  this  must  be  removed 
either  by  suction  on  a flexible  catherer  or  by 
another  incision.  Arterial  closure  is  accom- 
plished with  5-0  arterial  silk  everting  suture 
with  intima-to-intima  closure.  Pulsation 

should  be  present  in  the  artery  distally  after 
the  tourniquets  are  removed.  Fifty  milli- 
grams of  sodium  heparin  are  injected  into 
the  artery  proximal  to  the  operative  open- 
ing. A periarterial  sympathectomy  should 
then  be  completed.  After  operation 
papaverine  is  continued  and  depot-heparin 
is  given  in  an  amount  sufficient  to  maintain 
the  clotting  time  above  thirty  minutes  by  the 
Lee-White  method.  Lumbar  sympathectomy 
should  be  carried  out  at  the  time  of  opera- 
tion if  the  lumbar  chain  can  be  reached  from 
the  operative  field.  Otherwise  lumbar  blocks 
every  six  hours  seem  to  offer  some  increase 
in  the  survival  rate.  Frequently  even  though 
the  clot  is  removed  and  circulation  restored, 
arterial  pulsations  do  not  return  in  good 
volume  for  several  days  in  spite  of  sympa- 
thetic blocks.  In  this  case  a lumbar  sympa- 
thectomy several  days  after  embolectomy 
probably  reduces  the  incidence  of  thrombus 
at  the  operative  site. 

If  thrombosis  is  present,  removal  of  the 
thrombus  offers  very  little  chance  of  main- 
taining continuity  of  the  artery.  It  is  prob- 
ably better  to  ligate  the  artery,  divide  it, 
give  heparin,  and  do  sympahetic  blocks  or  a 
sympathectomy.  Shumacker 1 and  others  re- 
port the  case  of  vein  grafts  after  excision  of 
localized  areas  of  thrombosis. 

Case  Reports 

Table  2 gives  a brief  summary  of  13  pa- 
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Table  2 


Report  of  13  Emboi.ectomies  for 
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tients  who  had  arterial  embolectomy  per- 
formed within  the  first  thirty-six  hours  after 
onset  of  symptoms.  It  is  pointed  out  that  46 
per  cent  of  the  patients  returned  to  their 
pre-embolus  status;  23  per  cent  lost  an  ex- 
tremity and  30  per  cent  died  during  the  first 
three  weeks  postoperative.  It  must  be  re- 
membered that  these  patients  were  in  very 
poor  general  condition  and  at  times  the  care 
of  these  patients  can  be  trying.  One  of  our 
patients,  previously  reported,4  had  succes- 
sive emboli  in  the  right  femoral,  at  the  bifur- 
cation of  the  aorta,  and  in  the  left  femoral 
arteries  at  intervals  of  from  three  days  to 
two  weeks.  These  emboli  were  removed 
only  to  have  the  patient  die  five  weeks  later 
with  an  embolus  to  the  superior  mesenteric 
artery.  One  of  our  patients  illustrates  how 
extensive  the  propagation  of  the  thrombus 
may  become.  This  patient  had  an  operation 
for  removal  of  an  iliac  embolus  with  propa- 
gation of  the  thrombus  eighteen  hours  after 
onset.  Figure  3 shows  the  thrombus  meas- 


Fig.  3 

Photograph  of  specimen  removed  at  operation. 
Embolus  (on  left)  with  propagating  thrombus  (on 
right)  measuring  48  cm.  Bifurcation  at  20  cm.  is 
that  of  superficial  femoral  (long)  and  profunda 
femoral  (short)  arteries. 

uring  48  cm.  with  emboli  proximal  to  it; 
propagating  thrombosis  into  the  branches 
of  the  iliac  and  femoral  arteries  can  also  be 
seen.  This  patient  showed  a remarkable 
recovery  of  the  circulation  of  this  leg  with 


no  loss  of  tissue  only  to  die  four  weeks  later 
from  cardiorespiratory  failure  and  terminal 
bronchopneumonia.  This  patient  illustrates 
the  importance  of  early  diagnosis  in  pre- 
venting propagation  of  thrombosis  and  the 
probable  desirability  of  heparinization,  if 
feasible,  at  the  same  time  the  diagnosis  of 
embolization  is  made.  Shumacker’  suggests 
that  heparin  should  be  given  to  all  patients, 
even  to  those  who  are  to  have  surgical  treat- 
ment and  certainly  it  should  be  given 
if  conservative  treatment  is  to  be  used. 

The  treatment  of  arterial  embolism  re- 
solves itself  into  the  following  components: 
(a)  restoration  of  the  continuity  of  the  ar- 
tery whenever  possible  at  the  earliest  mo- 
ment; (b)  the  prevention  or  relief  of  the 
accompanying  arteriospasm  by  peri-arterial 
or  lumbar  sympathectomy,  or  by  lumbar 
sympathetic  blocks;  (c)  prevention  of 
thrombus  distal  to  the  embolus  and  throm- 
bosis extending  into  the  collateral  arteries 
by  the  use  of  heparin;  (d)  removal  of  the 
cause  of  the  emboli  whenever  possible.  Ex- 
cision of  the  auricular  appendage  for  emboli 
arising  in  it  has  been  suggested  by  Madden. 
Certainly  in  cases  of  myocardial  infarction 
prolonged  anticoagulant  therapy,  until  there 
is  re-establishment  of  endothelium  over  the 
scarred  area,  might  prevent  further  embo- 
lization. 


Conclusion 

(1)  Arterial  embolism  usually  occurs  in 
an  otherwise  critically  ill  patient  and  pre- 
sents a surgical  emergency  which  threatens 
life  and  limb.  Even  in  such  a patient  em- 
bolectomy should  be  performed  at  the  ear- 
liest possible  time  to  obtain  best  results. 

(2)  The  conservative  approach  to  this 
problem  carries  a much  higher  mortality 
than  the  operative  treatment  even  in  a criti- 
cally ill  patient. 

(3)  Resection  of  the  auricular  appendage 
might  offer  some  benefit  in  recurrent  arte- 
rial emboli  in  some  cases. 

(4)  Prolonged  anti-coagulant  therapy  will 
decrease  the  incidence  of  recurrent  emboli- 
zation especially  after  myocardial  infarc- 
tions. 

(5)  Thirteen  patients  with  arterial  emboli 
who  had  their  emboli  removed  within  36 
hours  of  onset  are  briefly  reported. 
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SURGICAL  PROCEDURES  FOR  PERIPHERAL  VASCULAR  LESIONS* 

JAMES  A.  KIRTLEY,  JR.,  M.D.,  SAM  Y.  GARRE1T,  M.D.,  Nashville,  Tenn.,  and  RAYMOND  S. 
MARTIN,  JR.,  M.D.,tt  Jackson,  Miss. 


Many  surgical  procedures  have  been  ad- 
vocated for  peripheral  vascular  lesions. 
While  it  is  beyond  the  scope  of  this  paper  to 
enumerate  them  all,  we  shall  discuss  those 
presently  in  use,  even  though  some  are  still 
controversial  and  to  some  extent  experi- 
mental. 

The  pre-operative  vascular  study  should 
include  careful  evaluation  of  the  patient’s 
statements  regarding  intermittent  claudica- 
tion, changes  on  cold  days,  color  changes, 
previous  trauma  to  extremities,  amount  of 
smoking  and  presence  or  absence  of  pain 
at  night.  In  addition  to  a complete  exami- 
nation and  determination  of  the  presence  or 
absence  of  peripheral  pulses,  the  following 
tests  may  be  of  value  in  estimating  the  se- 
verity of  organic  lesions:  (1)  effect  of  ele- 
vation in  determining  the  “angle  of  circula- 
tory sufficiency”;  (2)  oscillometry  or  ple- 
thysmokymography;  (3)  arteriography;  (4) 
skin  temperature  studies.  The  evaluation 
the  last  three  tests  will  be  discussed  under 
specific  disease  entities. 

Among  the  many  suggested  surgical  pro- 
cedures for  peripheral  arterial  lesions,  the 
following  seem  most  worth-while:  (1)  pre- 
ganglionic sympathectomy;  (2)  thrombo- 
endarterectomv  for  segmental  thrombosis; 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 

tFrom  the  Surgical  Service,  Thayer  Veterans 
Administration  Hospital,  and  the  Department  of 
Surgery,  Vanderbilt  University  School  of  Medicine, 
Nashville,  Tenn. 

^Reviewed  in  the  Veterans  Administration  and 
published  with  the  approval  of  the  Chief  Medical 
Director.  The  statements  and  conclusions  pub- 
lished by  the  authors  are  the  result  of  their  own 
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policy  of  the  Veterans  Administration. 


(3)  arteriectomy  for  obstructed  segments; 

(4)  trans-metatarsal  amputation  for  exist- 
ing gangrene;  (5)  embolectomy. 

I Preganglionic  Sympathectomy 

In  1852,  Claude  Bernard  described  in- 
creased blood  flow  following  sympathetic 
denervation  and  ten  years  later  Raynaud’s 
classical  description  of  local  asphyxia  and 
symmetrical  gangrene  emphasized  some  of 
the  effects  of  vasoconstriction  or  vasodilata- 
tion in  functional  disorders  of  the  nervous 
mechanism  of  blood  vessels.  The  often  dis- 
abling role  of  associated  vasospasm  in  or- 
ganic diseases  of  arteries  was  not  generally 
appreciated  until  many  years  later.  Diez, 
in  1924,  performed  the  first  lumbar  ganglio- 
nectomv  for  thrombo-angiitis  obliterans,  and 
Robertson,  in  1932,  was  among  the  first  to 
report  beneficial  results  following  sympa- 
thectomy in  advanced  arteriosclerosis  ob- 
literans. In  the  past  fifteen  years,  many 
reports  have  proven  the  value  of  sympa- 
thectomy in  obliterative  as  well  as  vasospas- 
tic diseases.  The  indications  for  sympathec- 
tomy have  been  broadened  as  regards  both 
age  of  the  patient  and  severity  and  nature 
of  the  disease. 

The  three  principle  effects  of  sympathec- 
tomy are, — (1)  reduction  of  vasoconstriction, 
(2)  influence  of  pain  associated  with  reduced 
arterial  circulation,  and  (3)  elimination  of 
sweating.2  The  results  in  a given  case  often 
cannot  be  predicted  on  the  basis  of  pre-oper- 
ative tests,  especially  in  organic  disease.  In 
a five  year  study  of  a consecutive  series  of  95 
patients  having  had  sympathectomy,  we 
have  attempted  to  evaluate  the  role  of  pre- 
liminary tests,  the  early  and  late  results  of 
the  operation  and  to  determine  the  cause  of 
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poor  results.  All  but  4 of  these  patients 
have  been  veterans,  admitted  to  the  Thayer 
V.  A.  Hospital.  These  four  were  private 
patients  (J.A.K.)  with  Raynaud’s  disease 
and  are  included  in  the  study  for  sake  of 
completeness.  The  type  of  lesions  and  num- 
ber of  patients  in  each  group  having  had 
sympathectomy  are  listed  in  Table  1. 

Table  I 

Peripheral  Vascular  Disorders 

Number  of  Sympathec- 
Patieiits  tomies 

Cervico- 


Raynaud’s  disease 

4 

dorsal 

7 

Lumbar 

Hyperhidrosis 

2 

4 

Vasospastic  disorders 

41 

48 

Thrombo-angiitis 

obliterans 

16 

i 

28 

Arteriosclerosis 

obliterans 

28 

41 

Arterial  thrombosis  and 

emboli 

4 

4 

— 

— 

— 

Total 

95 

8 

125 

A.  Raynaud’s  Disease. 

This 

condition 

usually  involves  both 

upper  extremities  in 

young  women  who  are  asthenic  and  emo- 
tionally unstable.  However,  in  this  series 
two  of  the  four  were  males.  One  of  them 
had  associated  scleroderma.  The  results  in 
the  two  women  and  one  man  have  been  ex- 
cellent. The  patients  having  scleroderma 
was  so  recently  operated  upon  that  the  in- 
terval is  too  short  for  evaluation.  A pre- 
ganglionic sympathectomy,  as  advocated  by 
Smithwick,  was  done  in  each  case.  Sympa- 
thetic denervation  of  the  upper  extremity  is 
not  as  permanent  or  as  satisfactory  as  in  the 
lower  extremity. 

B.  Hyperhidrosis.  Primary  sympathico- 
tonia or  idiopathic  hyperhidrosis  is  rare, 
however,  abnormal  sweating  was  a major 
complaint  in  23  of  41  patients  listed  in  the 
post-traumatic  vasospastic  reflex  group. 
Sweating  is  completely  and  permanently  in- 
terrupted bv  sympathectomy.  This  factor  is 
beneficial  in  many  disorders  other  than  hy- 
perhidrosis. Sweating,  for  example,  serves 
to  increase  heat  loss  by  evaporation  and  thus 
cools  the  extremity  and  increases  the  need 
for  blood  flow.  Sweating  also  promotes 
maceration  of  skin  and  aggravates  epider- 
mophytosis, conditions  which  may  initiate 


infectious  processes,  ulceration  or  gangrene. 

Only  two  patients  had  idiopathic  hyperhi- 
drosis. In  one  sweating  was  the  only  com- 
plaint, relief  being  complete  after  operation; 
in  the  other,  it  was  associated  with  chronic 
ulceration,  and  sympathectomy  together 
with  skin  grafting  resulted  in  a cure.  In 
the  group  of  23  patients  in  which  sweating 
was  the  major  complaint,  satisfactory  relief 
was  noted  in  all  cases  following  operation. 

C.  Post-traumatic  Vasospasm.  In  the  past 
few  years  increased  attention  has  been  paid 
to  vasomotor  disturbances  following  physical 
or  thermal  trauma  to  the  extremities.4, 5-6' 7 
Vasospasm  is  characterized  by  pain,  cold 
sensitivity,  rubocyanosis,  coolness,  sweating 
and  diminished  or  absent  pulsations.  One 
or  more  of  these  signs  may  be  present  and 
are  especially  likely  to  follow  repeated  trau- 
ma. Gangrene  of  the  involved  extremity 
may  result  and,  in  young  men,  thrombo- 
angiitis obliterans  may  be  difficult  of  differ- 
entiation. In  this  group  of  41  patients  with 
vasospastic  reflex  disturbances,  pain,  cya- 
nosis and  cold  were  the  most  frequent  symp- 
toms. Causalgia  was  present  in  six. 

Six  patients  with  a past  history  of  frost- 
bite presented  symptoms  of  mild  to  severe 
burning  pain,  sweating,  coolness  and  mot- 
tling of  the  feet.  All  noted  marked  im- 
provement following  sympathectomy  (three 
had  bilateral  sympathectomy).  Recently 
two  other  patients  have  had  sympathectomy 
very  soon  after  “immersion-frost-bite”  in- 
jury and  it  is  believed  that  early  operation 
was  of  definite  benefit.  Shumackers  recent- 
ly showed  the  value  of  early  sympathectomy 
in  frost-bite. 

Sympathectomy  was  used  as  an  auxiliary 
procedure  in  11  patients  presenting  the  post- 
phlebitic  syndrome  and  in  three  with 
chronic  leg  ulcers.  In  the  entire  vasospastic 
group,  36  of  41  patients  (88  per  cent)  fol- 
lowed from  eight  months  to  five  years,  ob- 
tained satisfactory  results  following  sympa- 
thectomy. Adequate  denervation  was  ac- 
complished in  95  per  cent  of  the  group,  giv- 
ing only  7 per  cent  unsatisfactory  results. 

D.  Thrombo-Angiitis  Obliterans.  Twelve 
patients  with  this  disease  have  had  bilateral 
lumbar  sympathectomy;  one  of  them  also 
had  a cervico-dorsal  sympathectomy.  An 
additional  four  patients  have  had  unilateral 
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lumbar  sympathectomy.  Their  ages  ranged 
from  23  to  43  years  and  symptoms  included 
claudication,  color  and  temperature  changes, 
rest-pain,  edema,  ulceration  and  recurrent 
phlebitis.  Fourteen  of  the  16  patients  (86.5 
per  cent)  had  a satisfactory  result,  11  of 
them  being  gainfully  employed  at  present. 
One  of  the  “unsatisfactory”  patients  ulti- 
mately had  bilateral  amputations  below  the 
knee  and  the  other  has  had  less  exercise 
tolerance.  The  latter  patient,  however,  has 
gone  over  two  and  one-half  years  without 
ulceration  or  gangrene.  These  patients  have 
been  urged  to  stop  smoking  since  nicotine 
seems  definitely  detrimental. 

E.  Arteriosclerosis  Obliterans.  In  the  past 
fifteen  years  it  has  been  recognized  increas- 
ingly that  despite  involvement  of  the  major 
vessels  by  obliterative  disease,  sympathec- 
tomy favors  the  development  of  collateral 
circulation  in  the  smaller,  less  involved  ves- 
sels. 

While  certain  studies  are  indicated  prior 
to  operation,  their  results  may  or  may  not 
predict  the  full  effect  of  sympathectomy. 
The  absence  of  a significant  rise  of  skin  tem- 
perature after  a paravertebral  block  or  spin- 
al anesthesia  does  not  take  into  account  the 
more  gradual  development  of  collateral  cir- 
culation over  a period  of  months.  Experi- 
ence has  shown  that  a poor  response  in  skin 
temperature  studies  is  not  a true  contra- 
indication to  sympathectomy,  although  the 
result  may  be  more  doubtful  in  such  cases. 
Of  eight  patients  who  had  a significant  pre- 
operative skin  temperature  response,  there 
were  seven  who  were  later  classified  as  hav- 
ing a satisfactory  result  after  sympathecto- 
my. Twelve  of  15  patients  (80  per  cent)  who 
had  little  or  no  pre-operative  response  were 
classed  as  satisfactory  after  operation. 

Twenty-eight  patients,  ages  46  to  73,  had 
lumbar  sympathectomy  for  arteriosclerosis 
obliterans.  They  have  all  been  followed 
from  six  months  to  five  years.  Thirteen  had 
bilateral  procedures,  usually  done  at  one 
operation.  Eight  of  the  28  were  diabetics 
Six  presented  some  degree  of  gangrene  on 
admission. 

In  23  (82  per  cent)  of  the  group  the  results 
have  been  classified  as  satisfactory.  This 
was  based  on  increased  tolerance  to  meas- 


ured gait  and  distance,  relief  of  pain  during 
activity  or  at  rest,  improvement  of  ulcera- 
tion and  failure  to  develop  further  ulcera- 
tion or  gangrene.  Only  one  patient  devel- 
oped further  ulceration  after  operation,  re- 
quiring toe  amputations.  Five  patients  had 
amputations  below  the  knee  later,  all  having 
had  pre-operative  gangrene  and  were  not 
deemed  suitable  for  transmetatarsal  ampu- 
tation. There  were  no  instances  of  so-called 
paradoxical  gangrene  after  sympathectomy. 
There  have  been  two  deaths  in  the  group 
thus  far,  neither  attributable  to  the  opera- 
tion, one  patient  dying  of  gastric  carcinoma, 
the  other,  following  a cerebral  accident  six 
months  later. 

The  criteria  for  the  selection  of  patients 
have  been  broadened  during  this  five  year 
period.  The  general  condition  of  the  pa- 
tient, cardiac  and  renal  function  studies  and 
the  severity  of  peripheral  changes  must  all 
be  weighed  against  operative  risk  and  pos- 
sible benefit  from  sympathectomy. 

The  following  contraindications  to  sym- 
pathectomy in  the  arteriosclerotic  group 
have  been  observed:  (1)  severe  cardiac, 

cerebral  and  or  renal  involvement;  (2)  deep 
gangrene  proximal  to  toes;  (3)  constant  in- 
tractable rest-pain  not  relieved  by  paraspin- 
al  or  peripheral  nerve  block;  (4)  rapid  and 
progressive  thrombosis  of  major  arteries; 
(5)  marked  atrophy  of  skin  and  subcutane- 
ous tissue  of  foot  and  leg  with  rubor  of  foot. 

The  observation  of  a satisfactory  result  in 
82  per  cent  plus  the  absence  of  an  operative 
mortality  present  convincing  evidence  of  the 
value  of  sympathectomy  in  this  arterioscle- 
rotic group.  More  accurate  criteria  would 
undoubtedly  decrease  the  number  of  unsat- 
isfactory results,  but  at  present  we  can  ac- 
cept these  to  secure  good  results  in  a large 
number  of  patients. 

F.  Arterial  Thrombosis  or  Embolus.  Sim- 
ilar to  the  problem  of  the  chronic  oblitera- 
tive diseases  is  that  of  the  sudden  loss  of 
patency  of  a major  artery  through  thrombo- 
sis, embolism,  injury  or  surgical  division.  In 
each  of  these  entities,  sympathectomy  may 
play  the  same  role  of  insuring  maximal 
effectiveness  of  the  collateral  arterial  chan- 
nels. 

Two  cases  of  arterial  thrombosis  were  in 
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this  group  and  unfortunately  the  response  to 
sympathectomy  in  each  was  poor.  In  one 
the  disorder  finally  resulted  in  bilateral  am- 
putation and  in  the  other  it  was  progressive, 
leading  to  the  patient’s  death. 

Two  patients  with  femoral  artery  emboli 
had  a sympathectomy  as  adjunctive  treat- 
ment. In  one,  it  is  believed  to  have  played 
an  important  role  in  preservation  of  the 
extremity.  In  the  other,  ultimate  gangrene 
of  the  anterior  compartment  necessitated  a 
low  thigh  amputation. 

G.  Preparation  jor  Elective  Surgery  for 
Aneurysm.  The  efficacy  of  sympathectomy 
in  cases  of  acute  arterial  division  or  trauma, 
or  elective  surgery  for  aneurysm  or  arterio- 
venous fistula  varies  with  the  duration  of  the 
disorder,  the  extent  of  the  collateral  chan- 
nels, and  the  capacity  of  the  collateral  bed 
to  undergo  vasodilation.  Preganglionic  sym- 
pathectomy has  a very  definite  role  in  acute 
or  early  lesions  and  in  preparation  for  aneu- 
rysmorrhaphy.  Sympathectomy  is  rarely 
needed  in  the  presence  of  an  arteriovenous 
fistula  because  of  the  increased  collateral 
circulation  that  develops  in  a few  weeks. 

2.  Thrombo-Endarterectomy 

This  procedure  consists  of  resection  of  the 

thrombus,  intima  and  diseased  portion  of 
the  media  of  obstructed  arteriosclerotic  ar- 

teries. The  defect  in  the  remaining  viable 
wall  is  then  closed.  Restoration  of  blood 
flow,  with  or  without  anticoagulant  therapy, 
has  been  reported  in  patients  who  exhibit 
segmental  thrombosis.  The  operation  was 
first  described  in  1947  by  dos  Santos,  has 
been  frequently  performed  in  France,  and 
recently  has  been  reported  in  this  coun- 

try.12,13 

A pathological  cleavage  plane  is  formed 
within  the  media  by  the  accumulation  of 
cholesterol  and  fatty  acid  salts  beneath  the 
intima.  The  outer  coat  is  usually  not  in- 
volved. Segments  up  to  48  centimeters  in 
length  have  been  removed  without  subse- 
quent thrombosis.  The  success  of  the  pro- 

cedure depends  upon  patency  of  the  artery 

distal  to  the  obstruction. 

Our  experience  in  one  successful  case  is 
reported  later  in  this  discussion.  Angio- 
grams are  essential  in  the  selection  of  suit- 

able cases. 


3.  Arteriectomy 

In  1917,  Leriche  suggested  that  an  obliter- 
ated segment  of  an  artery  may  cause  vaso- 
constriction of  the  extremity  through  its 
stimulator  effect  on  the  sympathetic  nerve 
endings  in  the  artery.  He  and  others  have 
noted  regression  of  trophic  changes  and 
functional  improvement  in  an  extremity 
following  excision  of  obstructed  segments. 
This  resection  removes,  (1)  those  fibers  de- 
rived from  ganglionic  trunks,  (2)  those  ac- 
companying somatic  nerves  which  are  sup- 
plied to  arteries  at  different  levels,  and  (3) 
the  intramural  neurone  complex.2 * * * * * * * *  11  The  lat- 
ter can  cause  some  vasoconstriction  even 
after  ganglionectomy  and  periarterial  sym- 
pathectomy. 

Arteriography  is  valuable  in  the  selection 
of  suitable  patients  for  this  procedure. 
ShnayersorV  recently  reported  on  arteriec- 
tomy in  14  patients  with  good  results  in 
twelve.  He  feels  that  obliteration  of  the 
smaller  vessels  of  the  leg  or  foot  and  arterio- 
graphic  evidence  of  poor  collateral  around 
the  obstructed  segment  are  contraindica- 
tions to  the  procedure.  He  found  a signifi- 
cant rise  in  skin  temperature  after  arteriec- 
tomy as  well  as  amelioration  of  claudication 
and  improvement  in  trophic  changes  and 
ulceration. 

The  following  case  reveals  some  of  the 
limitations  of  femoral  arteriograms  and  the 
value  of  combining  different  surgical  pro- 
cedures in  certain  obstructed  lesions. 

D.  V.  A.  ( VUH  No.  208,181),  38  year  old  white 
man,  was  admitted  February  21,  1952,  with  the 
history  of  dull,  aching  pain  in  the  left  leg  3 months 
prior  to  admission.  This  progressed  to  definite 
claudication  on  walking  one  block  or  climbing  two 
flights  of  stairs.  He  smoked  about  one  package  of 
cigarettes  daily.  There  was  no  history  of  trauma 
or  thrombophlebitis. 

Examination  was  within  normal  limits  except 
for  the  left  lower  extremity.  The  left  foot  and  toes 
were  cooler  than  the  right  and  posterior  tibial  and 
dorsalis  pedis  pulses  were  faint  or  absent.  The  left 
popliteal  was  greatly  diminished  but  the  femorals 
seemed  equal.  Oscillometric  index  was  0.5-to-l 
below  the  left  knee,  and  8.5  below  the  right.  A 
high  left  femoral  arteriogram  revealed  a complete 
block  proximal  to  the  origin  of  the  profunda  fe- 
moris  (Fig.  1). 

At  operation,  a left  lumbar  extraperitoneal  pre- 
ganglionic sympathectomy  was  carried  out.  There 
were  three  small  atheromatous  plaques,  not  over 
3 mm.  in  diameter,  on  the  posterior  wall  of  the 
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Fig.  1 


left  common  iliac  artery.  The  left  femoral  artery 
was  then  exposed  and  found  to  contain  a thrombus 
which  extended  into  the  common  femoral  proxi- 
mally,  and  involved  the  superficial  femoral 
throughout  an  18  cm.  incision.  There  was  marked 
thickening  at  the  site  of  the  profunda  femoris  and 
pulsations  were  felt  about  2 cm.  proximal  to  the 
profunda.  The  superficial  femoral  was  then  in- 
cised and  a thrombo-endarterectomy  was  carried 
out  until  a free  lumen  was  encountered  proximal- 
ly.  The  superficial  femoral  was  thrombosed  dis- 
tally  for  an  undetermined  distance  and  it  was  felt 
that  blood  kow  could  probably  not  be  restored  in 
this  vessel  without  undue  interference  with  col- 
laterals. The  incision  in  the  common  femoral  was 
closed  with  5-0  arterial  silk  and  the  superficial 
femoral  artery  was  excised  distal  to  the  profunda. 
Blood  then  flowed  into  the  profunda  and  full  pul- 
sations were  noted  in  this  artery  for  the  first  time. 

There  was  marked  objective  and  subjective  im- 
provement following  these  procedures.  The  pos- 
terior tibial  pulse  was  noticeably  stronger  and  the 
extremity  was  quite  warm.  Microscopic  sections 
of  the  artery  showed  inflammatory  changes  char- 
acteristic of  thrombo-angiitis  obliterans. 

Comment:  It  was  felt  that  combined  sym- 
pathectomy, thrombo-endarterectomy  and 
arteriectomy  were  all  of  benefit  to  this  pa- 
tient. Though  the  arteriogram  revealed  the 
site  of  blockage,  no  collaterals  were  seen  and 
the  distal  extent  of  thrombosis  could  not  be 
determined.  The  arteriogram  was  repeated 
at  the  time  of  operation  with  the  contrast 


media  being  injected  into  the  common  iliac 
artery,  but  still  no  patent  vessels  distal  to 
the  thrombus  could  be  demonstrated. 

4.  Trans-metatarsal  Amputation 

The  advent  of  antibiotics  has  afforded 
more  latitude  in  the  management  of  necrosis 
and  infection  in  the  extremities  of  patients 
with  even  advanced  arterial  disease  often 
complicated  by  diabetes.  It  is  possible  in 
many  instances  to  amputate  one  or  more 
toes  with  healing  after  infection  has  been 
controlled. 

McKittrick10  and  recently  Warren  et  al., 11 
have  reported  healing  in  82  per  cent  and  62.8 
per  cent  of  groups  of  patients  having  had 
trans-metatarsal  amputation  for  moderate  to 
marked  arterial  disease.  In  the  latter  group 
there  were  no  pulses  felt  distal  to  the 
femoral,  and  there  was  ischemic  rubor  on 
dependency  and  rest  pain  which  did  not 
respond  to  therapy.  Even  in  this  group 
Warren  reported  20  per  cent  healing.  Strict 
adherence  to  the  principles  proposed  by  Mc- 
Kittrick should  make  this  a valuable  pro- 
cedure in  selected  cases. 

5.  Embolectomy 

(This  procedure  was  discussed  elsewhere 
in  this  symposium,  page  347.) 

6.  Other  Procedures  Advocated  for  Peripheral 
Arterial  Disorders 

Periarterial  sympathectomy,  venous  liga- 
tion and  the  creation  of  femoral  arteriove- 
nous anastomosis  have  rarely  been  success- 
ful. Recent  studies  by  Szilagi,  Jay  and  Mun- 
ner1  indicate  that  attempts  to  shunt  arterial 
blood  into  distal  venous  channels  are  not  ef- 
fective beyond  the  popliteal  space  and  may 
be  definitely  harmful.  Shunted  blood  is  re- 
turned to  the  heart  via  collateral  veins  close 
to  the  site  of  the  anastomosis  rather  than 
proceeding  to  the  distal  extremity.  Any  in- 
crease in  the  pressure  within  the  venides  and 
capillaries  results  in  diffuse  interstitial  hem- 
orrhage, edema  and  tissue  destruction. 
Already  critical  limbs  are  only  further 
deprived  of  blood  supply  which  would  be 
available  through  collateral  channels. 

Summary 

1.  Tests  of  value  in  estimating  severity  of 
organic  arterial  diseases  and  worth-while 
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procedures  for  their  alteration  have  been 
reviewed. 

2.  In  a five  year  study  of  a consecutive 
series  of  95  patients  having  had  sympathec- 
tomy, without  an  operative  mortality,  early 
and  late  results  have  been  evaluated. 

3.  Definite  contraindications  for  sympa- 
thectomy in  the  arteriosclerotic  group  have 
been  observed. 

4.  A case  report  is  presented  revealing 
some  limitations  of  femoral  arteriograms 
and  the  value  of  combining  different  surgi- 
cal procedures  for  a single  problem  of  arte- 
rial obstruction. 
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Significance  of  Pulmonary  Hypertension  in  Con- 
strictive Pericarditis,  J.  G.  Scannell,  G.  S.  Myers, 

and  A.  L.  Driedlick,  Surgery  32:184,  1952. 

In  this  paper  the  authors  present  evidence  to 
support  the  concept  that  both  the  right  and  left 
side  of  the  heart  are  similarly  affected  in  con- 
strictive pericarditis  and  that  inflow  stasis  results 
from  interference  with  proper  ventricular  filling 
rather  than  constriction  of  the  right  atrium  and 
orifices  of  the  superior  and  inferior  vena  cavae. 
They  stress  the  need  for  the  adequate  liberation 
of  both  ventricles  in  order  to  relieve  the  pulmonary 
hypertension  which  is  present  in  constrictive 
pericarditis  in  addition  to  elevated  peripheral 
venous  pressure.  The  authors  agree  with  Burwell 
who,  after  performing  cardiac  catheterization 
studies  on  four  patients  with  constrictive  peri- 
carditis, concluded  that  such  patients  have 
pulmonary  congestion  of  similar  degree  to  that 
present  in  the  peripheral  venous  circulation  and 
that,  in  general,  pressures  in  the  superior  and  in- 
ferior vena  cavae  and  right  atrium  are  equal. 
Therefore,  Burwell  and  the  writers  agree  that 
there  is  no  need  to  decorticate  the  right  atrium 
and  cavae;  this  opinion  differs  from  that  of  Hol- 
man who  has  stressed  the  importance  of  decorticat- 
ing the  right  atrium  and  cavae  as  well  as  both 
of  the  ventricles. 

Five  patients  with  constrictive  pericarditis  who 
were  treated  by  decortication  of  the  ventricles 


are  presented  together  with  the  preoperative  and 
postoperative  cardiac  catheterization  studies. 
Common  factors  in  the  preoperative  catheteriza- 
tion studies  were  significant  pulmonary  hyper- 
tension and  marked,  though  nearly  equal,  eleva- 
tion of  pressures  in  the  cavae  and  right  atrium. 
Four  of  the  patients  had  an  excellent  clinical 
response  after  operation  and  in  these  the  post- 
operative catheterization  studies  revealed  normal 
or  near  normal  pulmonary  and  peripheral  venous 
pressures.  The  fifth  patient  continued  to  have 
pulmonary  hypertension  and  eventually  expired. 
Postmortem,  examination  showed  that  consider- 
able constricting  scar  was  present  over  the 
posterolateral  half  of  the  left  ventricle  so  that 
adequate  liberation  of  that  chamber  had  not  been 
achieved.  In  none  of  these  patients  was  any 
effort  made  at  the  time  of  operation  to  decorticate 
the  right  atrium  and  the  vena  cavae. 

The  authors  conclude  that  pulmonary  hyper- 
tension is  a constant  and  important  finding  in 
constrictive  pericarditis  and  that  it  may  be  com- 
pletely relieved  by  adequate  decortication  of  the 
left  ventricle.  Decortication  of  the  right  ventricle 
relieves  the  elevated  peripheral  venous  pressure 
and  they  feel  that  no  attention  need  be  paid  to 
the  right  atrium,  vena  cavae  or  pulmonary  veins 
at  the  time  of  operation.  (Abstracted  for  the 
Middle  Tennessee  Heart  Association  by  Walter 
Dively,  M.D,  Nashville.) 
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Vanderbilt  University  Hospital* 

A Few  Intraoperative  Complications  of 
Hysterectomies 

DR.  BURCH:  This  is  not  a Vanderbilt 
University  Hospital  case,  but  was  treated  by 
a member  of  our  staff  at  another  institution. 
The  case  represents  certain  problems  con- 
cerning the  intra-operative  complications  of 
hysterectomy  which  are  worthy  of  discus- 
sion. The  case  will  be  presented  by  Dr. 
Robert  Chalfant. 

DR.  CHALFANT:  A 39  year  old  white  female 
para  III,  gravida  III,  was  first  admitted  to  the 
hospital  October  17.  Her  complaint  was  the  pas- 
sage of  urine  per  vagina  for  4 months.  Four 
months  before  she  had  a total  hysterectomy  in 
another  center  for  fibroids  associated  with  meno- 
metrorrhagia.  The  passage  of  urine  through  the 
vagina  had  begun  during  the  postoperative  period. 
(Her  story  was  rather  sketchy  as  to  what  had  oc- 
curred.) Apart  from  this  complaint,  she  had  had 
no  other  symptoms  of  any  disability  and  her  gen- 
eral health  had  always  been  good.  Her  menarche 
was  at  12  years  of  age,  periods  occurring  regularly 
every  28  to  30  days  and  lasting  4 to  5 days  with  a 
moderate  amount  of  flow,  no  dysmenorrhia  and  no 
discharge.  She  denied  venereal  disease.  At  the 
age  of  33  years,  following  her  last  child’s  birth, 
she  began  having  increased  menorrhagia  which 
ended  in  metrorrhagia  for  9 months  prior  to  the 
operation  at  the  age  of  39.  Her  obstetrical  his- 
tory revealed  three  full-term  normal  infants  each 
of  whom  delivered  spontaneously.  The  youngest 
child  being  6 years  of  age. 

Physical  examination  and  functional  inquiry 
were  non-contributory  apart  from  pelvic  exami- 
nation. Abdominal  examination  revealed  a well 
healed  right  paramedian  incision.  There  were  no 
masses  or  tenderness  in  the  abdomen  nor  on  pelvic 
examination,  there  was  a normal  external  genitalia 
with  a parous  introitus,  a well  supported  anterior 
and  posterior  vaginal  wall  without  relaxation. 
There  was  no  demonstrable  stress  incontinence. 
On  bimanual  examination  a dimple  could  be  felt 
slightly  to  the  right  side  of  the  vault  of  the 
vagina  with  considerable  scar  tissue  reaction 
about  it.  The  remainder  of  the  vault  was 
freely  mobile.  There  were  no  thickening 
or  masses  and  the  adnexa  were  clear.  Ovaries 
and  tubes  could  not  be  palpated.  On  vis- 
ualization of  the  vaginal  canal  high  in  the  vault 
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on  the  right  anterior  wall  of  the  vagina  was  a 
small  slit-like  opening  measuring  approximately 
0.25  cm.  in  length  from  which  could  be  seen  no 
leakage  of  urine.  A small  probe  was  passed 
through  this  opening,  and  it  passed  readily  upward 
and  forward  in  the  direction  of  the  bladder.  The 
examination  confirmed  an  opening  in  the  vaginal 
mucosa,  but  no  definite  location  could  be  identified. 

Her  previous  operative  report  was  secured  and 
in  the  operative  note  of  her  family  physician  it 
was  noted  that  she  had  a multiple  leiomyomata 
uteri  for  which  a total  hysterectomy  was  per- 
formed. Her  hemoglobin  on  admission  at  that 
time  had  been  8 Gm.  She  was  having  almost  con- 
tinual vaginal  bleeding  and  prior  to  the  abdominal 
hysterectomy  a D & C was  carried  out  to  rule  out 
possibility  of  malignancy.  The  cervix  had  been 
clean.  She  had  been  given  whole  blood  preoper- 
atively  and  at  the  time  of  surgery  her  hemoglobin 
was  11  Gm.  During  the  operation,  the  course  of 
the  right  ureter  was  distorted  due  to  an  interliga- 
mentous  fibroid  in  the  broad  ligament.  In  addi- 
tion, in  the  angle  of  the  vault  of  the  vagina  consid- 
erable bleeding  had  been  encountered  which  had 
required  packing  and  multiple  ligatures  at  the 
time.  The  vault  of  the  vagina  was  closed  from 
above.  The  haemostasis  was  secured  and  the  area 
was  reperitonealized  at  the  close  of  the  operation. 

A satisfactory  immediate  operative  result  was 
obtained.  On  the  patient’s  tenth  postoperative  day 
she  had  a brisk  hemorrhage  from  the  vagina  which 
was  immediately  packed,  but  the  bleeding  contin- 
ued. The  patient  was  returned  to  the  operating 
l oom  and  under  direct  visualization  a bleeder  could 
be  seen  in  the  right  side  of  the  vaginal  cuff  and  a 
mattress  suture  was  inserted  in  the  vaginal  cuff. 
This  contained  the  bleeding  and  the  remainder  of 
the  postoperative  course  was  uneventful.  Follow- 
ing her  return  home,  she  had  the  normal  amount 
of  vaginal  discharge  which  did  not  clear.  At  her 
six  week  postoperative  check  there  was  some  wa- 
tery vaginal  discharge.  A diagnosis  of  a fistula 
formation  between  either  urethra,  ureter  or  blad- 
der and  the  upper  portion  of  the  vagina  was  made. 
Her  family  physician  contacted  the  staff  of  this 
hospital  and  a plan  of  therapy  was  outlined.  A 
period  of  at  least  4 months  observation  was  al- 
lowed for  reaction  to  subside.  During  this  time 
she  was  placed  on  Gantrisin  and  ammonium 
chloride  to  maintain  an  aseptic  and  acid  urine. 

She  was  readmitted  to  the  hospital  for  repair  of 
the  fistula.  By  inserting  a foley  catheter  and  in- 
stilling 250  cc.  of  urine  in  the  bladder,  one  could 
not  adequately  demonstrate  a flow  of  urine  through 
the  vaginal  opening.  On  adding  methylene  blue 
and  increasing  the  bladder  capacity  to  400  cc.  the 
colored  urine  could  be  seen  to  pass  through  the 
tract  into  the  vaginal  canal.  In  order  to  rule  out 
any  other  abnormalities  of  the  genito-urinary  sys- 
tem an  IV  pyelography  was  done.  This  revealed 
normally  functioning  kidneys  and  normal  courses 
of  the  ureters  into  the  bladder.  Under  direct 
cystoscopy  a fine  urethral  catheter  was  inserted 
into  the  bladder  and  passed  through  this  opening 
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down  into  the  vaginal  canal.  This  clearly  identi- 
fied it  as  a single  vesiscovaginal  fistula. 

Operative  repair  of  the  fistula  was  carried  out 
on  October  22.  There  was  continuous  drainage 
through  the  catheter  for  a period  of  4 days  post- 
operatively.  She  was  placed  on  urinary  antibiotics 
and  had  an  uncomplicated  postoperative  course. 
She  was  ambulatory  immediately  postoperatively. 
On  discharge  on  the  12th  postoperative  day,  the 
vaginal  vault  was  completely  dry;  there  was  no 
evidence  of  leakage  of  urine  into  the  vaginal  orifice 
and  there  was  no  residual  urine  in  the  bladder. 
She  has  been  followed  closely  in  postoperative 
clinic  and  now  6 months  postoperatively  she  has 
a satisfactory  cure. 

DR.  BURCH:  Thank  you,  Dr.  Chalfant 
This  case  is  presented  to  introduce  the  sub- 
ject of  intra-operative  complications  asso- 
ciated with  hysterectomy  by  either  the 
abdominal  or  the  vaginal  route.  Three 
problems  are  met  occasionally  in  doing  a 
hysterectomy:  hemorrhage,  ureteral  damage 
and  bladder  lacerations.  This  case  illus- 
trates several  complications  that  can  occur 
during  hysterectomy. 

DR.  H.  ROGERS:  What  is  the  commonest 
intra-operative  complication? 

DR.  C.  WILLIAMS:  Hemorrhage  is  usual- 
ly considered  the  most  common  and  the 
most  important.  It  is  usually  unforeseen, 
annoying  and  can  at  times  be  terrifying. 

DR.  J.  BATES:  Would  you  feel  that  all 
operative  cases  should  be  cross-matched  and 
typed  preoperatively. 

DR.  W.  McGANITY : As  a general  rule, 
the  answer  is  no.  But  for  any  major  abdom- 
inal or  vaginal  procedure,  the  patient  should 
be  crossed  and  typed  preoperatively  and 
blood  should  be  available  in  the  room  during 
the  operative  procedure.  An  intravenous 
infusion  should  be  running  and  blood  should 
be  used  as  indicated. 

DR.  H.  MORGAN:  When  should  the  blood 
be  started? 

DR.  McGANITY:  That  depends  on  sev- 
eral factors.  First  of  all,  the  patient’s  pre- 
vious condition.  Obviously  the  patient,  who 
has  come  into  the  hospital  in  shock,  will  have 
blood  started  before  coming  to  the  operating 
room.  But  if  you  have  a patient  who  is  in 
good  condition  with  an  adequate  hemoglo- 
bin, there  is  no  need  to  use  blood  routinely 
during  a major  operation.  The  use  of  blood 
should  be  limited  to  definite  indications  dur- 
ing the  intra-operative  period.  Uncontrol- 


able  hemorrhage  is  an  indication,  as  is  the 
gradual  loss  of  blood  from  generally  oozing 
surfaces  producing  a lowering  of  blood  pres- 
sure and  gradual  decline  in  the  general  con- 
dition. Otherwise  the  routine  use  of  blood 
just  because  it  is  available  is  wasteful,  un- 
necessary, and  has  a certain  risk  to  the 
patient  due  to  incompatible  blood  reactions. 

DR.  M.  VELLER:  What  are  the  common- 
est causes  of  intra-operative  hemorrhage? 

DR.  E.  WILLIAMS:  In  simple  abdominal 
and  vaginal  hysterectomies  most  of  the  hem- 
orrhage results  from  technical  errors  in  the 
making  of  pedicles  and  tying  of  ligatures — 
ties  break  and  clamps  slip.  Good  clamps, 
adequate  pedicles  and  suture  material  are 
essential.  A bite  that  includes  between  one- 
half  and  two-thirds  of  the  average  size  Koch- 
er  is  a reasonable  bite  to  be  included  in  one 
mass  ligature. 

DR.  G.  CRAFTON:  What  should  one  do 
when  a clamp  does  slip? 

DR.  E.  WILLIAMS:  Usually  there  has 
been  enough  crushing  by  the  clamp  to  con- 
trol the  hemorrhage  momentarily  and  the 
proper  procedure  is  to  grasp  the  slipped  tis- 
sue side  to  side  in  a series  of  straight  Koch- 
ers  or  Allis  clamps.  These  can  then  be  tied 
off  with  a series  of  interlocking  ligatures. 

DR.  M.  VELLER:  Where  does  major  hem- 
orrhage in  the  pelvis  arise? 

DR.  BURCH:  It  comes  from  two  places. 
First,  and  probably  most  commonly,  it  comes 
from  the  uterine  artery.  But  even  this 
catastrophe  is  minor  in  comparison  to  the 
really  great  hemorrhages  that  can  occur 
from  accidental  injury  to  the  vessels  of  the 
side  wall  of  the  pelvis.  In  both  cases,  it  is 
most  important  to  make  an  attempt  to  con- 
trol the  bleeding  by  ordinary  principles  of 
packing.  There  is  no  place  for  the  wild 
stabbing  with  forceps  into  a puddle  of  blood. 
It  is  in  this  type  of  procedure  that  many 
ureters  are  crushed,  damaged  and  ligated. 
After  a few  minutes,  one  can  remove  the 
pack.  Sometimes  the  hemorrhage  will  have 
ceased  or  slowed  down  so  that  the  bleeding 
vessel  can  be  seen  and  be  ligated. 

If  not,  two  courses  are  open.  One  is  to 
proceed  with  the  operation,  if  the  pack  is 
controlling  the  situation,  leaving  the  pack 
in  place  and  deferring  any  further  attempt 
to  di'y  up  the  wound  until  the  uterus  has 


September,  1952 


STAFF  CONFERENCE 


365 


been  removed.  If,  on  the  other  hand,  the 
pack  does  not  control  the  situation,  every 
emergency  procedure  is  in  order.  The  anes- 
thetist can  elevate  the  pelvis  to  a full  Tren- 
delenberg;  and  then  transfuse  blood  into  an 
arm  vein  and  into  a leg  on  the  opposite 
side  of  the  bleeding  vessel.  One  can  tem- 
porarily occlude  the  common  iliac  arteries 
and  the  superior  hemorrhoidal  vessels.  The 
latter  can  usually  be  identified  and  a rubber 
intestinal  clamp  placed  along  the  mesentery 
of  the  rectum.  To  occlude  the  common  iliac 
vessels,  open  the  posterior  parietal  perito- 
neum, dissect  the  artery  off  the  vein  and 
pass  a Penrose  drain  under  the  artery  and 
then  by  simply  crossing  the  ends  and  exert- 
ing traction  this  vessel  can  be  occluded. 
This  can  be  maintained  by  a forcep  on  the 
drain.  Once  this  is  done,  the  patient’s  gen- 
eral condition  will  immediately  improve. 
Occlusion  can  be  maintained  on  the  same 
principle  as  in  applying  a tourniquet  to  an 
extremity, — on  for  twenty  minutes  with  re- 
lease for  periods  of  one  to  two  minutes. 
This  is  done  in  order  to  not  completely 
devitalize  the  tissues.  With  the  blood  sup- 
ply thus  occluded  we  can  find  the  bleeding 
source  and  either  by  ligature  or  gelfoam 
pack  deal  with  the  situation. 

DR.  CHALFANT:  Which  of  the  genito- 
urinary injuries  is  the  most  common? 

DR.  C.  WILLIAMS:  Bladder  injuries  are 
more  common  than  the  urethral  injuries. 
Eladder  injuries  themselves  can  occur  at  any 
time  during  the  operative  or  even  the  post- 
operative periods,  as  this  case  will  illustrate. 
There  are  four  stages  in  the  procedure  where 
bladder  injuries  are  most  likely  to  occur. 
The  first  is  on  opening  of  the  lower  part  of 
the  peritoneum.  If  there  is  any  upward  dis- 
placement of  the  bladder  by  tumors,  adhe- 
sions or  pregnancy  (as  a Cesarean  section) 
the  hazard  of  opening  the  bladder  is  in- 
creased. For  this  reason  it  is  important  that 
all  patients  should  be  catheterized  immedi- 
ately pre-operatively  or  that  an  indwelling 
urethral  catheter  be  in  place  during  every 
abdominal  hysterectomy.  The  second  stage 
occurs  during  the  incision  of  the  vesico- 
cervical peritoneum.  Usually  this  area  is 
opened  with  ease,  but  occasionally  it  can  be 
distorted  by  attachments  to  tumors  or  oblit- 
erated by  adhesions.  In  such  instances  it 


is  easy  to  injure  the  bladder  and  at  times 
is  unavoidable.  The  third  type  of  bladder 
trauma  occurs  in  separating  the  dense  ad- 
hesions between  bladder  and  tumors  of 
uterus  or  ovary.  Here  and  in  the  previous 
two,  if  the  laceration  is  high  on  the  bladder 
away  from  its  base,  exposure  is  adequate 
and  simple  repair  can  be  undertaken  at  the 
time.  The  most  important  thing  is  to  recog- 
nize that  the  bladder  has  been  entered.  If 
the  laceration  is  toward  the  base  of  the  blad- 
der or,  as  in  the  fourth  type  in  the  dissection 
of  the  vesicovaginal  septum,  the  exposure 
problem  is  more  troublesome.  It  is  just  as 
important  to  recognize  and  close  the  bladder 
lacerations  in  the  vaginal  route  as  it  is  in 
the  abdominal  route.  The  immediate  clos- 
ure is  simple  and  the  results  are  excellent. 
A two  or  three  layer  closure  with  continuous 
drainage  of  the  bladder  and  a urinary  anti- 
septic in  the  postoperative  period  permits 
almost  all  bladder  lacerations  to  heal  by 
primary  intention. 

DR.  K.  McGILL:  How  can  we  prevent 
bladder  injury? 

DR.  McGANITY:  There  are  three  prin- 
ciples in  performing  vaginal  or  abdominal 
hysterectomies  that  can  help  prevent  these 
occurrences.  First  of  all,  prevention  of  blood 
loss  and  the  maintenance  of  a dry  operative 
field.  Secondly,  adequate  visualization  of 
the  area  in  which  you  are  working,  in  which 
you  are  putting  your  clamps,  in  which  you 
are  tying  vour  ligatures.  Thirdly,  ade- 
quate mobilization  of  the  bladder.  We  have 
no  difficulty  in  treating  lacerations  that  are 
seen  and  recognized  at  the  time  of  the  oper- 
ation. The  ones  that  lead  to  the  difficulty 
and  produce  vesicovaginal  fistulas  are  those 
not  recognized  and  present  themselves  later 
in  this  case. 

DR.  CRAFTON:  What  are  the  principles 
in  the  repair  of  genito-urinary  fistulae? 

DR.  C.  WILLIAMS:  First  and  probably 
most  important  is  to  avoid  too  early  opera- 
tive interference.  At  least  four  months 
should  elapse  after  the  injury  before  any 
operative  approach  should  be  entertained. 
We  must  thoroughly  recognize  the  cause  of 
the  fistula  and  whether  there  has  been  any 
previous  attempts  at  repair.  We  should 
carefully  determine  whether  there  are  mul- 
tiple or  single  fistulas  and  their  situation. 
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In  the  actual  repair,  we  must  have  adequate 
exposure.  We  must  excise  all  of  the  scar 
tissue.  We  must  avoid  tension  of  the  blad- 
der and  we  must  prevent  the  accumulation 
of  blood  between  the  bladder  and  vaginal 
mucosa.  In  the  postoperative  period  we 
must  maintain  a urine  that  is  acid  and  asep- 
tic by  the  use  of  ammonium  chloride,  Gan- 
trisin  or  antibiotics. 

DR.  MORGAN:  What  are  the  risks  and 
how  can  we  avoid  traumatic  injury  to  the 
ureters? 

DR.  CHALFANT:  In  doing  an  abdominal 
hysterectomy  there  are  several  sites  in  its 
course  in  the  pelvis  where  there  is  risk  of 
ligating,  crushing  or  cutting  the  ureter.  The 
first  is  in  the  region  of  the  infundibulopelvic 
ligament  and  the  ovarian  vessels  as  the  ure- 
ter comes  over  the  brim  of  the  pelvis;  sec- 
ondly, along  the  posterior  aspect  of  the 
broad  ligament;  and  thirdly,  after  the  ureter 
has  crossed  in  front  of  the  uterine  artery  on 
its  way  to  the  bladder  in  the  parametrial 
region.  There  are  again  a few  principles 
that  can  be  helpful.  Palpation  of  the  ureter 
as  it  crosses  the  pelvic  brim  is  always  possi- 
ble and  the  course  can  be  palpated  through- 
out the  whole  length  down  to  its  insertion 
into  the  bladder.  Here  again  it  is  important 
that  we  have  a dry  operative  field.  And  the 
third  helpful  item  is  adequate  mobilization 
of  the  bladder,  especially  in  the  angles  about 
the  cardinal  ligaments.  If  the  anatomy  is 
distorted  by  adhesions  or  tumors,  the  added 
time  in  dissection  and  visualization  of  the 
whole  course  of  the  urethra  is  worthwhile. 

DR.  STEPHENSON:  What  should  one  do 
when  a ureter  is  cut? 

DR.  BURCH:  When  a ureter  is  cut,  three 
procedures  are  available, — first,  ligation  of 
the  proximal  end,  secondly,  anastomosis,  and 
thirdly,  reimplantation.  Double  ligation  of 
the  proximal  end  of  the  ureter  produces 
hydronephrosis  and  subsequent  pressure 
atrophy  in  the  cortex.  It  is  an  old  and 
satisfactory  procedure  in  more  than  50 
per  cent  of  the  cases  where  a kidney 
can  be  sacrificed.  Nowdays  ligation  is  not 
recommended  unless  the  condition  of  the 
patient  is  so  critical  that  it  would  seem 
unwise  to  use  the  time  consuming  procedure 
as  the  other  two  are.  Of  these  other  two, 
suturing  is  the  most  satisfactory.  Its  tech- 


nique is  simple, — a small  rubber  T-tube  is 
introduced  through  a small  incision  in  the 
ureter  above  the  line  of  anastomosis  through 
a separate  stab  wound  in  the  abdomen.  If 
such  a tube  is  not  at  hand,  a ureteral  cathe- 
ter can  be  passed  up  into  the  pelvis  and 
down  into  the  bladder.  A few  fine,  catgut 
sutures  will  hold  the  two  ends  of  the  ureter 
together  and  drainage  is  provided  through 
the  flank  by  a separate  stab  wound.  The 
catheter  must  be  fixed  in  the  ureter,  other- 
wise peristalsis  will  pass  it  down  below  the 
level  of  the  anastomosis  in  a short  time.  It 
can  be  securely  fixed  with  the  foley  catheter 
in  bladder  so  that  peristalsis  will  not  disturb 
the  line  of  anastomosis.  If  the  ureter  is  sev- 
ered in  the  lower  third,  it  can  sometimes  be 
implanted  into  the  bladder  itself  while  li- 
gating the  distal  end.  As  to  whether  this  or 
an  anastomosis  is  done  is  primarily  one  of 
the  degree  of  mobilization  of  the  proximal 
end  of  the  ureter.  The  proximal  end  of  the 
ureter  is  split  upwards  in  a longitudinal  axis 
for  about  a half  an  inch  and  a ureteral  cath- 
eter inserted  in  the  ureter  and  passed  into 
the  kidney  pelvis.  A stab  wound  is  opened 
in  the  bladder  and  a suture  with  a needle  in 
the  bladder  and  a suture  with  a needle 
in  both  ends  catches  each  of  the  uretheral 
halves.  These  sutures  then  passed  through 
the  bladder  are  brought  out  approximately 
three-fourths  of  an  inch  to  the  side  of  the 
stab  wound.  The  tying  of  these  sutures  will 
then  pull  the  ureter  into  the  bladder  and 
open  up  the  divided  end  in  a butterfly  fash- 
ion. A few  stay  sutures  between  the  ureter 
and  the  bladder  completes  the  anastomosis. 
Suprapubic  drainage  through  the  space  of 
Retzius  completes  the  drainage  of  the  blad- 
der and  the  lower  end  of  the  uretheral 
catheter  emerges  along  side  the  bladder 
catheter  and  is  tied  to  it. 

DR.  MORGAN:  Is  the  only  risk  of  ure- 
teral injury  due  to  actual  severing  or  ligat- 
ing of  the  ureter? 

DR.  McGANITY:  No,  and  nowdays  prob- 
ably one  of  the  commonest  causes  of  ureter- 
al injury  is  in  the  x'adical  operation  for 
uterine  and  cervical  malignancy.  In  these 
procedures  the  whole  course  of  the  ureter 
from  the  pelvic  brim  to  the  incision  of  the 
bladder  is  dissected  free  and  at  the  close  of 
the  operation,  the  ureters  run  across  the 
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pelvis  like  wires  across  a chasm.  They  are 
intact  and  there  is  no  visible  evidence  of 
injury,  yet  in  a number  of  cases  a fistula 
has  developed  from  five  to  thirteen  days 
postoperatively. 

DR.  CRAFTON:  What  factors  cause  this 
distressing  situation? 

DR.  BURCH:  The  main  factor  is  blood 
supply.  The  blood  supply  of  the  lower 
portion  of  the  ureter  passes  along  in  the 
areolar  tissue.  Some  of  the  blood  supply 
comes  from  the  arteries  and  veins  descend- 
ing from  the  kidneys  and  anastomosing  with 
another  group  that  ascends  the  bladder.  At 
various  points  smaller  vessels  are  given  off 
and  join  this  para-ureteral  network.  These 
arise  from  the  iliac,  the  hypogastric,  uterine, 
and  the  middle  hemorrhoidal  vessels.  The 
sum  total  of  blood  carried  through  these 
small  accessory  arterial  vessels  make  up  a 
goodly  portion  of  the  blood  supply  of  the 
pelvic  ureter.  We  know  that  in  doing  radi- 
cal surgery  we  cannot  avoid  impairing  the 
nervous  control  of  the  bladder.  With  this 
comes  a urinary  retention.  In  spite  of  all 
our  precautions  with  antibiotics,  the  bladder 
residual  does  become  infected  producing  a 
subsequent  stasis  in  the  ureters  so  that  con- 
tinuous decompression  of  the  bladder  is  ab- 
solutely essential  until  bladder  tone  returns 
in  five  to  six  weeks  postoperatively.  This  is 
done  by  means  of  an  indwelling  catheter. 
The  combination  of  ascending  infection,  de- 
vitalizing blood  supply  in  the  pelvic  ureter 
itself  and  the  fact  that  its  course  normally 
would  lie  in  a raw,  open  and  potentially 


infected  area,  all  contribute  to  the  distress- 
ing situation  of  having  ureters  slough  from 
five  to  thirteen  days  postoperatively. 

DR.  H.  ROGERS:  Is  there  anything  we 
can  do  to  alleviate  this  condition? 

DR.  BURCH:  Yes,  continuous  bladder 

drainage  helps.  Secondly,  the  ureters  as  a 
rule  do  not  need  to  be  stripped  clean;  some 
of  the  loose  areolar  tissue  which  carries  the 
blood  supply  can  be  preserved.  Thirdly  and 
possibly  most  important,  it  is  possible  to 
envelop  the  denuded  ureters  with  a perito- 
neal sheath.  In  this  manner  if  a slough  does 
develop,  it  can  be  plugged  by  the  peritoneum 
and  the  ureter  can  regenerate  a new  chan- 
nel. We  know  that  the  ureter  has  great 
ability  to  regenerate  as  long  as  it  is  splinted 
by  a catheter.  In  using  a peritoneal  envel- 
opment we  are  using  the  same  physiological 
principle.  Our  experience  to  date  certainly 
indicates  that  the  employment  of  these 
measures  has  greatly  lowered  the  incidence 
of  ureteral  fistula  following  radical  surgical 
procedures. 

In  summing  up,  there  are  three  major  ab- 
dominal intra-operative  complications  which 
can  be  of  serious  immediate  or  residual  sig- 
nificance in  the  performance  of  a total  hys- 
terectomy,— they  are  hemorrhage,  bladder 
injuries,  and  ureteral  damage.  The  general 
principles  that  should  be  employed  to  avoid 
these  distressing  complications  have  been 
outlined:  a dry  field,  adequate  exposure, 

identification  of  structures  and  proper  mo- 
bilization of  the  bladder. 
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MEDICINE  AND  MANPOWEER  IN  TODAY'S  INDUSTRIES 


Note:  Doctor 

Jean  S.  Felton  of 
Oak  Ridge,  Chair- 
man of  the  T.S.M. 
A.’s  Committee  on 
Industrial  Health, 
kindly  agreed  to 
be  guest  columnist 
and  discuss  a topic 
vital  to  organized 
medicine  today. 

His  message  follows: 

“With  military  preparedness  still  on  the 
ascent  both  here  and  in  those  areas  arms- 
supported  by  the  United  States,  American 
industry  is  being  called  upon  to  convert  its 
manufacture  from  marketable  to  martial 
goods. 

“Manning  these  plants  and  factories  has 
not  been  easily  accomplished  because  of  the 
current  full  employment,  and  the  demands 
of  the  Selective  Service  System.  Those 
physicians  engaged  in  the  specialty  of  in- 
dustrial medicine  long  have  been  accus- 
tomed to  the  conducting  of  pre-placement 
physical  examinations  prior  to  the  hiring  of 
a prospective  worker.  They  have  recog- 
nized that  the  physically  impaired,  the  emo- 
tionally marginal,  the  aged,  and  the  woman 
worker  can,  and  have  turned  in  challenging 
production  records — when  their  physical 
capacities  have  been  matched  with  the  phys- 
ical demands  of  the  job. 

“It  is  not  only  the  Industrial  Physician, 
however,  who  approved  an  individual  for 
employment.  The  American  Academy  of 
General  Practice  reported  in  May,  1950,  that 
95  per  cent  of  its  membership  cared  for  in- 
dustrial cases,  and  that,  in  one  year,  234 
industrial  cases  per  member  were  seen  on 
an  average.  The  examiner  whose  office  is 
not  immediately  at  the  plantsite  may  have 
a dimmed  perspective  of  the  work  capabih- 
ties  of  the  disabled  and  the  aged.  He  may 
be  inclined  to  misinterpret  a physical  disa- 
bility for  a job  disability,  and  reject  an  ap- 
plicant for  work  whose  contribution  might 
not  be  equalled  by  the  specimen  of  physical 
perfection  who  is  not  comparably  motivated. 

“America’s  medical  practitioners  can  aid 


the  production  effort  through  a better 
understanding  of  job  requirements,  and 
through  an  appreciation  of  the  two  greatest 
untapped  sources  of  manpower:  the  11,000- 
000  persons  over  the  age  of  65,  and  the 
20,000,000  moderately  handicapped.  Besides 
these,  there  are  nearly  2,000,000  persons 
with  severe  static  disabilities  who  could 
render  effective  service  in  industry  with 
modern  rehabilitation  training,  and  skilled 
job  replacement  if  approved  by  medical  and 
administrative  managements. 

“As  it  has  been  reported,  ‘The  prejudices 
and  misunderstandings  which  have  de- 
prived us  of  able  employees  are  luxuries  we 
can  no  longer  afford.’  Through  a cooperative 
program  among  team  members — the  family 
physician,  the  industrial  physician,  the  re- 
habilitation specialist,  and  the  employment 
interviewer — our  manpower  needs  can  be 
met. 

“What  are  the  goals? 

“The  recognition  of  the  worth  of  the  phys- 
ically limited  person  who  is  capable  of 
productive  employment. 

“The  practicable  and  desirable  rehabili- 
tation of  the  chronically  impaired  to  a 
wage-earning  status. 

“The  retention  of  the  physically  and  emo- 
tionally fit  aged  worker  in  industry. 

“The  utilization  of  the  woman  worker  in 
industry  as  a realistic  view  of  distaff 
strength. 

“How  can  these  goals  be  attained? 

“By  a cross-fertilization  of  ideas  between 
the  physician  in  industry  and  the  gen- 
eral practitioner  and  specialist  outside 
industry. 

“Through  better  communication,  and  with 
an  increased  understanding  among 
practitioners  of  each  other’s  goals,  the 
employee-patient  will  better  be  able  to 
pull  his  load  in  the  nation’s  defense 
during  the  tremendous  days  of  this, 
our  Atomic  Age.” 

i/. 


Dr.  Smith 
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ATABUSE  IN  THE  MANAGEMENT 
OF  THE  ALCOHOLIC 


Within  recent  months  two  instances  have 
come  to  your  editor’s  attention  in  which 
Antabuse  had  been  prescribed  apparently 
without  proper  attention  to  details.  The 
severe  reaction  in  one  prompted  some  study 
on  the  matter.* 

It  appears  that  Antabuse,  the  trade  name 
for  tetra-ethylthiuram  disulfide,  has  been 
used  in  the  Scandinavian  counties  for  sev- 
eral years  as  an  adjunct  to  the  use  of  psy- 
chotherapy in  the  handling  of  the  chronic 
alcoholic.  The  drug  does  not  affect  the  rate 
of  elimination  of  alcohol  from  the  body,  but 
by  its  effect  on  enzyme  systems  of  the  liver 
it  interferes  with  the  usual  metabolic  utili- 
zation of  alcohol.  In  those  receiving  Anta- 
buse, the  acetaldehyde  content  of  the  blood 
after  the  ingestion  of  alcohol  is  much  higher 
than  in  persons  taking  the  same  amount  of 
alcohol  without  the  drug.  Furthermore,  the 
symptoms  of  reaction  are  related  to  the  level 

*Report  of  the  Council  on  Pharmacy  and  Chem- 
istry. Antabuse  in  the  Treatment  of  Alcoholism, 
J.A.M.A.,  149:275,  1952. 


of  acetaldehyde. 

Since  the  drug  is  slowly  absorbed  from 
the  intestine  it  must  be  taken  some  12  to  24 
hours  before  a test-dose  of  alcohol.  The 
drug  is  so  slowly  excreted  that  even  some 
days  after  a single  dose,  unpleasant  symp- 
toms may  follow  the  ingestion  of  alcohol. 
The  symptoms  usually  appear  within  5 to 
15  minutes  in  the  drug-prepared  person, 
after  the  taking  of  alcohol.  A blood  alcohol 
level  of  about  50  mg.  per  cent  will  give  the 
full  picture  of  reaction.  Unconsciousness 
may  be  anticipated  if  the  alcohol  level  is  of 
125  to  150  mg.  per  cent.  The  reaction  may 
last  for  hours  dependent  upon  the  amount 
of  alcohol  in  the  blood. 

If  the  person  is  under  50  years  of  age,  and 
has  no  myocardial  or  coronary  disease,  the 
dosage  may  be  established  by  use  of  a test 
dose  of  alcohol.  After  a brief  period  of 
treatment  alcohol  is  administered  to  produce 
symptoms  of  reaction.  Investigators  at  Bay- 
lor University  School  of  Medicine  studied  a 
group  of  patients  for  reactions  on  the  fol- 
lowing schedule.!  After  careful  physical 
examination,  including  an  electrocardio- 
gram, the  patient  was  given  1 gram  of  Anta- 
buse daily.  On  the  fourth  day  he  was  given 
an  ounce  of  95  per  cent  ethyl  alcohol  in  four 
ounces  of  water,  orally.  If  the  reaction  was 
mild  this  dosage  was  continued,  if  more 
severe  or  severe  the  dose  of  Antabuse  was 
reduced  proportionately. 

The  symptoms  of  reaction  are  flushing, 
fullness  and  throbbing  in  the  head,  sweat- 
ing, difficulty  in  breathing,  palpitation,  tach- 
ycardia, nausea  and  vomiting.  Drowsiness 
supervenes  followed  by  sleep.  Hypotension 
develops,  the  blood  pressure  dropping  to  lev- 
els of  60/30.  Electrocardiographic  changes 
if  present  consisted  of  reversible  T wave 
and  ST  segment  alterations. 

It  can  readily  be  seen  that  there  are  in- 
herent dangers  in  the  use  of  Antabuse  in 
older  patients  as  well  as  in  those  with  myo- 
cardial disease.  Hypotension  in  such  in- 
stances may  be  serious.  Furthermore,  if  the 


tSmith,  J.  A.,  Dardin,  P.  J.,  and  Brown,  W.  T.: 
The  Out-Patient  Treatment  of  Chronic  Alcohol- 
ism with  Antabuse,  with  an  Evaluation  of  the 
Cardiovascular  Complications  Occurring  During 
the  Alcohol-Antabuse  Reaction,  Am.  Prac.,  3:525, 
1952. 
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patient  is  not  thoroughly  indoctrinated  in 
the  dangers  of  drinking  excessively  while  on 
the  drug  therapy  he  may  experience  serious 
reactions, — the  degree  of  reaction,  as  indi- 
cated, being  dependent  upon  the  level  of 
blood  alcohol. 

The  physician  must  guard  against  the 
misconception  that  Antabuse  offers  a magic 
potion  to  eliminate  the  taste  for  alcohol,— 
one  that  the  alcoholic’s  wife  may  put  in  her 
husband’s  coffee.  The  place  the  drug  has 
made  for  itself  is  that  of  an  adjunct  to  the 
fundamental  feature  in  treatment, — psycho- 
therapy. The  alcoholic  patient  is  sick  men- 
tally. A drug  which  gives  him  an  unpleas- 
ant reaction  is  not  likely  alone  to  keep  him 
from  alcohol.  For  effective  treatment  the 
patient  must  continue  the  drug,  and  he  will 
do  this  only  if  interviews  with  his  physician 
are  frequent  enough  to  sustain  a desire  for 
continued  abstinence. 

R.  H.  K. 

* 

MEDICAL  PROFESSION'S  AID 
TO  MEDICAL  EDUCATION 

As  the  end  of  the  year  approaches  physi- 
cians of  means  may  be  thinking  of  contri- 
butions to  be  made  for  income  tax  reduction 
purposes.  In  such  planning  the  financial 
plight  of  medical  schools  should  be  recalled. 
The  cost  of  medical  education  comes  high. 
Medical  schools,  especially  those  not  subsi- 
dized by  the  states’  taxpayers  are  almost  cer- 
tain to  fall  into  the  hands  of  government 
influence  sooner  or  later  through  Federal 
financial  aid.  (Already  great  sums  of  Feder- 
al funds  are  aiding  medical  schools  through 
research  grants.  These  will  continue  in 
coming  years  of  almost  sheer  necessity.  As 
long  as  this  money  represents  the  lesser 
fraction  of  school  income,  it  is  unlikely  that 
school  policy  will  come  under  the  thumb  of 
governmental  pressures.) 

The  importance  of  keeping  the  medical 
schools  free  is  appreciated  by  certain  organ- 
izations which  have  moved  in  the  direction 
of  supplying  much  needed  funds.  These 
may  to  some  extent  replace  the  philanthro- 
pies of  the  great  private  fortunes  of  the  past. 
One  of  these  is  a lay  group,  the  other  profes- 
sional. The  first  organization  is  the  National 
Association  of  Manufacturers.  In  its  reso- 
lution adopted  in  the  fall  of  1951,  it  said. 


“Essential  to  the  perpetuation  of  the  Ameri- 
can way  of  life  is  a system  of  education 
which  includes  both  privately  and  publicly 
supported  schools,  colleges  and  universities. 
The  privately  supported  institutions  are  in 
a critical  financial  plight.  The  public  insti- 
tutions, state  and  local,  are  likewise  having 
serious  financial  difficulties.  Industry  rec- 
ognizes the  essential  contributions  made  by 
these  institutions  to  the  development  of 
leadership  . . . and  the  development  of  social 
and  civic  competence  of  our  citizenry.” 
(The  medical  schools  are  a major  drain  on 
the  budgets  of  many  universities  and  there- 
by weaken  the  financial  structures  of  these 
institutions.)  To  implement  this  viewpoint 
the  National  Association  of  Manufacturers 
has  set  up  the  National  Fund  for  Medical 
Education  with  the  aim  of  annually  raising 
$5,000,000  from  private  sources.  The  second 
organization,  a professional  one,  related  to 
the  National  Fund  for  Medical  Schools  is 
your  American  Medical  Association  which 
last  year  started  its  fund  as  the  American 
Medical  Education  Foundation.  As  an  or- 
ganization it  made  its  first  contribution  of 
$500,000, — some  of  your  dollars  paid  in  dues. 

By  the  fall  of  1951  the  National  Fund  for 
Medical  Education  had  collected  $1,400,000. 
Grants  had  been  given  to  79  medical  schools. 
The  four  year  schools  each  received  $15,000 
and  the  two  year  schools  $7,500  each.  Wor- 
thy of  emphasis  is  the  fact  that  the  money 
was  given  bv  the  Fund  without  any  strings 
tied  to  the  grants.  The  schools  had  unre- 
stricted use  of  these  funds.  Thus  the  schools 
have  had  funds  made  available  for  use  as 
needed  to  maintain  the  highest  possible 
teaching  standards. 

Of  the  $1,400,000  mentioned  above,  40  per 
cent  came  from  the  medical  profession.  This 
is  as  it  should  be,  since  the  profession  has 
assumed  the  responsibility  of  establishing 
and  maintaining  high  standards  in  medical 
education.  It  was  not  government  which 
laid  down  the  rules  for  these  standards.  It 
was  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion which  did  so.  In  1905  it  called  the  first 
annual  conference  of  those  agencies  which 
were  vitally  interested  in  standards  in  med- 
ical education.  The  one  most  influential  in 
addition  to  the  Council  of  the  A.M.A.  was 
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the  Association  of  American  Medical  Col- 
leges. Since  that  time  these  two  organiza- 
tions in  splendid  cooperation  actually  have 
advanced  American  medicine  to  the  fore- 
front, a place  held  without  question  for  four 
decades. 

It  is  a strange  though  incontrovertible  fact 
that  a high  proportion  of  the  medical  pro- 
fession have  little  interest  in  medical  edu- 
cation and  medical  schools  after  they  have 
graduated  and  become  established  in  prac- 
tice. It  is  always  a source  of  wonder  to  your 
editor  when  he  meets  with  this  indifference 
to  medical  education  since  it  is  obvious  that 
the  doctor  owes  his  all  to  his  Alma  Mater. 
Most  fortunately  for  him,  the  medical  pro- 
fession and  the  medical  schools,  the  Ameri- 
can Medical  Association  through  its  Council 
on  Medical  Education  and  Hospitals  retains 
its  place  along  with  the  Association  of 
American  Medical  Colleges,  as  the  arbiter 
of  what  is  good  medical  education. 

As  the  physician  of  means  totals  up  his 
gifts  before  January  first  to  see  where  they 
fall  in  the  tax-free  10  per  cent  of  his  income, 
he  should  not  forget  either  his  Alma  Mater 
or  the  American  Medical  Education  Foun- 
dation of  the  A.M.A.  He  can  thus  repay 
some  of  his  debt  for  the  education  only  par- 
tially paid  for  by  his  tuition.  But  more 
importantly,  possibly  his  son  or  his  grand- 
son may  have  the  opportunity  to  get  his 
medical  education  from  teachers  unham- 
pered by  the  deadening  influence  of  feder- 
ally controlled  administrative  policy. 

R.  H.  K. 


Dr.  John  C.  Ayres,  Sr.,  Memphis  and  fa- 
ther of  Dr.  John  C.  Ayres,  Jr.,  of  the  same 
city,  died  August  18,  1952.  Aged  75. 

* 

Dr.  Oswald  S.  McCown,  Memphis,  after 
more  than  a half-century  of  medical  prac- 
tice, died  August  19,  1952.  Aged  79. 

* 

Dr.  Richard  Leonard  Mathews,  Spring- 
field,  who  had  practiced  in  Robertson  Coun- 
ty for  forty-seven  years,  died  August  16. 
1952,  in  a Nashville  hospital.  Aged  69. 


PROGRAMS  AND  HEWS  ' 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County  Society 

The  August  14th  meeting  of  the  Society 
was  held  at  the  home  of  Dr.  Fred  Marsh, 
president,  in  Riverview.  Dr.  Marsh,  after 
serving  the  more  than  150  physicians  with  a 
delicious  barbecue  plate,  introduced  the 
guest  speaker  of  the  evening.  He  was  Dr. 
Baker  Hubbard,  Jackson,  Tennessee,  who 
spoke  on  the  “Use  of  the  Flat  Plate  X-Ray 
in  Diagnosing  Ailments  of  the  Abdomen." 

* 

Consolidated  Medical  Assembly 

Over  100  members  of  the  Assembly  from 
some  fourteen  counties  of  West  Tennessee 
gathered  at  the  farm  of  Dr.  Charles  Webb 
(Quinlac  Farm)  for  the  Assembly’s  Annual 
Barbecue.  One  of  Dr.  Webb’s  buffalo  from 
the  farm  supplied  the  physicians  with  both 
barbecue  and  stew.  Dr.  Webb,  after  wel- 
coming the  members  and  many  physician- 
visitors  from  Nashville  and  other  sections, 
explained  briefly  his  interest  in  the  develop- 
ment of  Quinlac  Farm  with  its  varied  stock 
of  cattle  and  fowl.  Dr.  Duncan  Eve,  Nash- 
ville, made  the  response  to  the  welcome. 

* 

Knoxville  Academy  of  Medicine 

Dr.  E.  Park  Nicely  was  scheduled  to  ad- 
dress the  Academy  on  its  August  19th  meet- 
ing on  the  subject  of  “Retropubic  Prostatec- 
tomy,” with  discussion  by  Dr.  G.  A.  William- 
son, Jr.  The  Secretary,  Dr.  Ralph  Monger, 
in  the  Academy’s  Bulletin  acknowledged  the 
gift  of  a splendid  public  address  system  from 
the  following  members:  Drs.  E.  E.  Miller, 
W.  K.  Swan,  John  Moore,  H.  L.  Pope,  Frank 
Turney,  George  Trotter,  C.  L.  Chumley,  L. 
C.  Caylor,  J.  B.  Naive,  J.  G.  Eblen,  E.  C. 
Idol,  and  Earl  Donathan. 

* 

Memphis-Shelby  County  Society 

One  hundred  and  two  members  and  guests 
of  the  Society  attended  the  dinner  meeting 
at  the  Memphis  Country  Club  on  July  1. 
Dr.  Sam  Raines  reported  that  arrangements 
had  been  made  with  Dr.  Hyman  whereby 
courses  in  public  relations  will  be  arranged 
for  all  medical  students  at  the  University  of 
Tennessee.  President  Henry  Gotten  made 
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another  urgent  appeal  for  doctors  to  support 
the  “Get  Out  the  Vote  Campaign.”  The 
scientific  program  was  a symposium  on 
“Fluid  Balance,”  with  “Medical  Aspects” 
by  Dr.  Daniel  Brody;  “Relations  to  Renal 
Function”  by  Dr.  Holt  Maddux;  “Surgical 
Problems”  by  Dr.  Edward  Stevenson;  and 
“Pediatric  Problems”  by  Dr.  Fontaine  Hill. 
Discussants  were  Drs.  D.  B.  Morrison,  J.  D. 
Hardy,  and  J.  E.  Whiteleather. 

* 

The  Society  has  had  a very  favorable  pub- 
lic reaction  to  its  recent  Television  program 
on  WMCT-TV  entitled  “Your  Health  and 
Your  Freedom.”  The  half-hour  program 
dealing  with  the  private  practice  of  medi- 
cine was  participated  in  by  Dr.  John  E.  Cox, 
Dr.  C.  D.  Hawkes,  Dr.  Lean  Hawkes,  and 
Bob  Bird,  Executive  Secretary  of  the  Soci- 
ety. Subjects  included  in  the  program 
were  medical  care  costs,  prepaid  hospital 
and  surgical  insurance,  the  Tennessee  Plan, 
with  its  newly  increased  income  limits  for 
full  coverage,  the  profession's  continuous 
efforts  to  provide  better  medical  care,  and 
the  public  service  activities  of  the  Society’s 
executive  office.  It  was  estimated  that  more 
than  100,000  persons  in  the  Memphis  area 
viewed  the  program. 

-k. 

Rutherford  County  Society 

Dr.  William  Shaklett,  Murfreesboro,  pres- 
ident of  the  Society,  gave  strong  support  to 
the  Red  Cross  blood  program  by  a public 
statement  urging  citizens  to  replace  blood 
supplied  by  the  Agency.  He  pointed  out 
that  heavy  civilian  and  military  demands 
on  the  Red  Cross’s  banks  made  it  necessary 
that  Rutherford  Countians  increase  their 
replacements  if  the  County  was  to  remain 
in  the  Blood  Collecting  Program. 


Medical  Research  Grants  by  N.I.H. 

National  Institute  of  Health,  in  its  first 


publication  of  medical  research  grants  this 
fiscal  year  (July  1,  1951,  to  June  30,  1952), 
announces  that  almost  $9  million  has  been 
distributed  or  allocated  since  last  October. 
N.I.H.  postponed  the  usual  fall  and  winter 
announcements  in  preparation  for  a change 
in  announcement  procedure.  Henceforth  all 
grants  will  be  announced  in  Public  Health 
Reports.  Almost  a thousand  separate  proj- 
ects are  sharing  in  current  distributions  for 
work  in  cancer,  heart  disease,  arthritis  and 
metabolic  diseases,  dental  diseases,  mental 
health,  neurological  diseases  and  blindness 
and  microbiology,  as  well  as  general  health 
problems.  Following  is  a breakdown  of 
grants  just  announced,  but  allocated  in  Oc- 
tober and  February: 


No.  of 

Amount 

No.  of 

Amount 

new  projects 

renewals 

October  249 

$2,188,699 

288 

$2,412,271 

February  176 

1,831,563 

224 

2,473,144 

Total  425 

4,020,262 

512 

4,885,415 

* 


Commerce  Department  Reports  on 
Physicians’  Income  for  1950  and  1951 

Survey  of  Current  Business,  Commerce 
Department  publication,  carries  the  results 
of  the  latest  survey  of  incomes  for  physi- 
cians, dentists  and  lawyers  for  1950-51.  Phy- 
sicians’ incomes  rose  at  about  the  same  rate 
as  the  general  public’s  income.  The  sample 
of  639  physicians  is  compared  with  the  re- 
sults of  the  major  Commerce  Department 
survey  for  1949  in  which  replies  from  al- 
most 30,000  physicians  were  used.  The  De- 
partment statisticians  weighted  the  returns 
in  some  respects  to  give  a more  accurate 
final  average,  but  did  not  cover  every  possi- 
ble contingency.  The  chart  below  shows  the 
mean  net  income  of  all  physicians  with  cer- 
tain Commerce  Department  breakdowns  for 
the  three  years  covered.  Figures  for  1949 
are  from  the  earlier  study  published  in  1950. 


mean 

net  income 

in  dollars 

percent 

increase 

No.  of  cases 

1949 

1950 

1951 

1949-50 

1950-51 

in  sample 

All  physicians 

11.058 

11.538 

12,518 

4.3 

8.5 

639 

Major  independent 

11,858 

12,345 

13,378 

4.1 

8.4 

413 

Major  salaried 

8,272 

8,727 

9,522 

5.5 

9.1 

266 

Non-salaried 

11,744 

12,324 

13,432 

4.9 

9.0 

349 

All-salaried 

8,434 

8.794 

9,542 

4.3 

8.5 

165 
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University  of  Tennessee 
College  of  Medicine 

Grants  by  the  National  Cancer  Institute 
for  study  on  a cancer  diagnostic  test  have 
been  made  to  Dr.  D.  H.  Sprunt  ($16,103)  and 
to  Dr.  C.  C.  Erickson  ($10,001)  of  the  De- 
partment of  Pathology.  The  agency  also 
granted  $30,951  to  Dr.  F.  E.  Whitacre  of  the 
Department  of  Obstetrics  and  Gynecology 
for  studies  on  women  with  early  or  suspect- 
ed cancer.  A grant  of  $19,586  was  made  to 
Dr.  L.  M.  Graves  of  the  Department  of  Pre- 
ventive Medicine  and  Director  of  the  Mem- 
phis and  Shelby  County  Health  Department 
for  a follow-up  study  of  patients  with  early 
or  suspected  uterine  cancer  found  by  cytol- 
ogy screening  of  the  female  population. 

* 

Dr.  F.  C.  Wilson,  Jr.,  and  Dr.  W.  A.  Neely 
have  recently  joined  the  staff  of  the  Divi- 
sion of  Surgery  to  conduct  research  on  the 
effects  of  diet  on  the  ability  of  the  cancer 
patient  to  undergo  surgery  and  research  on 
thermal  burns  respectively. 

* 

A.  U.  S.  Public  Health  Service  grant  of 
$8,991  has  been  made  to  Dr.  J.  D.  Hardy  of 
the  Department  of  Surgery  to  study  the 
body’s  reaction  to  operations  done  in  a series 
as  in  chest  and  bone  surgery  and  in  skin 
grafting  after  burns. 

* 

The  Division  of  Pathology  and  Bacteri- 
ology has  appointed  the  following  physicians 
as  instructors, — W.  S.  Gilmer,  T.  D.  Norman, 
Helen  Prieto,  Y.  S.  Song  of  Korea,  P.  Finick 
of  Switzerland  and  B.  Larsson  of  Sweden. 
Dr.  Luis  Prieto,  Jr.,  was  appointed  as  assist- 
ant professor. 

All  physicians  within  a 150  mile  radius 
of  Memphis  in  Tennessee,  Arkansas,  Ala- 
bama, Missouri,  Kentucky  and  Mississippi 
are  being  surveyed  by  a Coordinating  Com- 
mittee of  Physicians,  in  cooperation  with  the 
Postgraduate  Department  of  the  University, 
relative  to  selecting  postgraduate  courses  to 
be  given  at  the  University  of  Tennessee 
Medical  Units.  Committee  members  are 
Dr.  W.  T.  Satterfield,  Memphis,  for  the  Ten- 


nessee Academy  of  General  Practice,  Dr.  N. 
Gotten  for  the  Memphis  and  Shelby  County 
Medical  Society,  and  Dr.  J.  Paul  Baird,  Dy- 
ersburg,  for  the  Tennessee  State  Medical 
Association. 

* 

Nashville  Medical  Assembly 

The  Nashville  Medical  Assembly  Commit- 
tee has  practically  completed  its  organiza- 
tional plans  for  the  forthcoming  Nashville 
Medical  Assembly  which  will  be  held  in  the 
Iris  Room  of  the  Hermitage  Hotel  in  Nash- 
ville from  October  29  through  31.  Physi- 
cians from  at  least  six  southeastern  states 
are  expected  to  participate  since  the  Medical 
Assembly  has  developed  into  a regional 
meeting.  Four  to  five  hundred  are  expected 
to  register  for  the  sessions. 

The  Nashville  Medical  Assembly  has  been 
extended  to  a full  three-day  meeting  for  the 
first  time  and  nationally  known  essayists 
will  be  the  speakers.  The  subjects  covered 
will  deal  with  the  latest  developments  in 
medical  science  and  the  program  is  directed 
especially  for  the  assistance  of  general  prac- 
titioners throughout  the  area. 

The  Nashville  Academy  of  Medicine  will 
be  host  at  a dinner  and  scientific  program 
on  Wednesday  evening,  October  29th.  Dr. 
A.  A.  Weech,  University  of  Cincinnati  School 
of  Medicine,  Cincinnati,  Ohio,  will  be  the 
speaker.  His  subject  will  be  “A  Pediatrician 
Looks  at  the  Behavior  Problems  of  Chil- 
dren.” 

On  Thursday  evening  October  30,  the 
annual  banquet  will  be  held  at  the  Club 
Plantation  on  Murfreesboro  Road,  where  a 
delicious  steak  dinner  will  be  served.  The 
banquet  will  be  preceded  by  a cocktail  party 
and  the  guests  will  be  entertained  by  nation- 
ally known  artists,  following  which  there 
will  be  dancing  to  a good  orchestra. 

Physicians  planning  to  attend  are  espe- 
cially urged  to  bring  their  wives,  as  the  La- 
dies’ Auxiliary  of  the  Nashville  Academy  of 
Medicine  has  planned  several  interesting  af- 
fairs including  a style  show  and  luncheon. 
Ladies  are  welcome  and  urged  to  attend  the 
annual  banquet. 

The  program  will  offer  subjects  presented 
by  outstanding  clinicians  and  teachers  as 
follow: 
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Dr.  Ira  A.  Ferguson  of  Emory  University,  “Man- 
agement of  Abdominal  Injuries”;  Dr.  William  D. 
Robinson  of  University  of  Michigan,  “Management 
of  Rheumatoid  State”;  Dr.  Joseph  W.  Reddoch  of 
Tulane  University  School  of  Medicine,  “Toxemia 
of  Pregnancy”;  Dr.  Joseph  A.  Johnston,  Henry 
Ford  Hospital,  “Endocrine  Problems  of  Adoles- 
cence”; Dr.  Edward  F.  Parker  of  the  Medical  Col- 
lege of  South  Carolina,  “Hemoptysis”;  Dr.  Albert 
L.  Brown  of  Cincinnati  University,  “Recognition  of 
Common  Disorders  of  the  Eye’  ; Dr.  Laman  A. 
Gray  of  University  of  Louisville  Medical  School, 
“Sterility”;  Dr.  James  Barrett  of  Washington  Uni- 
versity, “Early  Care  and  Plastic  Repair  of  Burns”; 
Dr.  William  F.  Mengert  of  University  of  Texas, 
“Prolonged  Labor”;  Dr.  Richard  B.  Capps  of 
Northwestern  University,  "Diagnosis  and  Manage- 
ment of  Diseases  of  the  Liver";  Dr.  George  S. 
Mirick  of  Johns  Hopkins  Hospital,  "Management 
of  Common  Minor  Respiratory  Tract  Infections”; 
Dr.  Condict  W.  Cutler,  Jr.,  of  Columbia  University, 
“Surgery  in  the  Aged”;  Dr.  Richard  J.  Bing  of  the 
University  of  Alabama,  “Indications  for  Cardiac 
Surgery”;  Dr.  Arthur  Carlton  Ernestene  of  Cleve- 
land Clinical  Foundation  Hospital,  “Management 
of  Congestive  Failure”;  Dr.  Clarence  S.  Livingood 
of  University  of  Texas,  “The  Recognition  and 
Management  of  Common  Disorders  of  the  Skin.” 

+ 

Oak  Ridge  Gets  Quartet  of 
New  Physicians 

Tennessee’s  Atomic  City  had  its  medical 
manpower  increased  by  four  in  recent 
weeks.  The  physician  newcomers  are  Drs. 
Victor  Carey,  Guy  Fortney,  J.  M.  Hays  and 
Sam  Root.  Drs.  Fortney  and  Hays  are  gen- 
eral practitioners,  Dr.  Carey  an  urologist, 
and  Dr.  Root  in  internal  medicine.  All  of 
them  have  offices  in  the  Medical  Arts  Build- 
ing. 

Tennessee  Academy  of  Preventive 
Medicine  Organized 

Five  physicians,  all  in  public  health  work, 
were  the  incorporators  of  a new  organiza- 
tion known  as  the  Tennessee  Academy  of 
Preventive  Medicine.  They  are  Dr.  R.  H. 
Hutcheson,  Public  Health  Commissioner, 
Dr.  John  J.  Lentz,  Davidson  County  Health 
Officer,  Dr.  Monroe  F.  Brown  and  Dr.  Cecil 
B.  Tucker,  of  the  Public  Health  Staff  of 
Tennessee,  and  Dr.  Paul  Golley,  Director, 
Chattanooga-Hamilton  County  Public 
Health  Department.  Requirements  for 
membership  in  the  organization  include  a 
master’s  degree  in  public  health  and  a mini- 
mum of  two  years’  work  in  public  health 


administration.  Members  of  the  Tennessee 
Academy  will  be  able  to  affiliate  with  the 
American  Board  of  Preventive  Medicine  and 
Public  Health. 

Objectives  of  the  Academy  include;  1) 
initiate  measures  to  enhance  the  prestige 
and  attraction  of  the  specialty  as  a career, 
2)  further  recruiting  of  able  medical  grad- 
uates into  the  specialty,  3)  promote  contin- 
ued education  of  its  members,  4)  to  study 
and  make  recommendations  relative  to  re- 
search, practice  and  policy  in  preventive 
medicine  and  public  health. 


Dr.  George  L.  Sivils  has  opened  new  offices  for 
the  practice  of  internal  medicine  at  307  Profession- 
al Building,  Chattanooga. 

Dr.  J.  T.  Elmore,  formerly  of  LittLe  Rock,  will 
begin  the  practice  of  medicine  at  Halls,  Tennessee, 
this  month.  He  will  occupy  the  space  formerly 
occupied  by  Dr.  James  K.  Hinton. 

Dr.  Raymond  C.  Ramage,  a diplomate  of  the 
American  Board  of  Surgery,  has  opened  an  office 
at  150  Commerce  Street  in  Kingsport  for  the  prac- 
tice of  general  and  thoracic  surgery. 

Dr.  Donald  Bales  is  now  associated  with  Dr. 
John  Powers  in  Kingsport.  Dr.  Bales  recently 
completed  a residency  in  internal  medicine  at 
Henry  Ford  Hospital,  Detroit. 

Dr.  Charles  Pack,  Memphis  pediatrician,  received 
some  broken  ribs  in  a recent  accident  when  his  car 
was  in  collision  with  a Memphis  bus. 

Dr.  Byron  O.  Garner,  Union  City,  addressed  the 
local  Rotary  Club  on  the  subjejct,  “Specialization 
in  the  Field  of  Medicine  and  Surgery.”  Dr.  Garner 
has  recently  become  a diplomate  of  the  American 
Board  of  Surgery. 

Dr.  J.  Edward  McKinney,  native  Atlantan,  has 
joined  the  staff  of  the  Doyle  Currey  Clinic  in  North 
Chattanooga. 

Dr.  J.  A.  Vaughan,  Memphis,  has  retired  as 
house  physician  at  the  Peabody  Hotel,  a position 
he  has  held  for  forty-five  years. 

Dr.  James  W.  Davis,  Morristown,  leaves  this 
month  for  New  Orleans  for  a three-year  surgical 
residency  as  a fellow  of  the  Osier  Medical  Founda- 
tion. 

Dr.  Mae  E.  Porter,  native  of  Rockwood,  has 
opened  an  office  for  the  general  practice  of  med- 
icine in  Spring  City. 

Dr.  Rudolph  Matas  Landry,  formerly  of  New 
Orleans,  is  a new  appointee  to  the  surgical  staff 
of  the  Newell  Clinic  in  Chattanooga.  He  is  a 
Board  diplomate  and  a F.A.C.S. 
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Dr.  Harold  T.  Mclver,  formerly  of  McKenzie,  is 
now  associated  with  Dr.  G.  H.  Berryhill,  Jackson, 
in  EENT  practice.  Dr.  Mclver  is  a diplomate  of 
the  American  Board  of  Otolaryngology  and  is 
eligible  for  the  Board  on  Ophthalmology. 

Dr.  Albert  L.  Cooper  of  Shelbyville  is  attending 
post  graduate  courses  at  Cook  County  Graduate 
School  of  Medicine,  Chicago. 

Dr.  Clarence  Shaw  of  Chattanooga  has  been 
elected  President  of  the  Chattanooga  Philharmonic- 
Association. 


New  and  Nonofficial  Remedies.  Issued  by 
the  Council  of  Pharmacy  and  Chemistry 
of  the  American  Medical  Association, 
Philadelphia,  J.  B.  Lippincott  Co.,  1952. 
Price  $3,00. 

The  annual  listing  of  the  drugs  approved 
by  the  Council  of  Pharmacy  and  Chemistry 
as  safe  and  effective  is  a constant  reminder 
of  organized  medicine’s  activities  in  protect- 
ing the  population  of  this  country  against 
dangerous  and  untried  remedies.  Here  is  a 
tangible  return  for  the  annual  dues  paid  to 
A.M.A.  by  the  physicians  of  this  country. 
It  is  hoped  the  doctor  will  lean  on  this  ex- 
pert opinion  for  which  he  has  paid  to  aid 
him  in  providing  the  best  possible  care  for 
his  patients. 

R.  H.  K. 

* 

Of  Little  Patients.  By  Renee  Zindwer, 
M.D.,  Richmond,  Va.  John  Knox  Press. 
1952.  Price  $1.95. 

In  this  book  a group  of  young  patients  are 
depicted  by  a series  of  delightful  sketches, 
each  accompanied  by  a brief,  entertaining 
story.  The  author  reveals  a warm  under- 
standing of  these  little  ones  in  their  contacts 
with  doctors,  nurses  and  hospitals.  Every- 
one who  has  observed  children  in  such  an 
environment  will  discover  a few  moments  of 
genuine  pleasure  here. 

Blair  Batson,  M.D. 

* 

Reduce  and  Stay  Reduced.  Norman  Jolliffe, 
M.D.  New  York,  1952,  Simon  and  Schus- 
ter. 235  pages.  Price  $2.95. 

With  the  passage  of  years  both  patient 
and  the  doctor  have  become  cognizant  of  the 
fact  that  reduction  in  over-weight  is  prob- 
ably the  most  important  item  in  the  field  of 


preventive  medicine,  as  measured  in  terms 
of  future  good  health  and  longevity.  The 
physician  often  either  has  not  had  the  basic 
knowledge  or  the  time  to  explain  the  physio- 
logic processes  involved  in  nutrition  and  in 
over-weight.  These  are  so  helpful  in  mak- 
ing the  intelligent  patient  anxious  to  co- 
operate in  the  outlined  regime.  Therefore 
the  patient  has  often  needed  to  turn  to 
magazine  articles  or  popular  books  in  book 
stores.  These  have  usually  been  pseudo- 
scientific, faddish  or  plain  quackery. 

In  this  book  by  Dr.  Jolliffe  the  doctor  has 
a valuable  aid  to  be  recommended  to  his 
patient,  a book  written  by  an  authority  in 
nutrition,  a faculty  member  of  Columbia 
University  and  a member  of  the  Nutrition 
Board  of  the  National  Research  Council. 

The  first  part  of  the  book  is  a very  read- 
able simple  course  in  nutrition.  This  pro- 
vides the  “why”  and  will  aid  the  serious 
dieter  in  maintaining  his  weight  level  after 
loss,  guarding  against  relapse.  The  second 
portion  of  the  book  presents  numerous  basic 
diets  for  adults,  for  gaining  youths,  pregnant 
women,  etc.  Many  cooking  hints  are  given. 

Here  is  a book  to  be  urged  upon  the  intel- 
ligent and  serious  dieter.  And  your  re- 
viewer would  add,  if  you,  the  doctor,  have 
not  given  thought  in  recent  years  to  dietary 
advice  in  weight  reduction,  this  book  will 
offer  you  a handy  reference  book.  It  will 
help  you  in  giving  adequate  advice  to  your 
patients. 

R.  H.  K. 


Forty  year  old  graduate  of  Syracuse  College  of 
Medicine.  Surgical  resident,  New  York  Hospital 
1939-41.  Thoracic  Surgical  Resident,  Triboro  Hos- 
pital, Jamaica,  L.  I.,  N.  Y.  Lt.  (jg)  MC-USN  1941. 
Resigned  1949  (Commander).  Chief  of  Surgery, 
V.A.  Hospital,  Kerrville,  Texas,  1949-51.  F.A.C.S., 
Assoc.  Fellow  A.C.C.P.  Certified  by  American 
Board  of  Surgery.  Qualified  for  Board  of  Thora- 
cic Surgery. 


Thirty-one  year  old  physician,  married,  with  41 
months’  military  service.  M.D.  Degree,  Washing- 
ton University  1950.  Now  in  a rotating  residency 
in  Charity  Hospital,  Monroe,  Louisiana. 
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Thirty-two  year  old  physician,  married.  M.D. 
Degree  from  Tulane.  Rotating  Residency,  Baptist 
Hospital,  Birmingham.  Two  years  army  service, 
three  years  general  practice. 

LW-9 


specialist  within  30  miles.  Other  adjacent  towns 
include  Cadiz,  Eddyville,  Kuttawa,  Marion,  Provi- 
dence, and  Dawson  Springs — all  within  25  miles  of 
Princeton. 

PW-6 


Thirty-one  year  old  physician,  married.  M.D. 
Degree  from  Cornell  University,  1945.  Two  years 
military  service.  Assistant  Residency  in  general 
surgery,  Bellevue  Hospital.  Presently  completing 
two  year  residency  in  thoracic  surgery  at  Bellevue 
Hospital. 

LW-10 

* 

Physician,  aged  32,  married,  Baptist.  M.D.  from 
Washington  University,  1944.  Five  year  surgical 
residency  at  Charleston,  West  Virginia,  General 
Hospital,  1947-52.  Two  years  military  service. 

LW-11 

* 

Twenty-seven  year  old  physician,  married,  no 
children,  Presbyterian.  M.D.  Temple  University, 
1951;  general  rotating  internship,  Temple  Univer- 
sity Hospital,  1952.  Draft  status:  three  years  mili- 
tary service,  honorable  discharge,  priority  group 
II. 

LW-12 

■¥ 

Twenty-eight  year  old  physician,  married.  M.D. 
from  Emory  University,  1951.  Now  interning  at 
Wayne  County  Hospital,  Detroit.  Interested  in 
assistantship  or  partnership  in  general  practice. 

LW-13 

M 

Position  desired  in  an  institution,  public  health, 
or  industrial  organization.  Thirty-three  year  old 
physician,  married.  M.D.  Degree  from  St.  Louis 
University,  1947.  Four  years’  general  hospital 
training;  one  year  general  practice. 

LW-14 

-K 

A resident  physician  in  a town  within  fifteen 
miles  of  Memphis  advises  this  office  as  follows: 

“The  City  of  is  in  a very  great  need  of 

additional  doctors.  Any  help  you  can  give  us  in 
solving  this  situation  will  be  appreciated.” 

PW-2 

M 

General  Practitioner  Wanted 

An  established  physician  located  within  50  miles 
of  Nashville  desires  an  associate.  He  has  new  and 
adequate  clinical  facilities. 

PW-5 

* 

EENT  Specialist  Wanted 

This  office  has  received  a request  that  we  assist 
the  town  of  Princeton,  Ky.,  locate  an  EENT  physi- 
cian. Princeton  has  5,500  population,  three  facto- 
ries, and  a new  industry  coming  in.  It  is  located 
in  a prosprous  agricultural  region.  A new  35-bed 
hospital  has  been  completed.  There  is  no  EENT 


Otolaryngologist  Wanted 

An  East  Tennessee  city  is  in  need  of  a resident 
otolaryngologist  and  preferably  one  who  does  oph- 
thalmology also.  The  location  in  East  Tennessee  is 
in  a town  of  about  15,000  population  and  at  least 

10.000  population  in  near-by  rural  areas.  Ade- 
quate office  space  is  available,  together  with  hos- 
pital facilities  and  the  full  cooperation  of  a group 
of  four  doctors,  and  considerable  practice  is  as- 
sured from  the  beginning. 

PW-8 

-k 

The  Midland  Community,  located  between  Mur- 
freesboro and  Shelbyville,  has  built  a medical 
center  and  desires  a local  physician.  Building 
equipped  with  two  offices,  a waiting  room,  and 
supply  room,  oil  heat,  and  equipment — all  avail- 
able without  charge. 

PW-9 

* 

A physician  in  an  upper  East  Tennessee  City 
will  be  away  from  his  practice  for  one  year,  and 
would  like  to  have  a young  physician  take  over 
for  him,  during  this  absence.  After  July  1,  a five- 
room  fully  equipped  office  building  which  is  visited 
daily  by  40  to  75  patients  will  be  available.  The 
office  is  located  in  an  industrial  city  of  14,000  peo- 
ple, and  across  the  street  from  a 32-bed  hospital. 
Hospital  privileges  assured.  An  excellent  oppor- 
tunity for  a general  practitioner.  Various  financial 
arrangements  possible,  and  good  opportunity  for 
new  doctor  to  remain  permanently. 

PW-10 

* 

Cross  Plains,  Tennsseee,  thirty  miles  north  of 
Nashville,  twelve  miles  from  Springfield.  Three 
room  office  suite  available  from  local  drug  store 
without  charge. 

PW-11 

-k 

Lions  Club  of  Huntland,  Tennessee,  is  complet- 
ing a clinic  building  and  desires  physician  to  oc- 
cupy at  reasonable  terms  and  serve  community  of 

1.000  families.  Huntland  is  located  just  off  High- 
way 64  in  Franklin  County.  Agricultural  commu- 
nity. 

PW-12 

* 

Federal  Civil  Defense  Administration  Regional 
Offices  are  authorized  to  employ  full-time  medical 
directors  to  handle  medical  civil  defense  prob- 
lems, at  a salary  of  $10,900  per  year. 

PW-13 

-K 

Forty-six  year  old  Memphis  internist,  tempo- 
rarily disabled,  desires  a young,  well-trained 
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associate,  not  necessarily  a Board  man.  Salary  or 
other  financial  arrangement  open.  Office  is  shared 
with  another  internist  who  would  be  available  for 
help. 


V.  A.  Hospital  has  position  available  for  physi- 
cians interested  in  Psychiatry  as  well  as  for  an 
Internist,  Neurologist,  Radiologist  and  Pathologist. 
There  are  provisions  for  annual  and  sick  leaves, 
and  for  attendance  at  special  courses. 

PW-15 


American  Heart  Association  to  Issue  New 
Scientific  Journal,  "Circulation  Research" 

A new  bimonthly  scientific  journal,  “Circula- 
tion Research,”  the  only  publication  devoted  ex- 
clusively to  reports  on  fundamental  studies  related 
to  the  heart  and  circulation,  will  be  issued  by  the 
American  Heart  Association,  beginning  January 
1953,  as  a further  step  in  the  development  of  its 
professional  education  program.  Grune  & Strat- 
ton, Inc.,  New  York  medical  publishers  who  also 
publish  “Circulation,”  the  monthly  journal  of  the 
American  Heart  Association,  will  publish  the  new 
journal.  “Circulation  Research”  will  be  edited  by 
Dr.  Carl  J.  Wiggers,  Professor  and  Director,  De- 
partment of  Physiology,  Western  Reserve  Univer- 
sity School  of  Medicine,  Cleveland. 

* 

Special  Letter 

Malaria  Among  Korean  Veterans 

Dear  Doctor: 

As  was  the  case  in  1951,  we  are  having  reported 


many  cases  of  malaria  among  armed  forces  person- 
nel returning  from  Korea.  Information  has  been 
obtained  to  indicate  that  most  of  them  left  Korea 
in  the  fall  of  1951  and  are  at  this  time  developing 
their  first  attacks  of  malaria.  Some  delay  in 
diagnosis  is  being  observed. 

During  periods  while  such  cases  remain  un- 
treated the  possibility  of  local  transmission  is 
present.  Every  effort  is  being  made  to  investigate 
the  home  environment  of  the  cases  reported  and 
residual  spraying  is  being  conducted  with  chlordan 
wherever  indicated. 

In  order  to  make  every  effort  to  prevent  the 
spread  locally,  it  is  requested  that  blood  smears 
be  done  on  all  suspicious  cases  and  that  the  smears 
be  sent  to  the  State  Laboratory  for  examination 
Also,  it  will  be  appreciated  if  all  cases  are  reported 
promptly. 

Your  cooperation  will  be  appreciated. 

Yours  very  truly, 

R.  H.  Hutcheson 
Commissioner 

RHH  CBT/pm 


RADIUM  AND 
RADIUM-D 


(including  Radium  Applicators) 


For  All  Medical  Purposes 
Est.  1919 


Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


Glea'uueiu 


ON  THE  KRATZVTLLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism. and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 
Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


Xvtr  2 -Way  Aid  in  ACNE 

Now  hide  and  treat  acne  blemishes  simultaneously  with  new 
AR-EX  R.M.S.  Lotion.  Complexion  tinted.  Contains  resor- 
cinol monoacetate  and  sulphur  in  gentle  AR-EX  Foundation 
Lotion.  Non-astringent. 


VIl-EX 


A036  W-  V°n  Buren  Chicago  / 


Send  for  Free  Sample 


R.M.S. 


APPROVED  CARD  RECORD 

Committee  on  Postgraduate  Instruction  in  Obstetrics 
FRONT 

Date 

Name 

Age  M.S.W. 

Color 

— 

Addi  asr 

— 

Date  of  Last  Period 

Date  of  Quickening  Confinement 

- -J 

Number  of  Children 

Living  Dead  Stillborn 

Character  of  Labors: 

Miscarriages: 

P.  M.  H. — operations: 

Physical  Examination: 

Teeth: 

Tonsils:  Heart: 

Thyroid : 

Breasts: 

Lungs: 

Abdomen: 

Pelvic  Measurements: 

Spines: 

Crests:  Ext.  Conjugate: 

True  Conj.: 

Transverse  of  Outlet: 

Type  of  Pelvis: 

Pelvic  Examination:  Blood  Count: Date — Hb  RBC  WBC 

Blood  Wassermann:  j. 


2. 


HACK 

PRENATAL  EXAMINATION 


Date 

Blood  Pressure 

Weight 

Vaginal  Examination 

Height  of  Fundus 

Fetal  Position 

F.  H.  S. 

Engagement 

Diet 

Bowels 

Bleeding 

Headache 

Edema 

Pain 

Vertigo 

Vomiting 

Eyes 

Urine:  Albumin 

Sugar 

S.  S. 

Microscopic 

Method  of  Delivery  and  Complications: 
Final  Examination  and  Treatment: 


Order  from 

McQUIDDY  PRINTING  COMPANY 

Nashville,  Tenn. 

Price  $2.00  per  Hundred 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Columbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelby ville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Kyle  C.  Copenhaver,  Knoxville  (1955) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 


Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 

Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 
Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D..  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 
Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 
L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall.  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 
Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 
Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 
Kyle  C.  Copenhaver,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D.,  546  Mc- 
Callie,  Chattanooga 

Vice-President — -W.  E.  Anderson,  M.D.,  Dyersburg 

Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 

Vice-President — J.  B.  Naive,  M.D.,  Knoxville 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  321-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.,  Chattanoaga 
(1954) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 

(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville 
(1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — -J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood.  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec’y. 

Bedford  County 

Sara  Womack.  Shelbyville,  Pres. 
Carl  Rogers,  Shelbyville,  Sec’y. 

Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 

Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S,  Heron,  Cleveland,  Sec'y. 
Cocke  County 

Fred  Valentine,  Newport,  Pres. 

Glen  Shults.  Newport,  Sec'y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr.,  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec’y. 
Cumberland  County 

R.  M.  Metcalfe,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End. 
Nashville,  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec'y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec’y. 
Dickson  County 
W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte,  Sec’y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown,  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec'y. 
Franklin  County 

J.  VanBlaricum,  Cowan.  Pres. 
George  L.  Smith,  Winchester,  Sec’y. 
Giles  County 

J.  U.  Speer.  Pulaski,  Pres. 

W.  K.  Owen.  Pulaski,  Sec’y. 

Greene  County 

Dale  Brown,  Mosheim,  Pres. 

Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown.  Sec'y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building. 
Chattanooga,  Pres. 

R.  G.  Demos,  Interstate  Building, 
Chattanooga,  Sec'y. 

Henry  County 
Isaac  Jones,  Paris,  Pres. 

Horace  McSwain,  Paris,  Sec’y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec’y. 
Jackson  County 

W T.  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec'y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville,  Sec’y. 
Lauderdale  County 

O.  F.  Moore,  Jr..  Ripley,  Pres. 

C.  R.  Webb,  Ripley,  Sec'y. 

Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec'y. 

Lincoln  County 

J.  V.  McRady,  Fayetteville,  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter,  Lafayette,  Pres. 
John  R.  Smith,  Lafayette,  Sec'y. 
Maury  County 

Edwin  K.  Provost.  Columbia,  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 
McMinn  County 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville,  Pres. 

D.  F.  Heuer.  Sweetwater,  Sec'y. 
Montgomery  County 

Edward  R.  Atkinson,  Clarksville, 
Pres. 

Sam  N.  Doane,  Jr..  Clarksville.  Sec’y. 
Obion  County 

R.  M.  Darnall,  Union  City.  Pres. 

H.  W.  Calhoun,  Union  City,  Sec’y. 
Overton  County 
A.  B.  Qualls.'  Livingston.  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec'y. 
Putnam  County 

,T.  T.  DeBerry,  Cookeville,  Pres. 
Thurman  Shipley,  Cookeville,  Sec'y. 


lloane  County 

Stratton  Jones,  Harriman,  Pres.  ■ 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 
William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 

Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis.  Sec’y. 

Robert  C.  Bird,  Executive  Secretary. 
1363  Union  Avenue,  Apt.  2. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

L.  R.  Sloan,  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 
Hvatt  Brown,  Kingsport.  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland,  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt,  Covington.  Pres. 

H.  Stirl  Rule.  Covington,  Sec'y. 
Washington- Carter- Unicoi  Counties 
J.  R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson,  Johnson  City,  Sec’y. 
Weakley  County 

G.  S.  Plog,  Martin,  Pres. 

E.  C.  Thurmond,  Martin,  Sec’y. 
White.  Warren,  and  Van  Buren 
Counties 

Harold  Andrews,  Sparta,  Pres. 

Hoyt  C.  Harris,  McMinnville. 
Williamson  County 
Louis  Zeidberg,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec'y. 
Wilson  County 

Phillips  Turner,  Lebanon,  Pres. 

R.  C.  Kash,  Lebanon,  Sec’y. 
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Though  diverticulosis  is  not  uncommon , diverticulitis  is  quite  infre- 
quent. Fortunately  the  complications  requiring  surgical  interference 
are  rare.  Their  management  has  been  presented  in  this  paper. 

SURGERY  IN  DIVERTICULITIS 

Review  of  the  Surgically  Treated  Cases  at  the  Vanderbilt  and  St.  Thomas  Hospitals 
Within  Recent  Years 

J.  LYNWOOD  HERRINGTON,  JR.,  M.D..  Nashville,  Tenn. 


It  is  rather  generally  agi'eed  at  the  pi'esent 
time  that  acute  diverticulitis  per  se  is  best 
managed  by  medical  means,  surgery  being 
reserved  for  the  complications  of  the  disease 
which  fail  to  respond  to  conservative  meas- 
ures. 

The  complications  necessitating  surgical 
management  are  recurrent  or  complete  ob- 
struction, abscess  formation  not  responding 
to  antibiotic  therapy,  massive  hemorrhage, 
which  is  admittedly  infrequent,  perforation 
and  fistula  formation.  Also  when  the  pres- 
ence of  carcinoma  cannot  be  excluded  in  the 
diseased  bowel  segment,  this  obviously  con- 
stitutes an  additional  indication  for  opera- 
tion. 

General  Considerations 

Approximately  5 per  cent  of  the  popula- 
tion over  the  age  of  forty  have  diverticula, 
but  only  about  10-20  per  cent  of  these  indi- 
viduals ever  develop  symptoms  of  acute 
diverticulitis.  Further  analyses  show  that 
between  15  and  25  per  cent  of  people  with 
diverticulitis  will  develop  complications  re- 
quiring surgery.  The  disease  is  more  com- 
mon in  the  male  and  is  rarely  seen  before 
the  fourth  or  fifth  decade  of  life.  In  approx- 
imately 75-80  per  cent  of  cases  the  disease 
is  confined  to  the  sigmoid  colon  and  the 
diverticula  when  present  are  usually  nu- 
merous in  this  region.  The  rectum  is  rarely, 
if  ever,  involved.  The  disease  may  occa- 
sionally extend  into  the  descending  and 
transverse  colon  but  these  findings  are  in- 
frequently encountered.  A solitary  diver- 
ticulum is  sometimes  found  in  the  cecum, 


small  bowel,  duodenum  or  stomach.  In 
these  locations  only  rarely  does  the  diver- 
ticulum give  rise  to  symptoms  but  when 
symptoms  do  occur,  the  surgical  problem  is 
entirely  different  from  that  applicable  to  the 
disease  in  the  sigmoid  colon. 

No  one  surgeon,  except  perhaps  one  in  a 
large  medical  center,  has  the  opportunity  to 
treat  a large  number  of  patients  with  the 
complications  of  diverticulitis.  The  surgeon 
confronted  with  an  occasional  case,  on 
reviewing  the  literature  will  find  the  prin- 
ciples of  management  to  differ  widely  and 
little  can  be  found  concerning  follow-up 
results.  Many  authors  tend  to  place  all  em- 
phasis on  the  management  of  the  complica- 
tion and  thereby  seem  to  completely  ignore 
the  underlying  disease.  There  is  also  con- 
flicting opinion  regarding  the  operative 
procedure  best  suited  for  the  particular 
complication  in  question,  as  well  as  disa- 
greement regarding  the  proper  timing  of  the 
operation. 

Complications 

The  experience  with  this  problem  has  also 
been  limited  in  our  community,  but  I have 
attempted  to  review  the  series  treated  at  the 
Saint  Thomas  Hospital  from  January,  1946, 
to  June,  1951,  and  at  the  Vanderbilt  Univer- 
sity Hospital  from  January,  1937,  to  June, 
1951.  There  has  been  a total  of  eighty-four 
patients  admitted  to  the  two  institutions  dur- 
ing the  above  years  with  the  chief  diagnosis 
of  diverticulitis.  Sixty  of  these  patients  had 
the  acute  phase  of  the  disease  and  fifty-four 
were  treated  conservatively.  Six  patients 
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among  the  group  of  sixty  were  explored  be- 
cause acute  appendicitis  or  a ruptured  ova- 
rian cyst  could  not  be  excluded  in  the  differ- 
ential diagnosis.  Four  patients  among  the 
six  operated  upon  were  found  to  have  acute 
sigmoid  diverticulitis.  The  remaining  two 
patients  had  acute  solitary  diverticulitis  of 
the  cecum.  In  one  the  diverticulum  was 
excised  and  in  the  other  the  abdomen  was 
merely  closed  because  the  diverticulum  lay 
in  close  proximity  to  the  ileocecal  valve, 
thus  rendering  its  excision  impossible. 
Twenty-four  patients  of  the  entire  group  of 
eighty-four  were  admitted  with  complica- 
tions of  diverticulitis  (Table  1),  and  the  sig- 

Table  I 


Complications  of  Diverticulitis 


Obstruction 

14  cases 

58% 

Abscess 

6 cases 

25% 

Perforation 

3 cases 

13% 

Fistula 

1 case 

4% 

moid  colon  was  the  primary  site  of  the  dis- 
ease in  all  cases  except  one.  Twenty-two 
of  these  twenty-four  patients  were  subjected 
to  operation.  In  the  group  were  ten  males 
and  twelve  females.  The  ages  varied  from 
thirty-nine  years  to  eighty-seven  years,  with 
the  average  age  being  sixty-three  years. 

1.  Obstruction.  Obstruction  may  occur  in 
the  acute  phase  of  the  disease  and  is  precipi- 
tated by  edema  of  the  bowel  wall  and  sur- 
rounding tissues  associated  with  the  inflam- 
matory process,  but  usually  here  the  ob- 
struction is  incomplete,  mild  in  character 
and  most  always  subsides  with  bed  rest  and 
other  conservative  measures.  However, 
with  recurring  attacks  of  the  disease  the 
resultant  fibrous  tissue  laid  down  in  the 
bowel  wall  and  perisigmoidal  tissues  may  be 
sufficient  to  produce  obstruction  which  no 
longer  responds  to  the  usual  medical  regime. 
When  the  obstruction  is  complete  and  the 
proximal  bowel  becomes  massively  dilated, 
this  obviously  constitutes  a surgical  prob- 
lem. Incomplete  obstruction,  associated 
with  an  acute  exacerbation  of  the  chronic 
form  of  the  disease  should  first  be  given  a 
chance  to  subside  on  medical  management, 
for  edema  may  play  the  dominant  role  in 
initiating  the  obstruction.  Thus,  surgery 
should  be  reserved  for  those  cases  of  recur- 
rent obstruction  not  responding  to  medical 


treatment,  complete  obstruction  and  always 
when  the  presence  of  carcinoma  of  the  colon 
cannot  be  excluded.  Barium  enema  studies 
are  by  far  the  most  important  single  aid  in 
ruling  out  carcinoma,  but  at  times  even  the 
radiologist  is  unable  to  distinguish  between 
the  two  diseases,  particularly  if  the  obstruc- 
tion is  complete  or  almost  complete.  Appar- 
ently there  is  no  evidence  to  support  the 
concept  that  patients  with  diverticulitis  may 
later  develop  carcinoma;  the  two  diseases 
merely  have  a predilection  for  the  older  age 
groups.  Sigmoidoscopic  studies  are  usually 
of  little  value  in  differentiating  the  two  dis- 
eases. A fact  not  generally  appreciated  is 
that  bleeding  per  rectum,  even  massive  in 
degree,  may  occur  with  cases  of  acute  diver- 
ticulitis. Some  authors  have  stressed  the 
point  that  patients  with  the  complications  of 
diverticulitis  usually  give  a long  past  history 
of  abdominal  symptoms.  This  may  be  true 
in  general,  but  on  the  other  hand,  the  com- 
plication may  present  itself  as  the  initial 
symptom  of  the  disease.  We  found  this  to 
be  true  in  some  of  our  patients  with  obstruc- 
tion. It  may  be  difficult  at  exploration  to 
distinguish  diverticulitis  from  carcinoma, 
and  on  occasion  it  is  not  until  the  bowel  is 
sectioned  that  the  correct  diagnosis  becomes 
apparent. 

When  the  surgeon  elects  to  operate  upon  a 
patient  with  obstruction  due  to  diverticu- 
litis, the  type  of  operation  to  be  carried  out 
depends  upon  various  factors.  The  patient’s 
age  must  be  considered,  the  general  physical 
condition,  the  type  of  obstruction  and  the 
relative  extent  and  stage  of  the  inflamma- 
tory process  as  shown  by  the  pulse  rate,  tem- 
perature course  and  the  degree  of  leuko- 
cytosis. If  the  obstruction  is  complete  and 
the  patient  desperately  ill,  a cecostomy  or, 
preferably,  a transverse  colostomy  carried 
out  almost  immediately  is  usually  a life- 
saving procedure.  The  decompressed  bowel 
may  then  be  safely  and  adequately  prepared 
for  resection  at  a later  date.  The  interval 
of  time  between  the  initial  decompression 
operation  and  subsequent  resection  accord- 
ing to  most  observers  should  be  at  least 
three  months,  sufficient  time  being  allowed 
for  the  inflammatory  reaction  to  subside. 
This  policy  may  be  sound,  but  most  of  the 
literature  dealing  with  this  delay  between 
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operations  was  written  prior  to  the  intro- 
duction of  our  most  recent  antibiotics.  Fur- 
ther study  may  prove  that  this  delay  may 
now  be  considerably  shortened.  It  is  need- 
less to  mention  that  if  one  suspects  the  ob- 
struction to  be  due  to  carcinoma,  the  delay 
beween  operations  is  then  shortened  to  ten 
days  to  two  weeks. 

In  the  past,  various  authors  have  advised 
the  establishment  of  a temporary  colostomy 
orad  to  the  point  of  obstruction,  then  allow 
time  for  the  acute  process  to  subside  and 
later  close  the  colostomy  without  resecting 
the  diseased  bowel.  Pemberton1  condemns 
this  procedure  and  found  that  in  twenty- 
nine  cases  thus  treated,  twenty  patients  had 
further  exacerbations  of  the  disease. 

In  dealing  with  the  “good-risk”  patient 
suffering  from  recurrent  or  incomplete  ob- 
struction and  in  which  the  inflammatory 
process  appears  chronic,  it  seems  perfectly 
justifiable  to  adequately  prepare  the  bowel 
and  then  proceed  immediately  with  an  in- 
testinal resection.  A proximal  vent  is  usual- 
ly established  at  the  time  of  resection  to 
insure  additional  safety  to  the  suture  line. 
As  recent  as  a decade  ago  this  latter  proce- 
dure was  but  rarely  used  and  was  thought 
to  be  indicated  in  but  a few  highly  selected 
cases.  Today,  with  antibiotics,  adequate 
blood  replacements  and  knowledge  of  elec- 
trolyte balance,  the  operation  of  primary 
resection  has  been  made  safe  and  in  this 
group  is  becoming  the  operation  of  choice. 
During  the  decade  past  the  Mikulicz  opera- 
tion was  widely  accepted  but,  as  is  well 
known,  this  procedure  was  associated  with 
certain  disadvantages: — namely,  the  likeli- 
hood of  postoperative  obstruction  and  her- 
nia formation;  the  limited  resection  which 
it  necessarily  entailed  left  many  diverticula 
behind;  and  also  when  carcinoma  was  acci- 
dentally discovered  in  the  exteriorized  loop, 
the  patient  had  been  subjected  to  an  inade- 
quate operation. 

When  dealing  with  complete  sigmoid  ob- 
struction in  an  elderly,  “poor-risk”  patient 
with  a short  life  expectancy,  it  may  perhaps 
be  wise  to  establish  a permanent  colostomy 
orad  to  the  obstruction  and  advice  against  a 
subsequent  resection.  Diverting  the  fecal 
current  will  in  the  great  majority  of  in- 
stances bring  about  complete  subsidence  of 


the  inflammatory  process,  but  re-establish- 
ment of  bowel  continuity  is  warned  against, 
as  in  practically  every  instance  it  reactivates 
the  disease.  The  Mikulicz  procedure  may 
perhaps  prove  its  limited  usefulness  in  this 
type  of  case. 

Cases.  In  this  series  there  were  fourteen 
patients  undergoing  surgery  for  obstructive 
symptoms.  In  nine  of  the  cases,  carcinoma 
could  not  definitely  be  ruled  out  preopera- 
tively  by  clinical  and  X-ray  study,  but  on 
pathological  section  no  evidence  of  carcino- 
ma was  found  in  any  of  the  resected  speci- 
mens. In  this  group,  symptoms  had  been 
present  from  nine  days  to  ten  years  prior  to 
surgery.  It  is  of  interest  to  note  that  in 
several  patients  obstructive  symptoms  were 
the  initial  complaint  and  were  noted  from  a 
few  days  to  a few  months  prior  to  surgery. 
In  nine  of  the  fourteen  patients  the  obstruc- 
tion was  incomplete  and  following  adequate 
preoperative  preparation,  a primary  sigmoid 
resection  was  done  with  the  establishment 
of  a proximal  vent.  All  patients  survived 
the  operation.  One  patient  died  six  weeks 
postoperatively,  an  elderly  diabetic  with 
generalized  arteriosclerosis.  A second  pa- 
tient died  five  months  postoperatively  from 
heart  failure,  and  barium  enema  studies 
several  days  prior  to  death  showed  a defect 
in  the  transverse  colon  suggestive  of  carci- 
noma. The  remaining  seven  patients  are 
asymptomatic  and  have  been  followed  from 
a few  months  up  to  four  years. 

Two  patients  were  seen  with  complete 
obstruction  of  the  sigmoid  colon  and  each 
underwent  immediate  cecostomy  for  decom- 
pression. In  one  of  these  patients  carcinoma 
was  later  excluded  by  appropriate  studies 
and,  due  to  the  patient’s  age  and  general 
condition,  a subsequent  resection  was  not 
advised.  He  was  sent  home  with  the  func- 
tioning cecostomy.  Follow-up  study  re- 
vealed that  he  continued  to  experience  in- 
termittent left  lower  quadrant  pain,  and  two 
years  later  the  cecostomy  had  to  be  reopened 
due  to  recurrent  obstructive  symptoms.  I 
think  it  was  excellent  judgment  to  have 
advised  against  a resection  in  this  case,  but 
I believe  the  disease  could  have  been  kept 
quiescent  had  he  had  a permanent  trans- 
verse colostomy.  This  patient  has  since  died 
of  causes  not  related  to  diverticulitis.  In 
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the  other  patient  with  complete  obstruction, 
carcinoma  was  suspected  and  a resection  of 
the  sigmoid  colon  was  carried  out  two  weeks 
following  cecostomy.  The  bowel  had  been 
adequately  prepared  in  the  meantime,  the 
operation  was  not  appreciably  difficult  tech- 
nically and  the  postoperative  course  was 
smooth.  No  evidence  of  carcinoma  was 
found  in  the  resected  specimen  and  the 
patient  is  now  well  two  years  following 
surgery. 

A third  patient  with  complete  obstruction 
was  treated  by  a three  stage  procedure; 
namely,  transverse  colostomy,  resection  of 
the  sigmoid  colon  fifteen  months  later  and 
subsequent  colostomy  closure.  Carcinoma 
was  definitely  excluded  following  establish- 
ment of  the  transverse  colostomy.  This  pa- 
tient is  well  four  years  following  surgery. 

One  patient  with  recurrent  symptoms  of 
partial  obstruction  was  operated  upon  but 
at  operation  no  obstruction  was  found,  as 
the  process  had  apparently  subsided.  He 
has  remained  well  over  a four  and  one-half 
year  follow-up. 

Another  patient  with  acute  diverticulitis 
and  obstruction  was  found  at  operation  to 
have  a loop  of  small  intestine  plastered  and 
kinked  against  the  acute  inflammatory  dis- 
ease in  the  sigmoid  colon.  The  small  bowel 
obstruction  was  freed  and  the  patient  has 
had  no  further  attacks  of  diverticulitis  now 
for  twelve  months. 

Smithwick’s2  series  published  in  1942 
showed  a mortality  of  17.1  per  cent  among 
thirty-three  patients  undergoing  sigmoid 
resection  for  the  complications  of  diverticu- 
litis. The  Mayo  Clinic1  series  showed  a 
mortality  of  15  per  cent  prior  to  1940  and 
from  1940  to  1945  the  mortality  dropped  to 
4 per  cent.  This  decrease,  in  great  part,  was 
attributed  to  the  better  preparation  of  the 
patient  and  the  use  of  the  sulfonamide  drugs. 

2.  Abscess.  Patients  with  an  abscess  re- 
sulting from  the  slow  perforation  of  inflamed 
diverticula  will  usually  give  a recent  history 
suggestive  of  acute  diverticulitis  if  ques- 
tioned carefully.  A mass  will,  in  many  in- 
stances, be  palpable,  usually  in  the  left  lower 
quadrant  but  may  be  felt  best  on  rectal  or 
pelvic  examination.  The  abscess  will  usually 
respond  to  antibiotic  treatment,  and  statis- 
tics indicate  that  approximately  75  per  cent 


will  subside  with  this  mode  of  therapy. 
However,  most  observers  feel  that  the 
chances  of  curing  the  patient  permanently 
are  very  small  indeed  unless  a subsequent 
resection  of  the  bowel  containing  the 
diverticula  is  carried  out.  If  the  bowel  is 
not  resected  later,  the  chances  of  the  patient 
developing  a recurrent  abscess  or  other 
complication  are  very  great.  The  abscesses 
not  responding  to  antibiotic  treatment  and 
necessitating  surgical  drainage  should  pref- 
erably be  drained  by  an  extraperitoneal  ap- 
proach, but  sometimes  the  abdominal  ap- 
proach is  necessary.  At  the  time  of  drainage 
it  is  wise  to  carry  out  a transverse  colostomy 
and  later  resect  the  diseased  bowel. 

Cases.  There  were  six  patients  in  this 
group  with  abscess  formation.  Two  of  these 
were  recent  cases  treated  with  antibiotics 
which  brought  about  resolution  of  the  acute 
phase  of  the  condition.  No  definitive  sur- 
gery has  yet  been  done  on  these  patients. 

One  patient  with  a left  lower  quadrant 
abscess  was  treated  successfully  with  anti- 
biotics and  two  months  later  underwent  a 
sigmoid  resection  and  cecostomy.  His  post- 
operative course  was  excellent  and  his  tem- 
perature did  not  exceed  100°.  He  was  op- 
erated upon  a little  over  a year  ago  and  has 
remained  free  of  symptoms. 

One  patient  underwent  exploration,  the 
lower  abdominal  abscess  was  evacuated  and 
the  abdomen  closed  without  drainage.  The 
postoperative  course  was  uneventful.  This 
patient  was  operated  upon  four  years  ago 
and  has  continued  to  have  recurrent  bouts 
of  left  lower  quadrant  pain  and  is  unable  to 
work  at  the  present  time. 

Another  patient  had  an  upper  abdominal 
abscess  resulting  from  a perforated  duode- 
nal diverticulum.  The  abscess  was  evacu- 
ated, the  perforation  found  and  closed  and  a 
gastrojejunostomy  performed.  This  patient 
has  been  followed  one  and  one-half  years 
without  recurrence  of  symptoms. 

The  last  patient  in  this  group,  a thirty- 
nine  year  old  female,  deserves  more  detailed 
comment  as  her  case  serves  to  bring  out 
several  important  features.  She  was  seen 
approximately  four  years  ago  in  a small 
community  hospital  with  a lower  abdominal 
mass.  A barium  enema  was  not  done  and 
apparently  little  emphasis  was  placed  on  her 
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recent  history  of  left  lower  quadrant  pain 
and  fever.  She  was  told  she  had  a fibroid 
tumor  and  at  operation  a perisigmoidal  ab- 
scess was  found  which  was  drained  through 
the  laparotomy  incision.  A fecal  fistula 
promptly  developed  which  drained  profusely 
for  the  next  seventeen  months,  and  barium 
enema  studies  during  this  interval  showed 
numerous  diverticula  of  the  sigmoid.  With 
the  fecal  fistula  still  present  a sigmoid 
resection  was  done  without  first  establishing 
a transverse  colostomy.  The  operator  en- 
countered a dense  inflammatory  reaction 
involving  the  sigmoid  colon,  all  surgical 
landmarks  were  obliterated  and  the  opera- 
tive note  stated  that  the  resection  was  of 
necessity  a very  limited  one.  Apparently 
the  anastomosis  was  performed  between 
diseased  limbs  of  bowel,  as  the  suture  line 
promptly  broke  down  and  another  fecal  fis- 
tula developed.  This  fistula  closed  sponta- 
neously after  four  months,  but  subsequently 
the  patient  developed  another  episode  of 
acute  diverticulitis  resulting  in  obstruction 
at  the  site  of  the  previous  anastomosis.  A 
transverse  colostomy  was  then  established 
and  the  patient  still  has  her  colostomy  at 
the  present  time.  She  will  possibly  undergo 
another  sigmoid  resection  in  the  near  future 
for  extirpation  of  the  residual  disease  proc- 
ess. 

First,  it  appears  that  an  error  in  diagnosis 
resulted  in  this  patient  being  subjected  to 
the  initial  operation,  as  a barium  enema  was 
not  apparently  considered  in  the  preopera- 
tive workup.  As  regards  the  seventeen 
month  delay  in  waiting  for  the  fistula  to 
close  spontaneously,  most  people  feel  that 
there  is  little  to  be  gained  by  temporizing 
unless  the  fistula  is  indeed  small  and  here 
only  a few  weeks  delay  is  advised.  It  ap- 
pears that  if  the  fecal  fistula  resulting  from 
the  first  operation  had  been  treated  by  a 
transverse  colostomy  and  later  a sigmoid 
resection,  considerable  morbidity  could  have 
been  spared  this  patient. 

3.  Perforation.  Perforation  complicating 
acute  diverticulitis  was  associated  with  a 
mortality  rate  of  25  per  cent  in  the  report 
published  by  Smithwick  in  1942.  A perfor- 
ation may  result  in  either  a local  or  wide- 
spread peritonitis.  The  symptoms  usually 
are  ushered  in  abruptly,  particularly  when 


the  perforation  is  large  and  the  amount  of 
peritoneal  soilage  is  great.  The  condition 
constitutes  a surgical  emergency  and  fre- 
quently, if  the  patient  has  not  previously 
been  seen  by  his  physician,  the  diagnosis  of 
perforated  appendix  or  a ruptured  ovarian 
cyst  is  entertained.  Here  again  the  age  and 
physical  condition  of  the  patient,  along  with 
the  relative  extent  of  the  inflammatory  proc- 
ess are  the  deciding  factors  governing  treat- 
ment. 

Possibly  the  most  widely  adopted  method 
of  management  is  to  place  a drain  down  to 
the  left  lower  quadrant  and  at  the  same  time 
establish  a transverse  colostomy  in  the  right 
upper  quadrant.  The  inflammatory  process 
will  then  subside  with  the  fecal  current 
diverted,  and  sigmoid  resection  may  be 
safely  carried  out  at  a later  date.  Attempts 
have  been  made  to  close  the  perforation  but 
the  results  obtained  are  unpredictable. 
Some  observers  advocate  mere  drainage  of 
the  left  lower  quadrant  and,  at  times,  this 
method  gives  good  results,  but  on  the  other 
hand  a fecal  fistula  may  result.  In  the  eld- 
erly, “poor-risk”  patient  with  generalized 
peritonitis,  to  exteriorize  the  bowel  is  prob- 
ably the  safest  procedure.  However,  due  to 
the  edema  and  contracture  of  the  mesentery 
this  maneuver  may  not  always  be  possible. 
If  the  bowel  can  be  exteriorized  and  the 
patient’s  general  condition  improved,  a sub- 
sequent resection  can  be  carried  out  later. 
In  the  extremely  “poor-risk”  patient  with  a 
short  life  expectancy,  it  may  be  wise  to  treat 
the  exteriorized  bowel  according  to  the 
Mikulicz  principle  or  else  establish  a per- 
manent sigmoid  colostomy.  Only  on  rare 
occasions  should  the  exteriorized  diseased 
bowel  later  be  returned  to  the  peritoneal 
cavity.  In  dealing  with  perforation  the  same 
principle  is  emphasized  as  in  dealing  with 
obstructon;  that  is,  after  the  complication 
has  been  controlled,  the  diseased  bowel 
should  be  resected  unless  definite  contra- 
indications exist. 

Cases.  There  were  three  patients  in  this 
group  with  a perforation.  One  was  an 
eighty-one  year  old  female  who  entered  the 
hospital  with  abdominal  distention  and  ten- 
derness. It  was  felt  preoperatively  that  she 
had  mesenteric  thrombosis  but  at  operation, 
perforated  diverticulitis  of  the  sigmoid  was 
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found.  The  sigmoid  was  exteriorized,  the 
operator  was  able  to  close  the  perforation 
and  later  the  sigmoid  was  returned  to  the 
peritoneal  cavity.  A subsequent  resection 
was  not  done  due  to  her  poor  general  condi- 
tion. 

Another  patient  with  perforation  and  gen- 
eralized peritonitis  was  thought  prior  to 
operation  to  have  a ruptured  appendix,  but 
at  operation  the  sigmoid  bearing  the  per- 
foration was  exteriorized  and  a resection  of 
the  sigmoid  colon  was  done  approximately 
two  weeks  later. 

A third  patient  found  to  have  a perfora- 
tion on  exploration  was  treated  by  closure 
of  the  perforation,  a drain  was  placed  in  the 
left  lower  quadrant  and  a colostomy  done 
orad  to  the  involved  bowel.  This  patient 
died  on  the  twelfth  postoperative  day  of  a 
cerebral  accident,  but  at  necropsy  there  was 
no  evidence  of  leakage  at  the  site  of  closure 
of  the  perforation. 

The  two  surviving  patients  in  this  group 
have  had  no  further  difficulty  one  and  two 
years  respectively  following  surgery. 

4.  Fistula.  Fistula  formation  is  usually 
associated  with  a long  standing  history  of 
recurrent  episodes  of  diverticulitis.  A fis- 
tula may  result  from  the  surgical  drainage 
of  a perisigmoidal  abscess  or  may  compli- 
cate a sigmoid  resection  when  residual  diver- 
ticula are  left  behind  and  a breakdown  oc- 
curs at  the  suture  line.  The  disease  process 
in  the  sigmoid  may  rupture  through  to  the 
abdominal  wall  or  may  penetrate  adjacent 
loops  of  bowel.  As  is  frequently  the  case 
in  the  male,  the  process  may  rupture  into 
the  wall  of  the  urinary  bladder.  Sigmoido- 
vesical  fistulae  are  rare  in  the  female,  as  the 
uterus  and  broad  ligament  structures  serve 
as  a barrier  against  penetration  into  the 
bladder.  Bladder  symptoms  may  predomi- 
nate in  the  cases  of  sigmoidovesical  fistulae 
and  barium  enemas,  cystoscopy,  opaque 
cystograms  and  sigmoidoscopic  studies  are 
of  value  in  establishing  the  diagnosis.  One 
cannot  make  standard  rules  regarding  the 
treatment  of  these  fistula  cases,  since  there 
may  be  circumstances  that  would  determine 
the  procedure  that  is  best  indicated  for  the 
individual  case.  In  general,  if  the  fistula  is 
very  small  and  the  disease  process  appears 
relatively  inactive,  one  may  be  justified  in 


resecting  the  involved  segment  of  bowel 
containing  the  fistula  in  a single  stage  oper- 
ation. However,  in  the  majority  of  cases  the 
disease  process  will  show  signs  of  activity 
and  a staged  procedure,  namely,  transverse 
colostomy  followed  by  resection  and  closure 
of  the  fistula  will  insure  increased  safety. 
As  time  goes  on  the  antibiotics  may  modify 
our  surgical  approach  to  these  problems. 

Case.  One  patient  in  this  series  under- 
went a sigmoid  resection  with  closure  of  a 
bladder  fistula  as  a one-stage  operation.  It 
was  felt  that  a preliminary  transverse  colos- 
tomy was  unnecessary  and  the  postoperative 
course  was  excellent.  He  has  been  followed 
for  one  and  one-half  years  and  is  free  of 
symptoms. 

Recently  Pemberton,'5  Bacon,4  Morton5  and 
Colcock6  have  advocated  sigmoid  resection 
for  frequent  severe  recurrent  episodes  of 
acute  diverticulitis,  the  operation  being  car- 
ried out  in  the  interval  between  attacks.  It 
is  their  opinion  that  most  of  these  patients 
with  severe  attacks  will  in  time  develop 
complications  and  it  is  better  to  operate 
before  complications  appear. 

Summary 

In  summary,  the  role  of  surgery  in  the 
management  of  the  complications  of  diver- 
ticulitis has  been  discussed  and  the  experi- 
ence with  these  complications  in  our  com- 
munity has  been  reviewed.  The  basic 
approach  to  the  problem  entails  first  the 
management  of  the  complication  and  later 
the  ultimate  control  of  the  disease  process. 
With  the  modern  antibiotics,  the  new  ad- 
vances made  in  preoperative  preparation 
and  refinements  in  anesthesia,  the  surgical 
viewpoint  is  becoming  more  radical  in  deal- 
ing with  this  disease  and  perhaps  in  the 
future  the  surgical  indications  will  be  still 
broadened. 
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PULSION  DIVERTICULUM  OF  THE  HYPOPHARYNX 

ONE  STAGE  EXCISION  WITH  ESOPHAGOSCOPIC  ASSISTANCE* 


LAMAR  L.  KNIGHT,  M.D.,  Knoxville,  Tenn. 

This  case  of  pulsion  diverticulum  of  the 
hypopharynx  was  not  selected  for  presenta- 
tion because  of  any  unusual  or  rare  qualities, 
for  there  are  none.  Nor  does  it  offer  any 
difficult  or  interesting  diagnostic  problems. 
Instead,  it  is  presented  as  the  type  of  case  in 
which  the  otolaryngologist  with  endos- 
copic training  can  best  combine  these 
two  specialties  to  offer  more  to  the  patient. 
Just  as  the  thoracic  surgeon  has  combined 
endoscopy  with  chest  surgery,  so  I feel  that 
we,  in  our  speciality,  must  assert  ourselves 
to  combine  neck  surgery  with  endoscopy, 
where  indicated. 

Anatomically,  these  lesions  of  the  hypo- 
pharynx fall  directly  into  the  realm  of  the 
surgically  trained  Ear,  Nose,  Throat  and 
Endoscopy  specialist.  Yet,  by  far  the  major- 
ity of  these  cases  have,  and  are  being  han- 
dled by  the  general  surgeon  who  so  fre- 
quently fails  to  utilize  the  great  advantage 
of  the  esophagoscope  at  time  of  operation. 
Also,  some  general  surgeons  continue  to  use 
the  cumbersome,  prolonged,  two-stage  pro- 
cedure in  which  the  sac  is  first  exteriorized 
and  anchored  in  the  wound  near  the  skin. 
Then  some  ten  to  fourteen  days  later  the 
sac  is  excised  and  the  wound  permitted  to 
close  by  secondary  intention.  This  method 
can  give  rise  to  complications  of  infection, 
mediastinitis,  recurrent  laryngeal  nerve 
paralysis,  persistent  esophageal  fistula,  and 
all  too  often  the  complication  of  secondary 
stricture  of  the  hypopharynx  requiring 
bougenage.  The  incidence  of  recurrence  of 
the  diverticulum  is  likewise  high. 

The  single  stage  technic  first  used  by 
Wayne  Babcock  and  Chevalier  Jackson1  of- 
fers a simple,  safe  and  certain  method  for 
removal  of  the  entire  sac  with  almost  no 
danger  of  secondary  stricture  or  recurrence 
of  the  hernia. 

Etiologically,  the  pulsion  type  diverticu- 
lum of  the  hypopharynx  is  a herniation  of 
the  mucous  membrane  of  the  hypopharynx 

♦Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  Knoxville,  Tenn., 
April  7,  1952. 


through  some  weak  point  in  the  fibers  of 
the  cricopharyngeus  muscle.  The  most  fre- 
quent site  is  the  left  posterolateral  aspect 
of  this  muscle.  Other  than  this  weakness 
of  the  muscle  wall,  combined  with  some  pos- 
sible muscle  spasm  below,  there  are  no 
known  causes  for  this  mucous  membrane 
herniation.  The  incidence  of  occurrence 
seems  greatest  in  males  of  fifty  years  and 
older. 

Symptoms  of  this  condition  are  usually 
progressive  dysphagia,  regurgitation  of  pre- 
viously ingested  food  and  frequent  eructa- 
tion of  gas.  Pain  is  rarely  a symptom,  yet 
a feeling  of  fullness  and  discomfort  in  the 
neck  is  usually  associated  with  it.  Cough, 
hoarseness  and  a characteristic  gurgling 
noise  are  frequently  present.  Weight  loss 
and  malnutrition  are  present  as  the  dys- 
phagia progresses. 

The  diagnosis  can  be  readily  established 
by  a careful  history,  examination  of  the 
neck,  and  by  X-ray  studies  of  the  esophagus 
made  after  the  ingestion  of  a barium  mix- 
ture. Should  an  esophagoscopic  examina- 
tion be  made,  great  care  should  be  taken  as 
perforation  of  the  diverticulum  sac  is  a 
grave  possibility. 

The  only  treatment  is  surgical  excision 
of  entire  diverticulum.  Various  technics 
have  been  employed,  but  the  procedure  first 
introduced  by  Babcock  and  Jackson,  utiliz- 
ing the  esophagoscope  to  differentiate  the 
diverticulum  sac  from  the  wall  of  the  hypo- 
pharynx at  the  time  of  excision,  has  proven 
to  be  the  method  of  choice.  The  entire  pro- 
cedure is  almost  bloodless  and  can  be  carried 
out  with  ease  under  local  anesthesia.  Hence, 
it  can  be  performed  with  safety  on  even  the 
very  debilitated  patients.  The  danger  of 
secondary  stricture  is  avoided  and  recur- 
rences are  almost  unknown  when  this  com- 
bined technic  is  used. 

Case:  B.  B.,  a 65  year  old  white  man  was  seen 
first  on  December  7,  1951  with  the  chief  complaint 
of  difficulty  in  swallowing  and  the  regurgitation 
of  previously  ingested  food.  The  patient  believed 
his  trouble  to  be  due  to  cancer  of  the  throat.  How- 
ever, he  was  quite  puzzled  that  he  was  still  alive, 
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as  the  symptoms  were  first  observed  in  1945. 

The  patient  first  consulted  a physician  about 
his  difficulty  in  1948.  Examination  and  X-ray 
studies  of  the  neck  were  made  at  that  time.  How- 
ever, no  diagnosis  was  established  as  the  X-rays 
were  taken  without  the  use  of  a barium  mixture. 
The  symptoms  had  become  progressively  severe, 
and  at  the  time  of  my  examination  this  patient 
could  take  almost  nothing  by  mouth.  There  had 
been  several  episodes  of  blood-spitting  but  none 
were  severe.  Considerable  weight  loss  had  oc- 
curred. 

Physical  examination  revealed  a thin,  some- 
what malnourished  appearing  65  year  old  male. 
Yet,  except  for  some  fullness  over  the  left  side 
of  the  neck,  examination  revealed  no  significant 
physical  findings. 

X-ray  studies  of  the  chest  and  neck  were 
negative.  However,  studies  made  after  the  in- 
gestion of  a barium  mixture  revealed  a large 
pulsion  type  diverticulum  arising  from  the  left 
posterolateral  aspect  of  the  hypopharynx. 

The  patient  was  admitted  to  the  hospital  on 
December  10,  1951,  and  prepared  for  surgical  ex- 
cision of  the  diverticulum.  He  was  given  in- 
travenous glucose,  with  vitamins— B and  C daily. 
Combiotic,  one  ampule,  was  given  daily  prior  to 
operation.  In  view  of  the  relatively  simple  pro- 
cedure planned,  and  since  a local  anesthetic  was 
to  be  employed,  just  two  days  were  spent  in  pre- 
paring the  patient. 

On  the  day  of  admission  to  the  hospital,  an  at- 
tempt was  made  to  have  the  patient  swallow  a 
string  weighted  with  small  lead  shots.  However, 
he  was  unable  to  carry  the  shot  beyond  the 
diverticulum  and  down  the  esophagus,  therefore 
it  was  removed.  (The  presence  of  a string  in  the 
esophagus  facilitates  the  introduction  of  the 
esophagoscope  at  the  time  of  operation.  However, 
with  care  its  absence  does  not  greatly  complicate 
the  procedure.) 

The  operation  itself  was  carried  out  entirely 
under  a cervical  block  type  anesthesia  and  4% 
cocaine  spray  to  the  pharynx. 

An  incision  8 cm.  long  along  the  anterior  border 
of  the  left  sternocleidomastoid  muscle  was  used. 
(A  transverse  type  incision  at  the  level  of  the 
cricoid  cartilage  was  used.) 

With  this  border  of  the  muscle  as  a guide,  the 
dissection  was  carried  quite  readily  and  almost 
bloodlessly,  down  to  the  posterolateral  border  of 
the  left  lobe  of  the  thyroid  gland.  The  sterno- 
cleidomastoid muscle  with  the  underlying  carotid 
sheath  and  its  contents  was  retracted  laterally. 
The  thyroid,  gland,  recurrent  laryngeal  nerve, 
larynx  and  hypopharynx  were  retracted  medially. 
At  this  point  the  diverticulum  sac  came  clearly 
into  view. 

The  sac  was  carefully  dissected  away  from  sur- 
rounding tissue  until  what  appeared  to  be  the 
neck  had  been  reached.  At  this  point,  the  operator 
or  endoscopist  inserted  a standard  9 mm.  esoph- 
agoscope into  the  hypopharynx.  The  sac  was  care- 
fully outlined  and  aspirated  of  all  its  contents;  then 


the  esophagoscope  was  carefully  passed  well  be- 
yond the  neck  of  the  diverticulum  and  left  in 
that  position. 

With  the  esophagoscope  in  place,  the  exact  neck 
of  the  sac  was  easily  isolated  and  after  insertion 
of  several  guide  sutures,  the  sac  was  carefully 
excised  from  the  hypopharynx.  The  closure  of 
the  defect  in  the  hypopharynx  was  quite  simple 
and  free  of  danger  of  encroachment  of  the  lumen 
of  the  hypopharynx.  However,  great  care  was 
taken  in  closure  to  prevent  leakage  at  this  point. 
A tight  closure  was  obtained  by  combining  a con- 
tinuous suture  of  atraumatic  intestinal  chiomic 
with  interrupted  sutures  of  this  same  type  and 
silk  suture  material.  In  this  case  the  absence  of 
significant  surrounding  tissue  with  which  the 
closure  could  be  reinforced  was  met  by  suturing 
the  posterior  capsule  of  the  thyroid  gland  over 
the  site  of  closure. 

A small  rubber  dam  drain  was  inserted  into  the 
depth  of  the  wound,  and  as  the  retractors  were 
removed,  there  remained  little  to  close  other  than 
the  skin  mai'gins.  The  esophagoscope  was  with- 
drawn and  a rubber  feeding  tube  inserted,  through 
the  nose  and  into  the  esophagus.* 

The  postoperative  course  in  this  case  was  en- 
tirely uneventful.  So  much  so,  that  at  no  time 
did  the  patient’s  temperature  rise  above  normal. 
Tube  feedings  of  glucose  water  were  started  after 
operation  and  increased  to  a full,  high  caloric 
formula  containing  vitamins  B and  C within  24 
hours.  The  drain  was  removed  on  the  second 
postoperative  day,  the  sutures  on  the  fifth  and 
the  feeding  tube  on  the  seventh  postoperative  day. 
The  patient  was  discharged  on  the  tenth  post- 
operative day;  and  while  he  had  no  difficulty  in 
swallowing,  he  was  instructed  to  remain  on  a very 
soft,  bland  diet  for  at  least  one  month.  Periodic 
follow-ups,  with  fluoroscopy  and  X-ray  studies  of 
the  hypopharynx  have  been  normal. 
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Discussion 

W.  G.  KENNON,  JR.,  M.D.  (Nashville). 

I have  enjoyed  reading  and  hearing  Dr.  Knight’s 
paper,  and  I have  no  critical  observations  to  make 
regarding  it.  The  otolaryngologist  sees  these  cases 
all  too  seldomly.  They  are  referred  to  the  gen- 
eral surgeons  by  internists  and  general  practi- 
tioners; yet  there  is  no  reason  why  the  otolaryn- 
gologist who  is  qualified  to  do  a laryngectomy 


*In  some  cases  in  which  the  patient  shows  signs 
of  discomfort  from  the  prolonged  presence  of  the 
esophagoscope,  it  can  be  removed  immediately 
after  the  sac  is  excised.  A large  rubber  catheter 
passed  into  the  upper  esophagus  will  serve  as  a 
suitable  aid  in  closing  the  defect  in  the  hypo- 
pharynx. 
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cannot  perform  this  relatively  simple  procedure. 
No  patient  who  gives  a history  of  symptoms  such 
as  Dr.  Knight  has  brought  out  in  his  paper  should 
be  dismissed  without  having  radiographic  studies 
of  the  esophagus  using  barium.  I would  like  to 
emphasize  the  following  points  which  Dr.  Knight 
has  brought  out  in  his  paper: 

1.  These  lesions  should  properly  be  classed  as 


diverticula  of  the  pharynx  rather  than  of  the 
esophagus. 

2.  The  one-stage  operation  with  or  without  use 
of  the  esophagoscope  is  the  treatment  of  choice. 

3.  The  use  of  antibiotics  post-operatively  is  an 
important  factor  in  obtaining  a smooth  con- 
valescent period  without  infection  or  break-down 
of  the  site  of  closure. 


The  Relation  of  Pregnancy  to  Malignancy,  D.  G. 

Morton,  J.  Kansas  M.  Soc.,  52:57A,  1951. 

One  of  the  chief  hormonal  changes  occurring  in 
the  gravid  state  is  a marked  increase  in  the  titer 
of  circulating  estrogen.  Observations  suggest  that 
estrogens  exert  an  effect  upon  the  tissues  of  the 
reproductive  tract,  including  the  breasts,  which 
makes  them  more  susceptible  to  the  development 
of  cancer.  It  has  not  been  shown,  however,  that 
estrogens  ever  cause  cancer  in  humans,  or  for 
that  matter  that  they  even  exert  a specific  ac- 
celerating effect  upon  the  growth  of  an  already 
existing  cancer.  The  acceleration  associated  with 
pregnancy  may  not  be  a specific  effect  of  the 
estrogens,  but  may  be  due  to  the  increased  vas- 
cularity of  these  tissues  in  pregnancy. 

The  author  discusses  briefly  a number  of  prac- 
tical clinical  problems  pertaining  to  the  relation- 
ship of  pregnancy  and  of  estrogens  to  malignancy. 

1.  Cervical  cancer  in  pregnancy.  Such  cancers 
“seem”  to  grow  more  rapidly  when  the  patient  is 
pregnant.  In  genera1,  the  rule  should  be  to  treat 
the  cancer  at  once.  Sometimes  it  will  be  expedient 
to  terminate  the  pregnancy  operatively  before 
starting  treatment,  though  actually  the  institution 
of  anticancer  therapy  will  usually  result  in  the 
spontaneous  termination  of  the  pregnancy  in  a 
short  period  of  time. 

The  only  exception  to  this  rule  of  immediate 
treatment  should  be  when  the  pregnancy  has  not 
quite  reached  the  period  of  viability.  In  this  event 
it  would  seem  justifiable  to  defer  cancer  therapy 
until  viability  has  been  reached  and  delivery  ac- 
complished by  the  most  appropriate  means,  pro- 
vided that  the  delay  does  not  exceed  three  to  four 
weeks  at  most.  Since  the  treatment  of  cervical 
cancer  inevitably  results  in  castration,  we  as  phy- 
sicians are  not  placed  in  the  position  of  having 
to  decide  whether  or  not  continued  ovarian  func- 
tion would  have  a deleterious  influence. 

2.  Bread  cancer  occurring  during  pregnancy. 
Sometimes  pregnancy  seems  to  accelerate  the 
growth  of  breast  cancer.  Therapeutic  abortion 
or  premature  termination  of  a more  advanced 
pregnancy  may  often  be  indicated,  but  it  should 
never  be  done  with  the  idea  that  it  will  increase 


the  patient’s  chance  of  cure.  Pregnancy  does  not 
make  the  difference  between  the  existence  and  the 
nonexistence  of  cancer.  It  is  possible,  of  course, 
that  whatever  cancer  is  present  or  remains  after 
treatment  might  be  influenced  to  grow  a little 
faster  if  the  patient  is  pregnant;  sometimes  this  is 
important,  but  not  always. 

If  the  patient  is  far  along  in  her  pregnancy,  six 
months  or  more,  termination  is  rare'y  indicated. 
The  breast  lesion  can  be  treated  in  the  appropriate 
manner  without  regard  to  the  pregnancy. 

In  like  manner,  the  question  of  preserving 
ovarian  function  in  a patient  with  breast  cancer 
may  be  discussed.  Castration  will  not,  on  the 
basis  of  established  facts,  increase  the  patient’s 
chance  of  cure.  It  may  have  an  influence  upon 
the  rate  of  growth  of  cancer  which  may  still  be 
present.  If  none  is  present,  then  it  makes  no 
difference  whether  the  patient  has  or  does  not 
have  ovarian  function,  so  far  as  continued  exist- 
ence is  concerned.  If  the  patient  is  young,  how- 
ever, it  may  make  a lot  of  difference  as  to  how 
comfortably  the  patient  exists.  For  these  reasons, 
usually  ovarian  function  should  be  preserved  in 
young  women. 

3.  Estrogen  therapy  after  treatment  for  cancer 
of  the  genital  tract  and  breast.  This  is  a con- 
troversial subject.  In  line  with  the  arguments  al- 
ready advanced  with  regard  to  pregnancy  and 
ovarian  function,  it  is  quite  safe  to  employ  small 
doses  of  estrogens  in  women  who  have  been  treated 
for  cancer  of  the  reproductive  apparatus,  when 
symptoms  cannot  be  controlled  in  some  other 
manner.  This  is  a conclusion  based  upon  ex- 
tensive experience.  For  years  the  author  has  pre- 
scribed estrogens  as  indicated  for  women  seen  in 
a cancer  follow-up  clinic  without  ever  having  had 
occasion  to  regret  it.  When  we  give  comparative’y 
large  doses  of  estrogens  to  women  with  advanced 
breast  cancer  and  often  see  regression,  it  seems 
foolish  to  withhold  the  tiny  doses  necessary  to 
relieve  disagreeable  menopausal  symptoms  in  pa- 
tients apparently  successfully  treated.  (Abstracted 
by  Milton  Smith  Lewis,  M.D.,  Nashville,  Tennes- 
see.) 
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In  the  smaller  communities  the  part-time  anesthetist  gives  the 
anesthesia.  Here  are  valuable  suggestions  for  the  physician  in  the 
role  of  anesthetist. 

SAFE  PRACTICES  FOR  THE  PART-TIME  ANESTHETIST* 

ROBERT  H.  HARALSON,  JR.,  M.D.,  Maryville,  Tenn. 


When  one  assumes  the  responsibility  of 
administering  an  anesthetic  he  has  con- 
tracted to  provide  not  only  good  operating 
conditions  for  the  surgical  procedure,  but 
has  obligated  himself  to  conduct  the  anes- 
thetic in  the  safest  manner  possible  so  as  to 
least  embarrass  the  patients’  psychic  and 
physiologic  states. 

Premedication  under  average  conditions 
of  scheduled  surgery  is  usually  adequate, 
consisting  of  a barbiturate  on  the  previous 
night,  further  barbiturates  followed  by  some 
drying  agent  before  surgery.  The  later  cases 
in  the  operating  room  schedule  are  apt  to 
be  the  poorly  premedicated  ones.  Rarely  is 
there  too  much  elapsed  time  since  premedi- 
cation, but  quite  often  there  has  been  failure 
to  order  the  “on  call”  medication.  The  max- 
imum effect  of  morphine  or  demerol  given 
subcutaneously  is  rarely  obtained  in  under 
one  hour  and  atropine  and  scopolamine 
reach  their  maximum  effectiveness  only 
after  one  and  one-half  hours.1 

Most  often,  however,  the  emergency  case 
offers  a very  poorly  premedicated  patient 
and  this  with  other  factors  leads  to  most 
complications  of  anesthesia.  This  may  be 
true  also  of  the  child  in  for  tonsillectomy 
who  arrives  late  on  the  morning  of  opera- 
tion and  is  rushed  to  surgery  in  order  to 
make  the  schedule  deadline. 

Artusio  and  Trousdell2  in  a well  controlled 
study  have  shown  that  the  ordeal  of  tonsil- 
lectomy in  the  inadequately  premedicated 
child  may  result  in  permanent  psychic  dam- 
age manifested  by  enuresis,  nightmares,  be- 
havior problems,  etc.  Since  the  tonsillec- 
tomy is  perhaps  the  first  of  several  hospital 
experiences,  it  behooves  the  anesthetist  to 
utilize  all  the  methods  at  hand  to  prevent 
psychic  trauma.  Certainly  a moderate  dose 
of  basal  anesthesia  should  never  be  omitted 
in  the  child  when  emergency  does  not  ne- 

Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


cessitate  immediate  operation.  There  usu- 
ally is  still  time  for  intravenous  administra- 
tion of  a belladonna  drug  for  drying  and  for 
vagal  protection  and  for  some  intermediate 
acting  barbiturate  to  take  effect. 

Even  though  recognition  of  the  full  stom- 
ach as  an  anesthetic  hazard  is  widespread, 
this  condition  still  remains  a problem.  The 
patient  who  has  not  eaten  for  six  hours  and 
suffered  a Colles  fracture  five  hours  prior  to 
its  reduction  must  be  considered  to  have 
eaten  only  one  hour  ago,  emptying  of  the 
stomach  not  having  taken  place  since  the 
injury.  Obstetrical  patients  seem  always 
to  have  a full  stomach  regardless  of  time  of 
onset  of  labor.  Consequently  aspiration  of 
vomitus  is  a leading  cause  in  obstetrical 
deaths. 

Weiss,1  employing  a capsule  of  Evans  blue 
dye  administered  orally  preoperatively  to 
patients  for  major  surgery,  found  that  25.9 
per  cent  had  gastric  contents  in  the  pharynx 
at  the  end  of  operation,  and  of  this  group  75 
per  cent  had  some  aspiration  into  the  lungs. 
Bearing  in  mind  that  these  were  patients 
moderately  well  prepared  and  most  of  whom 
did  not  vomit,  it  becomes  apparent  that  ev- 
ery pharynx  must  be  cleared  during  and 
following  anesthesia. 

Eefore  beginning  any  anesthetic  the  pre- 
caution of  having  a workable  suction  device 
present  must  never  be  overlooked.  No  pa- 
tient should  be  anesthetized  on  a table  that 
cannot  be  tilted.  Due  to  unavailability  of 
equipment,  anesthetics  in  most  offices  and  in 
patients’  rooms  are  more  hazardous  than 
those  done  in  the  operating  room.  The  same 
is  true  for  some  special  surgical  procedures 
which  are  usually  done  in  the  X-ray  depart- 
ment. Provisions  for  supplying  oxygen  un- 
der pressure  and  for  suctioning  the  trachea 
must  never  be  neglected. 

The  laryngoscope  and  intratracheal  tube 
are  an  essential  part  of  the  anesthetic  equip- 
ment and  should  always  be  present  and  the 
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scope  in  working  order.  Tracheal  intuba- 
tion is  not  a difficult  technique  and  can  be 
mastered  sufficiently  with  practice.  Chil- 
dren and  infants  offer  some  special  difficulty 
because,— (1)  the  larynx  is  situated  more 
cephalad  than  in  the  adult,  (2)  the  epiglottis 
is  short,  stiff  and  “U”  shaped,  and  (3)  the 
tongue  is  relatively  larger  and  depresses  the 
epiglottis.4 

Every  one  administering  even  an  occa- 
sional anesthetic  should  have  available  a 
laryngoscope  and  an  assortment  of  tubes, 
and  by  practice  acquaint  himself  with  their 
use.  The  curved  blade  Macintosh  laryngo- 
scope is  the  most  generally  useful  and  can 
be  used  in  nearly  all  adults  and  most  chil- 
dren and  infants.  Blind  intubation  in  the 
newborn  is  not  very  accurate  and  when  the 
occasion  arises  for  intubation  it  should  be 
done  immediately  and  hence  under  direct 
vision. 

Choice  of  agent.  There  is  no  one  ideal 
anesthetic  agent,  and  so  the  agent  selected 
must  fulfill  as  many  desirable  features  as 
possible,  and  yet  be  one  with  which  the  an- 
esthetist is  familiar  both  as  to  technique  of 
administration  and  its  pharmacologic  prop- 
erties. 

Ethyl  ether  is  the  most  commonly  used 
agent  and  has  often  been  said  to  be  the  saf- 
est agent.  Realizing  this,  let  us  mention 
some  salient  points  which  can  make  even 
this  safe  agent  a deadly  one. 

Ether’s  value  as  an  anesthetic  agent  de- 
pends upon  its  specific  depressant  action  of 
the  cells  of  the  central  nervous  system.  The 
depression  moves  from  the  higher  centers  to 
the  sensory  and  then  to  the  motor  cortex,  to 
the  spinal  sensory,  spinal  motor  and  reflex 
centers  and  to  depression  of  the  medullary 
centers  with  respiratory  failure  appearing 
sometime  before  cardiac  depression. 

In  spite  of  the  many  postulations  as  to  the 
mechanism  of  anesthesia,  interference  with 
tissue  oxidation,  either  as  cause  or  effect, 
remains  the  most  obvious  mechanism.  Quas- 
tel  has  shown  that  narcotics  in  brain  slices 
inhibit  carbohydrate  oxidation  and  cause 
narcosis.  Courville,  a neuropathologist,  has 
made  an  elaborate  study  of  ether  complica- 
tions and  has  concluded  that  all  the  alleged 
causes  of  these  complications  are  in  reality 
associated  with  hypoxia. 


Hypoxia  associated  with  ether  anesthesia 
is  a common  occurrence  with  the  drop  tech- 
nique. This  was  not  believed  to  be  true  until 
oximeter  studies  revealed  degrees  of  anoxia 
short  of  detectable  cyanosis.  One  should 
remember  too  that  five  grams  of  reduced 
hemoglobin  is  necessary  to  produce  cyanosis 
detectable  to  the  eye,  and  hence  the  severely 
anemic  patient  may  die  of  anoxia  without 
ever  having  shown  any  cyanosis.  In  anemic 
patients  one  must  supply  very  rich  oxygen 
mixtures,  and  this  is  nearly  always  possible 
for  the  concentration  of  the  anesthetic  agent 
can  be  reduced  in  proportion  to  the  anemia. 
Stephens  has  shown  repeatedly  a fall  in 
arterial  oxygen  saturation  after  moderately 
long  open  drop  ether  technique  without  oxy- 
gen flow.5 

Faulconer0  has  investigated  ether  and  oxy- 
gen tensions  beneath  the  mask  in  semi-open 
ether  air  technique  and  reports  startling 
results.  The  act  of  placing  a dry  mask  over 
the  patient’s  face  reduced  the  oxygen  ten- 
sion from  that  of  room  air  (153  mm.)  to  an 
average  of  123  mm.  When  ether  tensions  of 
anesthetic  potency  were  obtained  under  an 
ether  mask,  oxygen  tensions  were  still  fur- 
ther reduced.  Continuous  oximeter  reading 
showed  proportional  reductions  in  arterial 
blood  oxygen  saturation. 

A flow  of  as  little  as  500  cc.  of  oxygen 
under  the  mask  prevented  the  lowering  of 
oxygen  tension  and  maintained  blood  oxy- 
gen saturation.  This  simple  expedient  of 
supplying  oxygen  during  ether  anesthesia 
may  suffice  to  prevent  the  cortical  damage 
manifested  by  “ether  convulsions,”  perma- 
nent or  temporary  neurologic  or  psychiatric 
phenomena,  or  in  the  fortunately  infrequent 
instance,  of  death  of  the  patient. 

There  are  other  features  of  ethyl  ether 
that  should  be  considered,  among  them  de- 
creased function  of  liver  and  adrenals,  as 
well  as  a suppression  of  urine  due  to  stimu- 
lation of  the  pituitary  gland.  When  con- 
fronted with  the  jaundiced,  the  Addisonian, 
or  the  nephritic  patient,  these  factors  must 
be  remembered. 

Pentothal  is  now  universally  employed, 
usually  with  good  results,  but  it  deserves  a 
word  of  caution.  The  simplicity  of  adminis- 
tration and  the  rapid  induction  and  emer- 
gence may  lull  one  into  carelessness  and  into 
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forgetting  that  there  are  no  minor  general 
anesthetics.  True  the  complications  are 
rare,  but  pentothal  administration  should  be 
accompanied  by  the  same  precaution  as  with 
other  agents;  that  is  premedication,  availa- 
bility of  suction  apparatus  and  a supply  of 
oxygen  for  manual  respiration. 

Since  more  and  more  surgeons  are  becom- 
ing proficient  in  the  more  complicated  sur- 
gical procedures,  and  a greater  number  of 
extensive  operations  are  being  performed 
outside  the  larger  cities,  the  part-time  anes- 
thetist is  being  called  upon  to  maintain  bet- 
er  operating  conditions  with  relaxation,  and 
maintenance  of  circulatory  volume,  etc.,  for 
longer  periods  of  time.  With  the  advent 
of  the  curariform  drugs  relaxation  has  be- 
come readily  obtainable  without  resorting 
to  the  depressing  depths  of  anesthesia  for- 
merly necessary. 

Associated  with  any  agent,  except  nitrous 
oxide  and  ehtylene,  there  is  depression  of 
the  sensitivity  of  the  respiratory  center  to 
carbon  dioxide.  The  accumulation  of  carbon 
dioxide  due  to  lessened  respiratory  minute 
volume  results  in  a respiratory  acidosis. 
Carbon  dioxide  in  excess  is  a narcotic  agent 
and  if  allowed  to  persist  may  manifest  its 
presence  by  rises  in  blood  pressure,  arryth- 
mias  followed  by  depressed  respiration,  pal- 
lor, fall  in  blood  pressure  and  circulatory 
collapse.  (This  is  probably  the  mechanism 
of  so-called  “cyclopropane  shock.”)  The  ac- 
cumulation of  excessive  carbon  dioxide  may 
be  easily  prevented7  bv  manually  assisted  or 
controlled  respiration  with  closed  or  semi- 
closed  techniques.  The  minute  volume 
should  at  least  equal  and  may  exceed  that 
of  the  unanesthetized  state.  There  are  some 
hazards  to  controlled  respiration  such  as 
interference  with  filling  of  the  right  heart, 
but  all  anesthetized  patients  will  benefit  by 
the  assisted  respiration  technique.  This  con- 
sists simply  of  allowing  the  patient  to  main- 
tain his  own  respiratory  rate,  but  by  putting 
slight  pressure  on  the  breathing  bag  near 
the  end  of  the  inspiration  one  adds  a hundred 
or  more  cubic  centimeters  of  gaseous  ex- 
change. This  technique,  by  hyperventila- 
tion, assures  an  adequate  oxygen  supply, 
removes  excess  carbon  dioxide  and  by  keep- 
ing all  the  alveoli  expanded,  reduces  the 
incidence  of  atelectasis. 


Analeptic  drugs  such  as  metrazol,  cora- 
mine  and  picrotoxin  are  almost  without  use- 
fulness in  anesthesia  and,  in  most  instances, 
rather  than  being  beneficial  they  may  in- 
crease the  demand  for  oxygen  in  the  central 
nervous  system  and  precipitate  convulsions. 
The  vasopressors  epinephrine,  ephedrine, 
vasoxyl,  neosynephrine,  or  similarly  act- 
ing drug  should  always  be  at  hand  but,  ex- 
cept to  relieve  hypotension  from  spinal  an- 
esthesia, should  never  be  used  until  it  is 
ascertained  that  hypoxia  or  loss  of  circulat- 
ing blood  volume  are  not  the  cause  of  the 
hypotension. 

The  anesthetic  explosion  is  fortunately  the 
least  common  but  is  by  far  the  most  dramat- 
ic of  all  anesthesia  accidents.  Because  of  his 
association  with  explosive  agents  it  is  the 
responsibility  of  the  anesthetist  to  maintain 
eternal  vigil  to  prevent  situations  where 
explosions  may  occur.  The  visible  sources 
of  ignitions  such  as  cautery,  flames  and 
switches  can  be  kept  away  from  explosive 
mixtures  but  static  sparks,  the  most  frequent 
cause,  are  less  predictable.  Adequate  pro- 
tection is  maintained  when  all  objects  in 
the  operating  room  are  of  equal  potential 
and  this  can  be  accomplished  by  the  use  of 
conductive  rubber  for  the  gas  machine  and 
table  mattress,  grounded  floors,  elimination 
of  wool,  silk  and  nylon  in  the  clothing  of 
personnel  and  maintenance  of  a high  hu- 
midity which  is  in  itself  a grounding  device. 
The  National  Fire  Protective  Association  has 
issued  a pamphlet  called  “Recommended 
Safe  Practices  for  Hospital  Operating 
Rooms,”  and  this  is  recommended  to  all  who 
must  concern  themselves  with  explosive 
anesthetic  agents. 

Summary 

Briefly  we  have  reviewed  some  of  the 
factors  involved  in  conducting  a safe  anes- 
thetic. Most  of  the  errors  are  errors  in  judg- 
ment and  rarely  the  fault  of  equipment  or 
agent.  Judgment  can  come  only  from  train- 
ing and  experience  but  can  be  improved  by 
familiarizing  oneself  with  the  pharmacology 
of  the  agents  he  intends  to  use.  The  litera- 
ture on  anesthesiology  is  available  in  the 
journals  Anesthesiology  and  in  Anesthesia 
and  Analgesia,  and  I urge  all  who  devote 
part  of  their  practice  to  anesthesia  to  avail 
themselves  of  these  helpful  journals. 
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1.  Premedication  is  a “must”  to  maintain 
normal  psychic  and  physiologic  states. 

2.  Anesthetics  should  never  be  conducted 
where  a tilt  table,  suction  apparatus,  laryn- 
goscope and  intratracheal  tubes,  and  oxygen 
for  positive  pressure  administration  are  not 
available. 

3.  Oxygenation  with  semi-open  ether  tech- 
nic can  be  maintained  with  500  cc.  oxygen 
flow  under  the  mask. 

4.  Hypoxia  and  hypercarbia  can  be  pre- 
vented by  manually  assisted  respiration. 

5.  The  anesthetist  should  remain  continu- 
ally “explosion  conscious.” 
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Roentgen  Aspects  of  Pulmonary  Arteriovenous 

Fistula.  Seaman,  W.  B.,  and  Goldman,  A.  Arch. 
Int.  Med.,  Vol.  89,  1952. 

Cyanosis  and  clubbed  fingers  associated  with 
polycythemia  and  a pulmonary  murmur  are  the 
features  of  the  full  blown  clinical  syndrome  of 
pulmonary  arteriovenous  fistula.  A large  propor- 
tion of  the  cases  are  associated  with  cutaneous 
hemangiomata  and  telangiectasis  of  an  hereditary 
nature.  There  are  now  more  than  sixty-five 
proved  cases  in  the  medical  literature.  With  the 
study  of  more  cases  it  has  been  found  that  one  or 
all  of  the  prominent  clinical  manifestations  may  be 
absent  and  the  roentgen  appearance  may  be  the 
only  positive  sign.  Since  this  anomaly  is  surgi- 
cally curable,  recognition  of  the  condition  is  of  the 
utmost  importance.  Very  few  cases  have  been 
reported  in  children  although  it  is  felt  that  the 
lesions  are  probably  overlooked. 

The  authors  describe  the  roentgen  findings  in 
eight  cases  seen  at  Washington  University  School 
of  Medicine  during  the  past  ten  years.  An  abnor- 
mal pulmonary  shadow  was  demonstrated  in  every 
case.  The  mass  is  usually  lobulated  or  round  and 


usually  seen  in  the  lower  lobes.  There  are  two 
or  more  linear  shadows  connecting  the  mass  with 
the  hilum  which  represent  the  afferent  and  efferent 
blood  vessels.  Fluoroscopic  and  kymographic  stud- 
ies are  very  important  in  demonstrating  the  vascu- 
lar character  of  the  lesion.  Valsalva  and  Muller 
maneuvers  may  cause  a change  in  the  size  of  the 
lesion.  Laminagraphic  studies  were  very  success- 
fully used  by  the  authors.  Cardio-angiography  is 
the  final  test  for  proving  the  vascular  nature  of  the 
lesions.  The  authors  feel  that  with  the  use  of 
conventional  roentgenography  and  laminagraphy 
a definite  diagnosis  can  be  made  in  a large  majority 
of  the  cases.  However,  if  surgical  treatment  is 
contemplated  angiocardiographic  studies  should  be 
done  in  every  case.  This  is  emphasized  as  the 
demonstration  of  multiple  lesions  not  seen  in  the 
conventional  methods  of  study  is  frequent  enough 
to  be  important.  Resume  of  the  clinical  features 
of  their  eight  cases  and  discussion  of  the  other 
reported  cases  with  excellent  roentgenographic 
illustrations  are  included  in  the  report.  (Ab- 
stracted for  the  Middle  Tennessee  Heart  Associa- 
tion by  Joseph  Ivie,  M.D.,  Nashville.) 
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The  author  has  attempted  to  simplify  the  oft-confusing  classification 
of  renal  disease,  both  as  to  diagnosis  and  prognosis. 

A PATHOPHYSIOLOGIC  CORRELATION  OF  CHRONIC  GLOMERULO- 
NEPHRITIS* 

DAVID  SCHEINBERG,  M.D.,  M.Sc.(Med.),  Memphis,  Tenn. 


I have  been  given  the  privilege  of  discuss- 
ing nephritis  with  you.  The  only  reason 
that  I can  give  for  presenting  the  subject  is 
that  it  has  been  a source  of  stimulating  con- 
fusion to  me  for  some  time. 

The  study  of  the  kidney  has  many  intrigu- 
ing ramifications,  and  the  clinician  has  al- 
ways been  grateful  to  the  physiologist  for 
clarification  of  renal  function.  Today  the 
physiologist  can  give  us  a microscopic  view, 
so  to  speak,  into  the  living  nephron.  He  has 
perfected  such  intricate  studies  as  filtration 
rate,  filtration  fraction,  total  exeretory  mass, 
etc.  Nevertheless,  it  has  been  observed  time 
and  again  that  it  is  the  consideration  of  the 
clinical  picture,  together  with  a few  simple 
laboratory  tests,  that  usually  make  the  diag- 
nosis. 

It  is  the  purpose  of  my  presentation  to 
attempt  a correlation  of  the  pathophysiology 
of  glomerulonephritis  so  that  the  physician, 
with  but  meager  laboratory  facilities  offered 
by  the  smaller  communities,  can  be  more 
certain  of  his  ground  as  to  diagnosis  and 
prognosis.  A better  knowledge  of  nephritis 
will  also  be  of  definite  help  in  understanding 
the  other  kidney  disturbances. 

The  signs  and  symptoms  of  glomerulo- 
nephritis simulate  many  conditions.  A 
glance  at  Table  1 readily  reveals  the  many 

Table  I 

PRINCIPAL  CAUSES  OF  KIDNEY  DISEASE 

1.  Benign  albuminuria. 

2.  Nephroses  (degenerative). 

3.  Amyloidosis. 

4.  Kidney  infections:  pyelonephritis,  pyonephro- 
sis, cortical  abscesses  and  perinephric  inflam- 
mation. 

5.  Nephritis  (inflammatory). 

a.  Diffuse  glomerulonephritis. 

b.  Focal  nephritis. 

c.  Acute  interstitial  nephritis. 

6.  Allergic  disorders:  disseminated  lupus  ery- 

thematosis,  polyarteritis 


'Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


7.  Renal  injury:  chemical  and  metabolic  agents, 
shock. 

a.  Mercury,  bismuth  and  sulfonamides. 

b.  Nephrocalcinosis  and  gout. 

8.  Congenital  or  acquired  malformations:  hypo- 
plasia, polycystic  disease,  tumors  and  aberrant 
vessels. 

9.  Multiple  glomerular  embolization. 

10.  Nephrosclerosis. 

a.  Essential  hypertension. 

(1)  Benign. 

(2)  Malignant. 

b.  Senile  arteriosclerotic  kidney. 

c.  Intercapillary  glomerulosclerosis. 

diseases  which  muddle  the  picture.  To 
make  matters  a little  more  difficult,  the 
various  signs  and  symptoms  of  nephritis 
itself  differ  from  patient  to  patient.  Some 
have  hypertension,  some  do  not.  Some  show 
edema,  some  do  not.  Some  have  uremia, 
some  do  not.  Some  are  sick  and  some  are 
not. 

I must  apologize  for  mentioning  the  nor- 
mal physiology  of  urine  formation  to  this 
gathering.  (Fig.  1.)  Nevertheless,  there 
may  be  one  or  two  points  that  need  empha- 
sis. For  instance  we  all  know  that  blood 
enters  the  glomular  tuft  for  filtration 
through  the  afferent  arteriole  and  leaves  by 
way  of  the  efferent  vessel  to  reach  the  peri- 
tubular capillary  network.  But  we  do  not 
always  recall  that  in  the  event  of  blockage 
of  the  glomerulus,  as  occurs  in  nephritis,  or 
in  the  event  of  arteriolar  spasm  as  in  so- 
called  lower  nephron  nephrosis,  blood  en- 
tering the  kidney  may  by-pass  the  glomer- 
ular tuft  by  way  of  the  Isaac-Ludwig  pre- 
glomerular  arterioles  and  thus  reach  the 
peritubular  capillary  network.  Blood  may 
also  reach  the  peritubular  space  through 
vessels  dipping  down  from  the  outer  cortex. 
The  kidney  has  the  dual  function  of  clearing 
the  blood  of  noxious  products  through  its 
process  of  glomerular  filtration,  and  of  con- 
serving the  essential  electrolytes  through 
the  reabsorption  process  of  the  tubular  sys- 
tem. It  is  because  of  this  latter  function  of 
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Diagram  showing  the  essential  features  of  a typical  nephron  in  the 
human  kiilncy. 


Fig.  1 

Reprinted  from,  Smith,  H.:  The  Kidney:  Struc- 
ture and  Function  in  Health  and  Disease,  New 
York,  Oxford  University  Press,  1951,  by  courtesy 
of  the  publishers. 

homeostasis  that  the  ability  of  urine  con- 
centration by  the  kidneys  takes  on  such  im- 
portance. 

Briefly  then,  blood  flowing  through  the 
glomerular  tuft  loses  water  and  chemicals 
which  filter  through  into  the  lumen  of  the 
tubules.  The  blood  which  now  leaves  the 
tuft  is  thus  different  in  character.  The  post- 
glomerular  blood  now  has  less  water,  less 
chemicals,  and  possesses  a relatively  greater 
concentration  of  proteins.  Thus,  the  post- 
glomerular  blood  has  an  increase  in  suction 
power  and  upon  reaching  the  peritubular 
capillary  system  is  able  to  exert  this  power 
on  the  tubules.  The  tubules  in  turn  reab- 
sorb water  and  salt  from  the  filtrate  inside 
their  lumen.  A urine  of  greater  concentra- 
tion than  the  original  filtrate  is  the  result. 

For  our  purpose,  nothing  need  be  said  con- 
cerning the  obligatory  reabsorption  of  glu- 
cose and  other  substances  by  the  proximal 
tubules,  nor  need  we  discuss  the  differential 
pressures  in  the  various  parts  of  the  ne- 
phron. But  we  do  want  to  say  a word  about 


tubular  activity.  We  frequently  hear  clini- 
cians say  that  the  kidneys  are  unable  to  con- 
centrate the  urine  because  the  tubules  have 
become  involved  by  disease. 

I believe  that  it  can  be  stated  without 
exception  that  any  nephron  capable  of  filtra- 
tion has  tubules  capable  of  reabsorption.  Do 
not  say  that  any  particular  renal  dysfunc- 
tion is  the  fault  of  the  tubules  or  that  it  is 
the  fault  of  the  glomeruli.  Think  of  the 
nephron  as  a functioning  unit.  This  means 
that  you  may  simplify  your  thinking  of 
renal  function;  there  is  only  one  system  to 
be  accounted  for,  the  nephron,  not  two. 
Yes,  the  kidney  may  fail  to  concentrate,  but 
is  not  the  fault  of  the  tubules.  The  func- 
tion of  homeostasis  is  never  abandoned  by 
the  tubules.  You  will  remember  that  ne- 
phrotic patients  with  damaged  tubules  as 
observed  by  the  pathologist  have  good  kid- 
ney concentration.  Now,  let  us  review  the 
highlights  of  the  nephritis  as  they  present 
themselves  to  the  physician. 

Acute  Glomerulonephritis.  (Table  2.)  In 
acute  nephritis  the  pathologic  defect  is  that 
of  a diffuse  blockage  of  the  glomerular  tufts 
by  vascular  spasm,  hyaline,  and  cellular 
elements.  This  causes  a sharp  reduction  in 
the  filtrate  reaching  the  tubules.  The  tu- 
bules carry  on  their  function  of  concentra- 
tion. The  result  is  that  the  patient  presents 
an  oliguria  with  urine  of  high  specific  grav- 
ity. 

Table  2 


ACUTE  GLOMERULONEPHRITIS 


Pathological 

Process 

Clinical 

Picture 


Diffuse  Blockade  of  the  Glomeru- 
lar Tufts  by  Vascular  Spasm,  Hya- 
line and  Cellular  Elements. 
Oliguria  of  High  Specific  Gravity; 
Hematuria;  Azotemia;  Hyperten- 


sion. 

The  acute  nephritic  usually  recovers  com- 
pletely. He  may,  however,  expire  during 
his  acute  attack,  or  he  may  die  in  three  to 
five  months  after  running  a severe  subacute 
course.  Or,  he  may  be  subjected  to  future 
acute  attacks  of  varying  severity  causing 
him  to  suffer  from  chronic  glomerulone- 
phritis. 

Every  patient  with  chronic  nephritis 
should  be  viewed  from  the  standpoint  of  the 
number  of  nephrons  that  remain  in  his  kid- 
neys. His  clinical  picture,  as  well  as  his 
prognosis  depends  on  this  relative  number 
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of  functioning  units.  Figure  2 presents  dia- 
gramatically  the  relationship  prognostic-ally 
of  one  patient  to  the  next.  It  also  presents 


Clinical  Mild  Albuminuria;  Occasional 

Picture  RBC;  No  Hypertension;  No  Loss  of 

Concentration. 


DIAGRAM  OF  THE  SUCCESSION  OF  EVENTS  IN 
DIFFUSE  GLOMERULO  - NEPHRITIS 


RECOVERY 


SEVERE  SUB-ACUTE 
COURSE  ANO  DEATH 


1ST  STAGE  (SCHEINBERO) 

L-  Latent  type  - slight  albuminuria 
h - hypertensive  type - 

SLIGHT  ALBUMINURIA  B 
HYPERTENSION 

N-  NEPHROTIC  TYPE  - NEPHROTIC  EDEMA 
BUT  NO  HYPERTENSION 

R-  RECOVERY  FROM  1ST  STAGE 

2nd  Stage  (Mcelroy) 

HYPERTENSION  PLUS  NEPHROTIC  EOEMA 
GOOO  RENAL  FUNCTION 

3RQ  STAGE  (FlSHBERQ) 

HYPERTENSION  B COMPENSATED  RENAL  OAMAOE 
NO  NEPHROTIC  EOEMA 

End  stage  (Fishberq) 

DECOMPENSATED  RENAL  OAMAOE 

hypertension 


Fig.  2 


the  succession  of  events  pathologically  and 
clinically. 

Chronic  nephritis  occurs  in  four  major 
stages, — the  first  stage  presenting  three  syn- 
dromes, and  the  other  stages  one  sydrome 
each.  Pathologically,  these  stages  differ  one 
from  the  other  by  the  gradually  increasing 
obliteration  of  more  and  more  glomeruli  as 
the  patient  progresses  from  one  stage  to  the 
next. 

In  the  first  stage  of  chronic  glomerulo- 
nephritis, the  pathologic  process  is  of  mini- 
mal glomerular  obliteration.  There  is  no 
renal  insufficiency.  The  patient  may  show 
three  different  clinical  pictures. 

First  Stage  Chronic  Glomerulonephritis, 
Latent  Type.  (Table  3.)  If  the  only  resid- 
ual is  that  of  a relatively  few  damaged  per- 
meable glomerular  filters  which  allow  al- 
bumin to  get  into  the  tubules,  the  patient 
presents  only  a mild  albuminuria  and  he  is 
said  to  be  in  the  latent  stage. 

Table  3 

FIRST  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 
Latent  Type 

Pathological  Minimal  Glomerular  Obliteration. 

Process  Relatively  Few  Residual  Diseased 

Filters. 


First  Stage  Chronic  Glomerulonephritis, 
Nephrotic  Type.  (Table  4.)  If  a greater 
number  of  filters  are  left  damaged,  the  loss 
of  protein  is  much  greater  and  the  patient 
develops  a nephrotic  picture.  Because  of 
relatively  few  completely  obliterated  glom- 
eruli, there  is  no  hypertension. 


Table  4 


FIRST  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 
Nephrotic  Type 


Pathological 

Process 

Clinical 

Picture 


Many  Diseased  Filters;  Relatively 
Few  Obliterated  Glomeruli;  Tubu- 
lar Cell  Degeneration. 

Edema,  Severe  Almubinuria,  Low- 
ered Blood  Proteins,  Reversal  A-G 
Ratio,  No  Hypertension,  Good 
Concentration,  No  Azotemia 


First  Stage  Chronic  Glomerulonephritis, 
Hypertensive  Type.  (Table  5.)  If  the  resid- 
ual renal  damage  is  such  as  to  leave  a fairly 
good  number  of  obliterated  glomeruli  plus 
relatively  few  glomeruli  with  diseased  fil- 
ters, the  clinical  picture  is  that  of  some  al- 
buminuria plus  hypertension. 


Table  5 


FIRST  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 
Hypertensive  Type 


Pathological 

Process 

Clinical 

Picture 


Fair  Number  of  Obliterated  Glom- 
eruli; Relatively  Few  Patent  Glom- 
eruli Possessing  Diseased  Filters. 
Hypertension  Plus  Mild  Albumi- 
nuria; Good  Concentration;  No 
Azotemia. 


Second  Stage  Chronic  Glomerulonephri- 
tis. (Table  6.)  In  this  stage,  the  patient  has 
been  further  attacked  by  nephritis.  He  has 
lost  more  glomeruli  by  obliteration  and  has 
a considerable  number  of  damaged  filters 
permitting  a great  loss  in  proteins.  The 
patient  here  presents  the  picture  of  hyper- 
tension plus  nephrosis.  The  obliteration  of 
the  glomeruli  has  not  blocked  a sufficient 
number  of  glomeruli  to  cause  renal  insuffi- 
ciency. Therefore,  concentration  ability  is 
still  present. 
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Table  6 


SECOND  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 


Pathological 

Process 

Clinical 

Picture 


Fair  Number  of  Obliterated  Glom- 
eruli; Many  Patent  Glomeruli  with 
Diseased  Filters. 

Edema;  Severe  Albuminuria;  Low- 
ered Blood  Proteins;  Reversal  of 
A-G  Ratio;  Hypertension;  Good 
Concentration;  No  Azotemia. 


Third  Stage  Chronic  Glomerulonephritis 
(Compensated  Renal  Insufficiency).  (Table 
7.)  When  a patient  who  is  in  the  second 
stage  showing  the  picture  of  hypertension 
and  nephrosis,  is  further  attacked,  then  more 
glomeruli  are  obliterated.  When  that  hap- 
pens a great  number  of  diseased  filters, 
which  had  previously  been  allowing  a severe 
protein  loss,  no  longer  function.  The  albu- 
minuria diminishes  in  degree.  The  patient 
gradually  builds  up  his  blood  proteins  and 
gradually  loses  his  nephrotic  picture.  He  is 
no  longer  edematous  and  is  apparently  im- 
proved but  actually  worse.  For,  by  having 
lost  additional  functioning  glomeruli,  he  has 
gone  into  a form  of  renal  failure.  His  kid- 
neys cannot  concentrate,  he  has  polyuria, 
but  he  does  not  as  yet  show  uremia. 


Table  7 


END  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 


(Compensated  Renal  Insufficiency) 


Pathological 

Process 


Clinical 

Picture 


Obliteration  of  Majority  of  Glom- 
eruli; Patency  of  Paraglomerular 
Vessels;  Loss  of  Gradient  Between 
Peritubular  Tissue  Fluids  and  Fil- 
trate. 

Less  Severe  Albuminuria;  Loss  of 
Concentration;  Polyuria;  Hyper- 
tension; Some  Retinopathy;  No 
Azotemia. 


With  our  present  knowledge  we  can  ac- 
count for  this  loss  of  concentrating  power  by 
the  following  explanation.  With  the  oblit- 
eration of  many  glomeruli,  their  correspond- 
ing tubules  are  obliterated.  At  the  same 
time,  blood  which  normally  traverses 
through  afferent  and  post-glomerular  arteri- 
oles now  reaches  the  remaining  peritubular 
tissue  by  way  of  the  extra-glomerular  ves- 
sels. This  blood  has  not  lost  any  water  by 
filtration  for  it  did  not  go  through  the  glom- 
erular tuft.  It  is  not  dehydrated  and  its 
proteins  are  not  concentrated  as  in  normal 


post  glomerular  blood.  Therefore,  it  does 
not  have  the  power  of  reabsorption.  The 
gradient  between  the  filtrate  in  the  remain- 
ing functioning  nephrons  and  the  peritubu- 
lar tissue  fluids  is  almost  nil  and  no  ex- 
change of  fluid  occurs. 

End  Stage  Chronic  Glomerulonephritis 
(Decompensated  Renal  Insufficiency.)  (Ta- 
ble 8.)  As  the  process  of  glomerular  oblit- 
eration continues  comparatively  few  glom- 
eruli remain.  The  patient  now  has  uremia. 
His  urine  output  is  small  and  it  is  of  a low 
specific  gravity. 


Table  8 


END  STAGE  CHRONIC  GLOMERULO- 
NEPHRITIS 


(Decompensated  Renal  Insufficiency) 


Pathological 

Process 


Clinical 

Picture 


Almost  Complete  Obliteration  of 
Glomeruli;  Loss  of  Gradient  Be- 
tween Peritubular  Tissue  Fluids 
and  Filtrate. 

Oliguria;  Less  Severe  Albuminu- 
ria; Hypertension;  Loss  of  Con- 
centration; Azotemia;  Retinopathy. 


Table  9 is  a resume  of  the  various  clinical 
findings.  This  diagram  may  be  of  help  in 
placing  the  nephritic  in  his  proper  stage  of 
his  disease. 

Not  all  patients  go  through  all  the  stages, 
for  the  attacks  of  nephritis  are  not  of  the 
same  severity.  Thus,  the  patients  present 
six  major  syndromes  rather  than  a uniform 
progressive  disease.  But  by  understanding 
the  pathophysiologic  process  in  each  case, 
we  can  classify  each  patient  as  to  the  sever- 
ity of  his  renal  ailment,  make  a more  accur- 
ate diagnosis  and  prognosis,  and  offer  more 
intelligent  treatment. 


Discussion 

DR.  S.  FRED  STRAIN  (Memphis):  The  classi- 
fication of  the  nephritides  has  been  of  considerable 
interest  to  me  first  as  a student,  then  as  intern, 
and  again  as  medical  resident.  Several  years  ago 
I learned  a modification  of  Volhard  and  Fahr’s 
classification  as  taught  by  my  honored  and  beloved 
teacher  and  chief  the  late  Dr.  J.  B.  McElroy.  I 
still  think  that  classification  has  considerable 
merit. 

Dr.  Scheinberg  has  given  us  today  a simple  and 
practical  discussion  correlating  the  pathological 
physiology  of  glomerulonephritis  with  the  clinical 
findings.  His  outline  helps  us  to  explain  the  alter- 
ations of  kidney  function  which  can  be  observed  as 
the  disease  progresses.  It  enables  us  to  interpret 
more  accurately  the  meaning  of  clinical  and  labor- 
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Table  9 


CLINICAL  FINDINGS  IN  CHRONIC  DIFFUSE  GLOMERULONEPHRITIS 


1 

Finding 

Latent 
First  Stage 

Nephrotic 
First  Stage 

H -tensive 
First  Stage 

Second 

Stage 

Third 

Stage 

End  Stage 

Albuminuria 

Slight 

Heavy 

Slight 

Heavy 

Moderate 

Moderate 

2 

Hematuria 

Present 
or  absent 

Same 

Same 

Same 

Same 

Same 

3 

Urine 
sp.  gr. 

Normal 

Normal 

Normal 

Normal 

Low 

Low 

4 

Urine 

volume 

Normal 

Normal  or 
decreased 

Normal 

Normal  or 
decreased 

Increased 

Much 

decreased 

5 

Hypertension 

Absent 

Absent 

Present 

Present 

Present 

Present 

6 

Nephrotic 

edema 

Absent 

Present 

Absent 

Present 

Absent 

Absent 

7 

Serum  protein 

Normal 

Low 

Normal 

Low 

Normal 

Normal 

8 

Alb. -Glob,  ratio 

Normal 

Normal  or 
reversed 

Normal 

Normal  or 
reversed 

Normal 

Normal 

9 

Serum  nitrogen 

Normal 

Normal 

Normal 

Normal 

Normal 

Increased 

10 

Serum  chloride 

Normal 

Normal  or 
increased 

Normal 

Normal  or 
increased 

Normal 

Normal  or 
increased 

11 

Serum 

cholesterol 

Normal 

Increased 

Normal 

Increased 

Normal 

Normal  or 
decreased 

12 

Urine 
cone,  tests 

Normal 

Normal 

Normal 

Normal 

Impaired 

Impaired 

13 

Urea  clearance 

Normal 

Normal 

Normal 

Normal 

Impaired 

Impaired 

14 

Cardiac 

hypertrophy 

Absent 

Absent 

Absent 
or  slight 

Usually 

present 

Present 

Present 

15 

Albuminuric 

retintis 

Absent 

Absent 

Absent 

Usually 

absent 

Present 
or  absent 

Usually 

present 

An  acute  exacerbation  of  nephritis  superimposed  on  any  stage  may  alter  the  above  findings. 


atory  studies  in  our  nephritic  patients  and,  there- 
fore, makes  possible  more  accurate  evaluation  of 
the  clinical  picture  for  the  purpose  of  diagnosis, 
prognosis  and  treatment. 

The  end  results  of  many  diseases  of  the  kidney 
are  the  same,  namely,  the  destruction  of  function- 
ing units  and  consequent  impairment  of  renal 
function.  It  is  well  known  that  two  normal  kid- 
neys contain  many  more  functional  units  than  are 
needed  in  the  important  role  they  play  in  homeo- 
stasis and  considerable  damage,  therefore,  must 
occur  before  evidence  of  impaired  function  can  be 
detected.  After  the  diagnosis  of  glomerulone- 
phritis is  definitely  established,  the  type  and  stage 
of  the  disease  can  be  ascertained  by  several  rela- 
tively simple  procedures: 

1.  The  degree  of  albuminuria.  The  diagnosis 
of  nephritis,  either  acute  or  chronic,  is  hardly 
justified  without  the  presence  of  albumin  in  the 
urine.  The  amount  varies  with  the  stage  of  disease 
as  has  been  indicated  by  Dr  Scheinberg. 

2.  The  specific  gravity  of  the  urine.  One  of  the 
earliest  evidences  of  impairment  of  renal  func- 
tion is  the  finding  of  the  inability  to  concentrate. 
Too  much  emphasis  cannot  be  placed  on  the  im- 
portance of  this  simple  test. 


3.  The  examination  of  the  urinary  sediments  for 
red  blood  cells,  pus  cells,  and  cast. 

4.  The  phenolsulphonthalein,  or  PSP  test.  This 
test  is  another  simple  means  for  testing  the  effi- 
cacy of  glomerual  filtration. 

5.  The  estimation  of  the  volume  of  urine  ex- 
creted. This  must  be  correlated  with  the  degree 
of  hydration  of  the  patient. 

6.  Non-protein  nigtrogen  determination.  While 
this  test  is  a little  more  complicated  than  those 
mentioned  above,  it  should  be  included,  if  at  all 
possible.  Nitrogen  retention  indicates  rather  ex- 
tensive damage  to  the  kidneys  and  is  of  extreme 
importance  in  aiding  the  clinician  to  evaluate  the 
degree  of  kidney  damage. 

These  studies  must  all  be  considered  with  the 
symptoms  and  physical  signs  for  proper  evalua- 
tion. Knowledge  of  the  stage  of  nephritis  is  essen- 
tial for  intelligent  treatment.  While  our  treat- 
ment at  best  is  far  from  satisfactory  at  present, 
much  can  be  done  at  times  to  maintain  compen- 
sation of  renal  function,  and  thus  to  prolong  the 
life  of  unfortunate  victims  of  nephritis  I think 
that  Dr.  Scheinberg  has  made  a real  contribution 
to  the  subject  in  the  presentation  which  he  has 
given  us  today. 
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PREFERRED  PROCEDURES 


As  diseases  become  more  rare  because  of  modern  therapy  in  in- 
fections, the  physician  tends  to  forget  them  in  differential  diagnosis. 

This  essay  reminds  us  of  the  clinical  picture  in  acute  infectious  hema- 
togenous osteomyelitis.  The  author  also  outlines  its  proper  manage- 
ment. 

ACUTE  INFECTIOUS  HEMATOGENOUS  OSTEOMYELITIS 

ROBERT  CRAWFORD  ROBERTSON,  M.D.,  Chattanooga,  Tenn. 


Only  ten  years  ago  this  disease  in  acute 
or  chronic  form  was  responsible  for  approx- 
imately 0.5  per  cent  of  all  general  hospital 
admissions,  and  a much  higher  per  cent  of 
the  admissions  to  children’s  and  orthopedic 
hospitals.  Within  the  past  decade  treatment 
has  been  so  revolutionized  that  this  form 
of  osteomyelitis  is  now  rarely  encountered 
in  surgical  practices. 

Hematogenous  osteomyelitis  may  be  re- 
garded as  the  bone  phase  of  bacteremia  or 
pyemia.  The  exciting  organism  is  usually 
a staphylococcus  or  a streptococcus  which 
has  entered  the  blood  stream  through  a cu- 
taneous wound  or  through  the  respiratory 
passages.  Frequently  the  site  of  entry  can- 
not be  determined.  Local  trauma  may  play 
a predisposing  part  in  the  localization  of 
bone  infection.  The  long  bones  are  predom- 
inately affected,  those  of  the  lower  extremi- 
ties out-numbering  the  long  bones  of  the 
upper  extremities  more  than  three  to  one. 
The  distal  end  of  the  femur  and  the  proxi- 
mal end  of  the  tibia  are  those  most  fre- 
quently involved.  The  initial  bone  lesion 
is  usually  found  in  the  metaphysis,  probably 
because  the  slow  flow  of  blood  within  the 
capillary  end  loops  favors  lodgment  of  bac- 
terial emboli.  With  lodgment  of  the  infected 
embolus,  abscess  formation  is  followed  early 
by  thrombosis  of  adjoining  vessels  and  ne- 
crosis of  bone.  Following  rupture  of  the 
periosteal  tube  a soft  tissue  abscess  forms. 
Because  of  circulatory  damage  to  the  af- 
fected bone,  sequestration  with  involucrum 
formation  later  develop  as  part  of  the  re- 
pair process.  If  infection  occurs  within  a 
bone  whose  epiphysis  is  in  part  intra-articu- 
lar,  extension  of  infection  into  the  adjacent 


joint  occurs.  Emboli  may  lodge  elsewhere 
in  the  body  with  formation  of  abscesses  at 
the  site  of  lodgment.  Although  predomi- 
nantly a disease  of  childhood,  it  may  occur 
at  any  age.  The  disease  is  infrequent  in 
Negroes.  In  infants  under  two  years  of  age 
the  invading  organism  is  usually  a strepto- 
coccus and  sequestration  frequently  does 
not  occur.  During  adolescence  and  follow- 
ing closure  of  the  epiphyses  the  adult  type  of 
infection  is  frequently  found,  which  is  char- 
acterized by  a rather  insidious  onset,  locali- 
zation of  the  infection  within  the  shaft  of 
the  bone,  a milder  course  of  the  disease,  and 
frequently  by  healing  without  sequestra- 
tion. 

Clinical  symptoms  vary  widely  in  accord- 
ance with  the  severity  and  persistence  of  the 
blood  stream  and  local  infection.  Premoni- 
tory signs  consisting  of  malaise,  anorexia  or 
chill  may  occur  for  a period  of  12  hours  to 
four  days  before  the  onset  of  pyrexia.  The 
toxemia  varies  widely  from  mild  manifes- 
tations to  overwhelming  infection  with  deli- 
rium and  early  death.  The  local  findings  in 
the  extremity  consist  of  pain,  with  splinting 
of  the  adjacent  joint  by  muscle  spasm. 
Slight  local  swelling  usually  occurs  after  24 
hours  and  hyperemia  appears  after  1 to  3 
days.  Fluctuation  rarely  occurs  before  3 to 
10  days  following  the  onset.  The  regional 
lymph  glands  are  usually  enlarged  and  ten- 
der. 

Diagnosis  in  the  early  stage  of  the  disease 
must  be  made  solely  from  the  physical  find- 
ings of  pyrexia,  a localized  bone  “pressure- 
pain”  point  adjacent  to  the  metaphysis  and 
a negative  X-ray.  Unless  the  adjacent  joint 
is  involved  it  may  gently  moved  without 
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increasing  pain  and  joint  swelling  will  be 
absent.  X-ray  findings  are  absent  until  8 to 
14  days  following  the  onset  of  the  disease. 
The  first  finding  is  a localized  area  of  de- 
creased density  adjoining  the  epiphysis.  The 
blood  picture  is  that  of  acute  infection. 
Early  blood  culture  frequently  shows 
growth.  The  most  important  single  factor 
in  making  the  correct  diagnosis  in  the  early 
stage  of  acute  hematogenous  osteomyelitis 
is  to  consider  the  possibility  of  osteomyelitis 
and  to  remember  that  early  X-ray  findings 
are  negative.  All  too  often  the  disease  is 
not  considered  at  the  time  of  initial  exami- 
nation and  much  valuable  therapeutic  time 
is  lost. 

Differential  diagnosis  must  include  the 
consideration  of  cellulitis,  in  which  localized 
swelling  and  hyperemia  are  usually  early 
and  prominent  findings,  and  bone  pain  on 
pressure  is  usually  absent.  Acute  rheumatic 
fever  is  characterized  by  migratory  joint 
symptoms  and  early  cardiac  involvement. 
In  this  disease  local  pain,  swelling  and  py- 
rexia are  usually  early  and  concurrent.  Tu- 
berculous epiphysitis  is  characterized  by  an 
insidious  onset  and  early  muscle  spasm  on 
passive  motion  of  the  joint.  Luetic  oteo- 
chondritis  does  not  present  the  acute  onset 
nor  rapid  progress  of  acute  hematogenous 
osteomyelitis.  Additional  stigmata  are  fre- 
quently present,  serology  is  usually  positive. 
In  typhoid  fever  the  onset  is  usually  insidi- 
ous without  localization  to  a single  bone,  al- 
though typhoid  osteomyelitis  may  later  oc- 
cur. Scurvy  is  differentiated  by  history  of 
inadequate  diet,  frequent  bleeding  of  the 
gums,  and  by  involvement  of  the  periosteum 
of  the  shaft  of  the  long  bones  without  the 
acute  symptoms  of  osteomyelitis.  Osteogen- 
ic sarcoma  and  other  malignancies  are  char- 
acterized by  a gradual  onset  without  acute 
local  manifestations,  although  the  differen- 
tial diagnosis  of  Ewing’s  tumor  may  prove 
particularly  difficult  as  pyrexia  and  leuko- 
cytosis frequently  accompany  this  disease. 
X-ray  differentiation  between  hematogenous 
osteomyelitis,  lues  and  malignancy  may  be 
extremely  difficult  or  impossible. 

Until  the  advent  of  antibiotics  the  treat- 
ment of  acute  hematogenous  osteomyelitis 
was  surgical,  consisting  of  drainage  of  the 
area  of  bone  infection,  splinting  of  the  part 


to  prevent  pathologic  fracture,  and  sympto- 
matic treatment  of  the  toxemia,  often  with 
repeated  small  blood  transfusions.  Severe 
prostration,  long  continued  drainage,  and  se- 
questration were  frequent.  The  mortality 
rate  was  in  excess  of  10  per  cent.  Compari- 
son of  series  of  cases  treated  by  surgery  with 
those  treated  by  antibiotics  is  most  gratify- 
ing.* Treatment  of  acute  osteomyelitis  has 
now  passed  from  the  surgeon  to  the  pediatri- 
cian and  the  internist.  Adequate  early 
treatment  with  antibiotics  usually  prevents 
sequestrum  formation  and  the  mortality  has 
been  reduced  to  a near  vanishing  point.  As 
a result  of  the  current  widespread  use  of 
antibiotics  in  the  early  treatment  of  acute 
infections  it  is  probable  that  the  localization 
of  infection  within  bone  is  frequently 
aborted. 

Penicillin  remains  the  antibiotic  of  choice 
although,  with  the  development  of  penicillin 
resistant  strains  of  pyogenic  organisms  and 
the  wide  spectrum  of  organisms  affected  by 
aureomycin  and  terramycin,  it  is  likely  that 
these  and  possibly  other  antibiotics  will 
prove  even  more  effective  therapeutic 
agents.  It  is  recommended  that  the  antibi- 
otic be  given  in  adequate  dosages  and  con- 
tinued for  a period  of  approximately  one 
month,  to  best  insure  sterilization  within  the 
area  of  bone  infection.  In  order  that  the 
course  of  the  disease  may  be  observed  within 
the  affected  extremity  splints  are  preferred 
to  casts  early  in  the  disease.  General  treat- 
ment is  governed  by  the  degree  of  toxemia. 
Repeated  small  blood  transfusions  are  of 
value.  Soft  tissue  abscesses,  if  they  devel- 
op, should  be  aspirated  to  determine  the 
causative  organism  and  its  antibiotic  sensi- 
tivity. Aspiration  is  preferred  to  incision 
and  drainage  as  the  likelihood  of  secondary 
infection  is  thereby  decreased.  If  seques- 
tra develop,  secure  splinting  of  the  extrem- 
ity is  necessary  to  decrease  the  danger  of 
pathologic  fracture.  Continuation  of  anti- 
biotic therapy  and  splinting  often  result  in 
revascularization  of  sequestra,  frequently  a 


*Robertson,  C.:  Acute  Infectious  Hematogenous 
Osteomyelitis.  American  Academy  of  Orthopedic 
Surgeons,  Instructional  Course  Lectures.  5:136, 
1948. 
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very  striking  feature  of  antibiotic  therapy. 
In  the  event  that  sequestra  persist  and 
draining  sinuses  develop,  surgical  interven- 
tion consisting  of  sequestrectomy  with  wide 
saucerization  to  adjoining  normal  bone,  pri- 
mary closure  of  the  overlying  soft  tissues, 


and  further  antibiotic  therapy  are  indicated 
as  effective  methods  of  arresting  the  disease. 

The  possibility  of  relighting  of  infection 
within  the  bone  must  be  considered  for  a 
period  of  many  years  following  apparent 
arrest. 


Parental  Nutrition  in  Elderly  Surgical  Patients. 

Rice,  C.  O.,  and  Strickler,  J.  H.  Geriatrics,  7: 

232,  1952. 

In  view  of  the  gradually  accumulating  material 
on  nutrition  in  the  aged,  certain  facts  are  now 
available  which  may  be  used  by  the  physician  in 
maintaining  parenterally  an  adequate  nutritional 
state  in  elderly  patients  (65  years  or  more  of  age). 
These  individuals  have  a decrease  in  protein  syn- 
thesis, a greater  protein  requirement,  a less  effi- 
cient carbohydrate  metabolism  and  a retarded  rate 
of  oxidation  in  their  tissues.  All  of  these  facts 
influence  the  materials  necessary  for  supporting 
the  geriatric  surgical  patient  parenterally. 

Studies  carried  out  at  the  University  of  Minne- 
sota Hospitals  showed  that  elderly  patients  could 
be  mainained  simultaneously  in  caloric,  nutrition- 
al, water,  nitrogen  and  electrolyte  balances  by  the 
use  of  a mixture  of  invert  sugar,  protein  hydroly- 
sate, ethanol,  electrolytes  and  vitamins.  A series 
of  patients  maintained  on  such  a mixture  was  fol- 
lowed during  the  pre-  and  post-operative  periods, 


and  intensive  studies  were  carried  out  on  blood 
sugar  levels,  nitrogen  balance,  sodium  and  potas- 
sium excretions,  blood  alcohols  and  blood  electro- 
lytes. It  was  found  that  the  group  of  patients 
maintained  in  adequate  nutritional  status  by  the 
mixture  described  had  an  incidence  of  various 
postoperative  complications  of  17%  as  against  37% 
in  the  inadequately  nourished  group.  They  found 
no  contraindications  to  the  administration  of  the 
mixture  and  no  unfavorable  side  reactions  were 
noted. 

The  material  described  contains  120  grams  of 
invert  sugar,  60  grams  of  protein  hydrolysate,  40 
grams  of  ethanol,  1,000  cc.  of  distilled  water,  27 
mEq./l  of  potassium  and  120  mEq/1  of  sodium. 
To  this  preparation  was  added  one  ampoule  of 
Pan-Vitamins  (Baxter  Laboratories,  Inc.)  during 
each  24  hour  period.  The  solution  was  adminis- 
tered intravenously  through  a polyethlene  ca- 
theter although  a needle  may  be  used  and  was 
used  and  was  given  slowly  around  the  clock.  (Ab- 
stracted by  B.  F.  Byrd,  Jr.,  M.D.,  Nashville.) 
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The  Division  of  Pediatrics,  University  of 
Tennessee  College  of  Medicine* 

DR.  FONTAINE  S.  HILL:  The  case  to  be 
presented  is  that  of  jaundice  in  a newborn 
infant,  which  will  serve  to  introduce  the 
subject  of  neonatal  icterus.  Jaundice  of  the 
newborn  infant  poses  one  of  the  most  com- 
mon and  interesting  problems  confronting 
the  physician.  Fortunately,  it  is  usually  due 
to  physiological  processes,  but  when  it  is  of 
a pathologic  nature  eariy  diagnosis  is  essen- 
tial in  order  to  achieve  successful  therapeu- 
tic results.  Hence,  all  physicians  caring  for 
infants  in  the  neonatal  period  should  famil- 
iarize themselves  with  conditions  which  pro- 
duce icterus  as  a principal  manifestation. 
Commonly  encountered  causes  of  jaundice 
in  the  newborn  infant  are  not  numerous. 
Therefore,  a correct  diagnosis  can  be  made 
with  a fairly  high  degree  of  accuracy,  pro- 
vided one  employs  a rational  approach  to 
the  problem.  Obviously,  cases  of  unusual 
etiology  pose  more  diagnostic  difficulties. 

Dr.  Albert  Hand  will  present  the  clinical 
history  and  surgical  findings  in  a case  of 
neonatal  jaundice. 

Case  Report 

DR.  ALBERT  M.  HAND:  History.  J.  E.  M.,  a 
colored  male,  was  born  at  the  John  Gaston  Hospi- 
tal on  June  6,  1948,  and  was  discharged  on  June  9, 
1948,  apparently  well.  The  birth  weight  was  8 
pounds  and  3 ounces.  Primary  respirations  at 
birth  were  normal.  Complete  physical  examina- 
tion at  one  day  of  age  was  negative.  The  infant 
was  breast  fed.  He  had  a mild  diarrhea  but  did 
not  require  treatment  at  one  week  of  age.  At 
three  weeks  of  age  the  infant  was  taken  to  an- 
other clinic  because  of  golden  yellow  urine  and 
yellow  eyes.  He  was  hospitalized  for  icterus,  a 
persistently  distended  abdomen  and  yellow  urine. 
The  infant  had  suffered  no  recent  diarrhea,  was 
not  constipated,  and  had  no  vomiting  or  fever.  He 
had  been  having  one  yellow  formed  stool  daily, 
passed  without  difficulty. 

The  family  history  was  negative  for  syphilis. 
Physical  examination  revealed  an  active,  jaun- 
diced, colored  male  infant,  in  no  distress.  Weight 
was  11  pounds  and  4 ounces.  Temperature  was 


*From  the  Division  of  Pediatrics,  University  of 
Tennessee  College  of  Medicine,  and  the  John  Gas- 
ton Hospital,  Memphis,  Tenn. 


98.0°  rectally.  The  skin  was  yellow  and  no  pur- 
pura was  evident.  The  abdomen  was  protuberant 
and  rounded. 

The  liver,  firm  and  tender,  was  palpable  10  cm. 
below  the  right  costal  margin.  No  other  abdom- 
inal masses  were  found.  Lymphadenopathy  was 
not  present.  The  spleen  was  not  felt. 

Laboratory  Examinations. 

A.  Hemograms: 

Aug.  10  Aug.  15  Aug.  30  Sept.  2 

Hg.  10.5  Gm.  10  9.0  9.5 

RBC  2,950,000  3,350,000  4,430,000  2,740,000 

The  WBC  was  11,200  with  a differential  count  of 
neutrophytes  3%,  segmented  neutrophiles  20%, 
lymphocytes  71%  and  monocytes  6%. 

B.  Urine:  On  August  10,  the  urine  was  yellow 
in  color;  had  a pH  of  .45;  was  negative  for  albu- 
min and.  sugar.  Microscopically,  1 red  blood  cell 
ard  - white  blood  cell  per  high  power  field  were 
round  and  an  occasional  granular  cast.  On  August 
12,  the  test  for  urinary  urobilinogen  was  negative; 
the  urinary  bilirubin  (methylene  blue  method — 10 
cc.  urine  plus  one  drop  methylene  blue)  gave  a 
green  color,  and  three  more  drops  of  methylene 
blue  turned  the  urine  blue  again.  Studies  showed 
an  absence  of  urobilinogen  and  bilirubin. 

C.  Additional  blood  studies.  On  August  10,  the 
sickle  cell  test  was  negative  immediately  and  after 
24  hours.  The  Kahn  was  negative. 

Reticulocyte  count:  0.1%  per  1,000  cells  counted. 
(Normal.) 

Total  serum  protien:  6.7  grams  per  100  cc.;  al- 
bumin and  globulin  fractions  were  not  determined 
because  the  blood  was  hemolyzed. 

Sedimentation  rate:  18  mm.  in  1 hour,  corrected; 
hematocrit  26%. 

D.  Serum  Bilirubin  in  mg.  per  100  cc. 

Aug.  10  Aug.  12  Aug.  28 

1 minute  7.5  6.9  1.4 

Total  15.8  15.1  2.4 

(Normal  bilirubin  in  the  serum:  from  0.25  to 
0.75  mg.  %;  concentrations  above  2.0  mg.  % are 
usually  associated  with  clinical  icterus.) 

E.  Prothrombin  Time  and  Concentrations: 

Aug.  10  Aug.  20 

Control  12.3  sec.  12.3  sec. 

Patient  15.0  sec.  16.3  sec. 

Percentage  68%  45% 

F.  Red  Cell  Fragility  (Aug.  12): 

Hemolysis  began  Hemolysis  complete 
Control:  0.50%  saline  0.34%  saline 

Patient:  0.40%  saline  0.26%  saline  (con- 

sidered normal) 

G.  Bleeding  time  and  clotting  time  (Aug.  20): 

Bleeding — 2 minutes  (normal). 

Clotting — 4.5  minutes  (normal). 

H.  Roentgenographic  Examination  on  Aug.  10: 
“The  liver  and  spleen  are  enlarged.  Considerable 
gaseous  distension  is  noted.  The  cause  of  the  en- 
largement is  not  obvious.  Examination  of  the  left 
arm  and  right  leg  reveals  no  evidence  of  congeni- 
tal lues.” 
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Progress  in  Hospital.  Since  the  infant’s  clinical 
and  laboratory  findings  were  compatible  with  ob- 
structive jaundice,  operation  was  performed  on 
August  20,  1848,  by  Drs.  Charles  B.  Olim  and 
Robert  Newman.  Vitamin  K was  given  parenter- 
ally  before  operation.  A right  paramedian  inci- 
sion was  employed  and  was  extended  from  the 
right  costal  margin  almost  to  the  symphysis  pubis. 
The  liver  was  large,  extended  below  the  umbilicus, 
and  appeared  moderately  cirrhotic.  A large  chole- 
dochal cyst,  the  size  of  a tennis  ball,  was  located 
on  the  undersurface  of  the  right  lobe  of  the  liver. 
The  gall  bladder  was  moderately  enlarged,  but  not 
distended.  Both  the  gall  bladder  and  cystic  duct 
extended  over  the  surface  of  the  cystic  mass. 
Green  bile  was  aspirated  from  the  cyst.  A chole- 
dochojej  unostomy  was  performed  between  the 
left  mid-margin  of  the  cyst  and  the  jejunum,  im- 
mediately below  the  ligament  of  Treitz. 

Postoperative  Course.  Wangensteen  suction  was 
begun  immediately  after  surgery  and  continued  for 
24  hours.  Gastric  suction  was  employed  inter- 
mittently for  another  24  hours.  By  the  second 
postoperative  day  the  infant  tolerated  glucose  wa- 
ter orally.  On  the  afternoon  of  the  second  and 
third  postoperative  days  the  temperature  rose  to 
104  degrees,  and  there  was  an  intermittent  but 
decreasing  fever  for  10  days.  Penicillin  and  oxy- 
gen were  employed.  The  infant  was  discharged 
three  weeks  after  the  operation.  He  grew  nor- 
mally, gained  well  and  in  every  respect  seemed  to 
be  a normal  infant. 

DR.  HILL:  Physiological  icterus  of  the 
newborn  is  observed  in  more  than  fifty  per 
cent  of  normal  infants.  It  usually  appears  by 
the  third  or  fourth  day  after  birth  and  ordi- 
narily is  not  grossly  visible  after  the  infant  is 
seven  to  ten  days  of  age.  Premature  in- 
fants tend  to  have  physiological  icterus 
which  is  more  pronounced  and  more  pro- 
longed than  that  seen  in  full-term  infants. 
This  type  of  jaundice  is  due  to  two  factors: 
(1)  postnatal  destruction  of  red  blood  cells 
which  accompanies  extra-uterine  respira- 
tion, a more  efficient  method  of  oxygena- 
tion than  the  placenta-umbilical  cord  sys- 
tem; and  (2)  immaturity  of  the  liver  during 
the  neonatal  period.  In  the  early  days  after 
birth,  the  liver  is  unable  to  cope  with  the 
increased  load  of  bilirubin  which  results 
from  excessive  breakdown  of  erythrocytes. 
That  liver  function  becomes  more  efficient 
in  the  second  week  of  life  is  evidenced  by 
the  fact  that  at  this  time  the  total  serum 
bilirubin  is  decreased.  Although  bilirubin 
has  continued  to  be  released  through  de- 
struction of  red  cells,  the  liver  is  now  able 
to  eliminate  the  pigment  load  and  jaundice 


disappears.  There  are  no  symptoms  refer- 
able to  this  type  of  jaundice  except  when  it 
is  unusually  intense,  at  which  time  the  in- 
fant may  be  somewhat  apathetic  and  nurse 
poorly. 

Sepsis  oj  the  newborn  is  of  two  types: 
(1)  bacterial  and  (2)  spirochetal.  In  bac- 
terial sepsis  the  most  commonly  encoun- 
tered organisms  are  staphylococci,  strepto- 
cocci and  colon  bacilli.  There  is  marked 
tendency  to  multiple  abscess  formation  with 
evidences  of  local  inflammation.  Presence 
of  pyogenic  skin  infection  or  umbilical  in- 
flammation may  indicate  the  invasion  path- 
way. There  is  usually  some  fever  but  not 
of  high  degree,  and  it  may  even  be  absent. 
Anorexia,  listlessness,  loss  of  weight, 
twitchings  and  convulsions  may  occur.  The 
onset  of  these  is  usually  towards  the  end  of 
the  first  week.  In  many  instances,  jaundice 
and  hemorrhagic  manifestations  follow. 
Splenomegaly  is  a fairly  constant  finding. 
Death  may  occur  early  as  the  result  of  a 
fulminating  infection,  or  the  illness  may  be 
protracted  for  several  weeks.  In  recent 
years  intensive  administration  of  antibiotics 
and  sulfonamides,  as  well  as  blood  transfu- 
sion, has  improved  prognosis. 

Spirochetal  sepsis  is  a manifestation  of 
congenital  syphilis.  The  widespread  signs 
and  symptoms  of  this  condition  are  due  to 
septicemia,  just  as  in  bacterial  sepsis.  If 
the  infection  is  severe,  symptoms  may  occur 
at  birth  but  usually  the  onset  is  delayed 
until  after  the  second  week  of  life.  There- 
fore, one  would  not  expect  to  observe  jaun- 
dice during  the  first  few  days.  Infants  with 
congenital  syphilis  exhibit  the  same  general 
symptoms  as  those  with  bacterial  septice- 
mia. In  addition,  such  findings  as  bloody 
mucopurulent  nasal  discharge,  maeulopapu- 
lar  skin  lesions,  hepatosplenomegaly,  edema, 
pseudoparalysis  and  osteochondritis  may 
lead  to  the  diagnosis. 

Erythroblastosis  fetalis  (hemolytic  dis- 
ease of  the  newborn)  is  one  of  the  major 
causes  of  jaundice  in  the  newborn  infant. 
It  should  be  thought  of  constantly,  since 
treatment  has  become  increasingly  success- 
ful in  recent  years.  Erythroblastosis  is  due 
to  iso-immunization  of  the  mother  to  the  Rh 
factor  or  to  the  major  blood  group  factors, 
A and  B.  The  resultant  antibodies  cross  the 
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placenta  to  destroy  the  red  cells  of  the  fetus. 
Clinical  manifestations  of  the  two  types  are 
essentially  the  same  except  that  A-B  iso- 
immunization tends  to  be  milder.  Jaundice 
is  an  early  sign,  occurring  within  one  to  two 
hours  after  birth  up  to  several  days  later, 
depending  on  the  severity  of  the  case.  Ane- 
mia associated  with  pallor,  cyanosis,  edema 
and  hepatosplenomegaly  are  usually  ob- 
served. Not  only  is  jaundice  the  most  com- 
mon symptom  but  it  is  of  special  significance 
in  erythroblastosis,  since  it  is  related  to  the 
occurrence  of  kernicterus,  the  most  impor- 
tant cause  of  death  or  neurological  sequelae. 
Approximately  15  per  cent  of  all  infants  with 
erythroblastosis  develop  kernicterus  if  treat- 
ed inadequately.  Of  these,  70  per  cent  die 
and  most  of  the  remainder  have  subsequent 
motor  disability,  mental  deficiency  or  con- 
vulsive seizures. 

Kernicterus  is  more  frequent  in  premature 
male  infants.  It  develops  more  often  in  in- 
fants with  little  or  no  anemia  than  in  babies 
with  marked  anemia  at  birth.  Erythroblas- 
totic  babies  destined  to  develop  kernicterus 
show  evidence  of  it  during  the  first  five 
days.  Initial  symptoms  usually  appear  late 
in  the  second  day  or  early  in  the  third  day. 
Symptoms  include  decrease  in  alertness, 
followed  by  anorexia,  vomiting  and  a ten- 
dency to  opisthotonus.  Convulsions  and  loss 
of  the  Moro  reflex  are  common.  Death  often 
ensues  within  24  to  48  hours. 

Since  kernicterus  is  especially  frequent  in 
premature  babies,  avoidance  of  prematurity 
is  the  most  important  preventive  measure. 
In  addition,  early  and  judicious  use  of  ex- 
change transfusion  is  of  utmost  importance. 

Congenital  obstruction  of  bile  ducts  usual- 
ly consists  of  atresia  of  the  duct  system. 
However,  varied  defects  may  occur,  such  as 
absence  of  parts,  presence  of  a fibrous  cord 
in  place  of  the  normal  structure,  or  a chole- 
dochal cept.  All  newborn  infants  who  have 
prolongation  of  what  is  apparently  physio- 
logical icterus  should  be  suspected  of  having 
bile  duct  obstruction,  especially  if  jaundice 
steadily  increases  and  the  stools  become  very 
pale  in  color.  Early,  there  is  hepatomegaly 
and  usually  splenomegaly,  but  if  diagnosis 
and  surgical  intervention  are  long  delayed, 
cirrhosis  ultimately  ensues  and  the  liver  is 
no  longer  palpable.  However,  diagnosis  is 


established  long  before  this  occurs  and  the 
large  hard  liver  is  usually  easily  palpable 
for  many  months.  There  is  usually  no 
marked  retardation  of  physical  development 
until  the  second  six  months  of  life.  Other 
clinical  manifestations  are  referable  to  he- 
patic changes  and  depend  on  the  amount  of 
liver  damage.  Unfortunately,  more  than 
three-fourths  of  these  patients  have  anom- 
alies of  the  bile  ducts  which  are  not  amen- 
able to  surgical  correction. 

Infectious  hepatitis  has  been  reported  with 
increasing  frequency  in  the  neonatal  period. 
Williams  and  Gaber  reported  the  case  of  an 
eleven  day  old  infant  who  expired  with  a 
fulminating  form  of  hepatitis.  We  have  ob- 
served a newborn  infant  who  was  admitted 
on  the  tenth  day  of  life  with  hemorrhagic 
manifestations  and  jaundice.  He  went 
through  a phase  when  his  laboratory  find- 
ings were  compatible  with  hepatocellular 
and  obstructive  jaundice,  but  these  returned 
to  normal,  and  he  became  free  of  icterus  in 
about  three  months.  At  present  he  is  doing 
well.  Ordinarily,  infectious  hepatitis  is 
milder  in  infants  and  children  but  severe 
manifestations  may  occur,  especially  in  new- 
born infants.  Our  patient  had  evidence  of 
marked  hepatic  involvement  which  eventu- 
ally subsided,  a course  one  would  expect  in 
infectious  hepatitis. 

Toxoplasmosis  is  a protozoan  disease 
which  occurs  most  frequently  in  young  in- 
fants as  an  ordinarily  fatal  involvement  of 
the  central  nervous  system.  Occasionally, 
visceral  involvement  dominates  the  clinical 
picture.  Neonatal  toxoplasmosis  is  charac- 
terized by  internal  hydrocephalus,  “dunce- 
cap”  calcifications  of  the  brain,  convulsions 
or  spacticity  and  chorioretinitis.  Other 
findings  are  jaundice,  hepatosplenomegaly, 
interstitial  pneumonia  and  myocarditis.  It 
is  interesting  to  note  that  mothers  of  infants 
with  this  disease  have  no  clinical  manifesta- 
tions of  invasion  by  the  parasite  and  that 
subsequent  pregnancies  do  not  produce 
affected  infants.  Prognosis  is  universally 
poor.  Psychomotor  and  visual  disturbances 
may  occur  as  residual  effects. 

Galactosemia  is  a rare  disturbance  of  me- 
tabolism in  which  there  is  inability  to  break 
down  galactose.  This  condition  is  also 
known  as  “galactose  diabetes,”  since  it  is 
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characterized  by  galactosuria  and  hypergal- 
actosemia. Infants  with  galactosemia  are 
most  frequently  thought  to  be  feeding  prob- 
lems because  of  failure  to  do  well  when 
offered  various  formulas.  Hepatomegaly, 
jaundice,  congenital  cataracts  and  mental 
retardation  are  other  features  which  may 
appear.  Urinalysis  reveals  a positive  test 
for  sugar.  Special  testing  is  necessary  to 
determine  that  it  is  galactose.  The  child’s 
nutritional  status  may  be  improved  by 
eliminating  milk  from  the  diet.  Doctor 
Arliss  Tuttle  will  discuss  laboi'atory  findings 
in  various  types  of  jaundice  in  the  newborn 
infant. 

DR.  TUTTLE:  There  are  many  laboratory 
procedures  which  will  give  valuable  infor- 
mation as  to  the  type  and  etiology  of  jaun- 
dice in  the  neonatal  period.  Decision  as 
to  which  of  these  to  apply  must  be  governed 
by  the  clinical  picture  in  each  individual 
case.  It  is  usually  unnecessary  and  imprac- 
tical to  subject  a newborn  infant  to  the  en- 
tire gamut  of  tests  and  in  many  instances  the 
intelligent  application  of  only  a few  of  the 
simpler  procedures  will  provide  the  neces- 
sary information  for  diagnosis. 

Accurate  interpretation  of  the  results  of 
blood,  urine  and  stool  analyses  for  the  var- 
ious pigments  formed  as  a consequence  of 
the  breakdown  of  hemoglobin  necessitates 
an  understanding  of  at  least  the  fundamen- 
tals of  formation  and  excretion  of  these  pig- 
ments. Reducing  the  explanation  of  these 
principles  to  the  bare  essentials,  the  follow- 
ing is  the  generally  accepted  conception:  as 
erythrocytes  are  destroyed  intravascularly 
or  in  the  reticulo-endothelial  system,  hemo- 
globin is  released  which  is  converted  to  bili- 
rubin-globin,  a combination  of  the  pigment 
bilirubin  with  the  large  protein  molecule, 
globin.  Bilirubin-globin  is  carried  by  the 
circulatory  system  to  the  liver  where  it  is 
converted  to  sodium  bilirubinate  or  biliru- 
bin, the  latter  terms  being  used  interchange- 
ably. Bilirubin  is  excreted  by  way  of  the 
biliary  tract  to  the  intestine  where  it  is  con- 
verted to  urobilinogen  and  excreted  in  the 
stools  as  oxidized  urobilinogen  or  urobilin. 
A part  of  the  urobilinogen  is  absorbed  from 
the  gastro-intestinal  tract  and  is  carried  by 
the  circulatory  system  to  the  liver  and  ex- 
creted. The  relatively  small  size  of  the  uro- 


bilinogen molecule  permits  it  to  pass  the 
barrier  in  the  glomerulus  of  the  kidney, 
however,  so  that  a small  amount  is  excreted 
in  the  urine  normally.  If  bilirubin  is  re- 
leased into  the  general  circulation  rather 
than  excreted  in  the  bile,  it  may  also  ap- 
pear in  the  urine.  Bilirubin-globin,  because 
of  its  large  molecular  size,  does  not  pass 
through  the  glomerular  filter  into  the  urine. 
The  van  den  Bergh  test  gives  information  as 
to  the  total  and  relative  amounts  of  biliru- 
bin-globin and  bilirubin  in  the  serum,  the 
serum  level  of  bilirubin-globin  being  re- 
vealed by  the  indirect  or  delayed  van  den 
Bergh  and  the  level  of  bilirubin  by  the  di- 
rect or  immediate  van  den  Bergh. 

I should  like  to  define  retention  and  re- 
gurgitation jaundice  in  terms  of  laboratory 
tests  so  that  these  terms  may  be  used 
throughout  the  discussion.  Retention  jaun- 
dice, due  to  excessive  erythrocyte  destruc- 
tion with  the  formation  of  large  amounts 
of  bilirubin-globin,  or  to  a functionally  sub- 
normal liver  which  is  unable  to  metabolize 
and  excrete  the  normal  load  of  bilirubin- 
globin,  is  characterized  by  an  increased  in- 
direct or  delayed  van  den  Bergh,  increased 
urine  urobilinogen  except  in  cases  of  con- 
stitutional hepatic  dysfunction  (mild  liver 
damage  without  hepatocellular  necrosis), 
and  normal  urine  bilirubin.  Regurgitation 
jaundice,  due  to  mechanical  obstruction  in 
the  hepatic  or  extrahepatic  duct  system  or 
to  necrosis  of  liver  cells  is  characterized  by 
an  increase  in  the  direct  or  immediate  van 
den  Bergh  although  the  indirect  is  also  ele- 
vated to  a lesser  degree,  increased  urine 
bilirubin  and  reduced  or  absent  urine  and 
fecal  urobilinogen.  Details  of  the  technique 
and  significance  of  these  determinations  as 
well  as  normal  values  for  each  determina- 
tion in  children  may  be  found  in  articles  on 
the  subject  by  Rich  or  in  most  standard  texts 
of  pediatrics. 

In  cases  where  there  is  questionable  ic- 
terus or  in  which  recognition  of  sub-clinical 
icterus  is  important,  the  icteric  index  may 
prove  valuable  as  a screening  test. 

Specific  metabolic  liver  function  tests  such 
as  bromsulfalein  and  hippuric  acid  tests, 
cephalin-cholesterol  flocculation,  thymol 
turbidity  and  galactose  tolerance  test  may 
be  used  to  differentiate  regurgitant  jaundice 
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due  to  obstruction  within  the  duct  system 
from  that  due  to  destruction  of  liver  cells, 
the  latter  causing  a more  severe  impairment 
of  liver  function.  It  is  true,  however,  that 
in  prolonged  jaundice  due  to  obstruction  in 
the  duct  system  and  even  in  retention  jaun- 
dice due  to  rapid  and  excessive  red  cell 
hemolysis,  some  degree  of  liver  damage  re- 
sults, as  evidenced  by  interference  in  spe- 
cific metabolic  function.  The  prothrombin 
time  should  be  determined  in  all  cases  of 
jaundice  even  though  it  is  believed  that 
there  has  been  no  specific  liver  damage 
which  could  lead  to  hypoprothrombinemia. 
The  importance  of  bile  in  the  absorption  of 
the  fat  soluble  vitamins  must  be  remem- 
bered, and  in  cases  of  biliary  tract  obstruc- 
tion the  absorption  of  vitamin  K may  be 
interfered  with  to  the  extent  that  deficient 
prothrombin  formation  results. 

Let  us  now  classify  the  specific  entities 
mentioned  by  Dr.  Hill  as  to  type  jaundice 
produced  (i.e.,  retention  or  regurgitation) 
and  discuss  briefly  the  laboratory  determin- 
ations which  will  be  most  useful  in  each 
condition.  Considering  first  those  condi- 
tions in  which  the  jaundice  is  primarily  of 
the  retention  type,  physiologic  icterus  of 
the  newborn  with  increased  serum  bilirubin 
up  to  5 mg.  % is  the  result  of  a temporary 
inadequacy  of  liver  function  and  possibly 
an  increase  in  erythrocyte  destruction  dur- 
ing the  first  few  days  of  life.  Anemia  does 
not  develop  and  the  serum  hyperbilirubine- 
mia is  transient,  returning  to  normal  by  the 
seventh  day  of  life. 

The  second  cause  of  retention  jaundice  is 
neonatal  sepsis,  a condition  in  which  the 
importance  of  bacteriologic  diagnosis  over- 
shadows that  of  specific  liver  function  stud- 
ies, particularly  early  in  the  disease.  The 
most  common  offending  organisms  are  those 
which  can  be  cultured  from  peripheral  blood 
and  identified  by  usual  culture  methods.  If 
possible,  specific  drug  sensitivity  tests  should 
also  be  performed  in  order  to  use  antibiotic 
therapy  more  effectively.  In  addition  to 
repeated  blood  cultures,  cultures  should  also 
be  taken  from  any  possible  site  of  entry  such 
as  the  umbilicus  or  cuts  or  abrasions  of  the 
skin,  especially  if  there  is  a local  lesion 
suggestive  of  infection.  Rarely  does  the 
central  nervous  system  escape  infection  in 


sepsis  neonatorum  and  for  this  reason  it  is 
advisable  to  examine  and  culture  the  spinal 
fluid.  There  is  considerable  variability  in 
leucocyte  response.  Although  polymorpho- 
nuclear leucocytosis  is  said  to  be  the  most 
common  finding,  lymphocytosis  may  occur 
and  in  some  cases  there  may  be  a normal  or 
reduced  leucocyte  count.  The  icterus  which 
develops  is  predominantly  of  the  retention 
type  due  to  excessive  hemolysis  although 
hepatocellular  damage  caused  by  infection 
may  cause  some  regurgitation. 

A third  condition  producing  retention 
jaundice  is  erythroblastosis  fetalis  due  to 
Rh  iso-immunization  or  to  AB-O  incompati- 
bility. The  icterus  is  of  varying  degrees  of 
severity,  usually  pronounced,  with  the  se- 
rum bilirubin  ranging  from  10  to  as  high  as 
60  mg.  per  cent.  Jaundice  early  in  the 
course  of  the  disease  is  due  to  excessive  red 
blood  cell  hemolysis.  Later,  however,  liver 
cell  necrosis  may  lead  to  regurgitation  with 
the  result  that  jaundice  is  due  to  a combi- 
nation of  retention  and  regurgitation.  Pro- 
thrombin time  is  frequently  prolonged  and 
the  platelet  count  reduced,  causing  pro- 
longed bleeding  and  clotting  times.  Anemia 
is  prominent,  appearing  on  the  first  day  of 
life  in  the  severe  cases  and  advancing  ac- 
cording to  the  severity  of  the  disease,  the 
hemoglobin  concentration  sometimes  de- 
creasing as  much  as  2 or  3 Gm.  % in  a 12 
hour  period.  Nucleated  erythrocytes,  nor- 
moblasts and  erythroblasts  are  present  in 
the  peripheral  blood  and  there  is  a leuco- 
cytosis. In  suspected  cases,  routine  blood 
typing  and  Rh  determination  should  be  done 
on  both  mother  and  infant  and  in  addition, 
examination  of  mother’s  and  infant’s  serum 
for  anti-Rh  agglutinins  may  be  done  when 
there  remains  some  question  of  diagnosis. 

I should  like  to  mention  the  Coombs  test 
in  some  detail  since  there  exists  considerable 
confusion  as  to  its  significance.  In  the  direct 
Coombs  test,  the  infant’s  red  cells  are 
washed  and  treated  with  Coombs  serum 
which  is  rabbit’s  serum  obtained  after  in- 
jecting human  serum  globulin  into  the  ani- 
mal. Coombs  serum  will  cause  agglutina- 
tion of  human  red  cells  which  have  been 
coated  with  incomplete  or  blocking  anti-Rh 
antibodies.  A positive  test  indicates  that. 
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the  mother  has  produced  anti-Rh  antibodies 
which  have  been  transferred  to  the  infant. 
The  strength  of  the  reaction  does  not  neces- 
arily  have  any  direct  relation  to  the  degree 
Of  severity  of  the  hemolytic  process,  nor  to 
the  likelihood  of  development  of  kernicter- 
us.  A negative  Coombs  test  may  be  asso- 
ciated with  kernicterus  and  a strongly  posi- 
tive Coombs  test  may  be  found  in  cases  with 
no  clinical  evidence  of  erythroblastosis  fe- 
talis. Although  the  pathogenesis  of  kernic- 
terus is  not  as  yet  well  known,  it  rarely 
develops  when  the  serum  bilirubin  is  less 
than  15  mg.  % whereas  it  frequently  devel- 
ops when  the  serum  bilirubin  is  40  mg.  % 
or  higher. 

In  the  fourth  group  I will  include  other 
types  of  hemolytic  anemias,  all  of  which 
produce  retention  jaundice  primai’ily,  and 
are  rare  in  the  newborn  period.  In  congen- 
ital hemolytic  anemia  the  erythrocyte  fra- 
gility test  in  hypotonic  saline  will  reveal 
increased  fragility.  Hemolytic  crises  in 
sickle  cell  disease  are  rare  in  the  newborn 
period,  due  presumably  to  the  relatively 
high  per  cent  of  fetal  hemoglobin  present 
and  the  low  per  cent  of  sickle  type  hemoglo- 
bin. Methemoglobin  formation  may  be  ac- 
companied by  hemolytic  anemia  and  jaun- 
dice in  cases  of  analine  dye  poisoning. 

Chronic  galactosuria  may  produce  icterus 
during  the  neonatal  period  which  may  be 
either  the  retention  or  regurgitation  type 
and  is  accompanied  by  a severe  anemia. 
The  principal  diagnostic  laboratory  proce- 
dure is  the  phenylhydrazine  test  for  galac- 
tose in  the  urine. 

Features  of  congenital  toxoplasmosis  oth- 
er than  jaundice  usually  call  attention  to 
this  possibility.  Laboratory  aids  in  diagno- 
sis include  specific  complement  fixation  and 
dye  tests. 

We  now  come  to  the  group  of  conditions 
which  produce  predominantly  regurgitation 
type  jaundice.  The  first  to  be  considered  is 
obstruction  of  the  biliary  tract.  Severity  of 
the  jaundice  is  sometimes  not  accurately 
reflected  by  the  degree  of  elevation  of  the 
serum  bilirubin  since  much  of  the  retained 
pigment  is  due  to  biliverdin.  Bile  salts  do 
not  reach  the  intestine  so  that  clay  colored 
stools  result.  The  stool  may  be  colored  with 


bile  pigments  from  intestinal  secretions  as 
the  icterus  becomes  more  pronounced. 

Jaundice  in  infectious  hepatitis  is  of  the 
regurgitation  type  early  in  the  disease  with 
increased  direct  van  den  Bergh  and  in- 
creased urine  bilirubin.  At  the  same  time, 
however,  the  liver  is  unable  to  excrete  effi- 
ciently urobilinogen  absorbed  from  the  in- 
testine and  the  urine  urobilinogen  is  also 
increased.  As  the  disease  progresses  both 
the  direct  and  the  indirect  van  den  Bergh 
are  elevated  and  urobilinogen  disappears 
from  the  urine,  the  latter  occuring  concom- 
itantly with  the  disappearance  of  urobilino- 
gen from  the  stool.  Coincidental  with  the 
subsidence  of  jaundice  is  the  resumption  of 
secretion  of  bile  by  the  liver  and  the  forma- 
tion and  partial  reabsorption  of  urobilinogen 
from  the  intestine.  Continued  inability  of 
the  liver  to  completely  excrete  the  reab- 
sorbed urobilinogen  results  in  the  reappear- 
ance of  large  amounts  of  urobilinogen  in  the 
urine.  By  this  time,  repair  of  damaged  liver 
cells  has  advanced  far  enough  that  the  urine 
bilirubin  begins  to  return  to  normal  and  the 
van  den  Bergh  becomes  indirect,  indicating 
functional  liver  impairment  without  cellular 
necrosis.  Occasionally  during  the  height  of 
the  disease,  interference  in  carbohydrate 
metabolism  is  reflected  by  hypoglycemia  and 
acetonuria.  The  esterified  fraction  of  serum 
cholesterol  is  usually  reduced,  thymol  tur- 
bidity and  cephalin  flocculation  tests  are 
strongly  positive  and  the  serum  gamma 
globulin  level  is  elevated.  Erythrocyte  sedi- 
mentation rate  may  be  elevated  early  in  the 
disease  but  is  usually  normal  or  reduced  as 
the  disease  progresses.  Leucocytosis  is  not 
prominent  except  for  occasional  cases  in 
which  there  is  a monocytosis.  In  suspected 
cases,  the  mother’s  serum  should  be  exam- 
ined for  subclinical  hyperbilirubinemia  by 
van  den  Bergh  or  icteric  index  determina- 
tion. After  disappearance  of  jaundice, 
bromsulfalein  excretion  is  a valuable  test 
for  determining  when  liver  function  has 
returned  to  normal.  The  second  entity  pro- 
ducing regurgitation  jaundice  is  congenital 
syphilis  which  presents  a clinical  picture 
closely  resembling  that  of  bacterial  sepsis, 
and,  in  fact,  may  be  complicated  by  sepsis. 
Laboratory  tests  of  value  in  diagnosis  are 
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serological  tests  on  both  mother  and  infants 
(at  birth  and  later),  and  routine  blood  an- 
alyses which  usually  show  a rather  severe 
anemia  with  many  nucleated  red  cells  and  a 
leucocytosis.  Roentgenograms  of  the  long 
bones  will  usually  show  pronounced 
changes. 

Although  the  results  of  laboratory  proce- 
dures help  to  categorize  pathogenesis  of 
jaundice  in  the  case  which  has  been  pre- 
sented, a concise  definition  is  possible  only 
in  the  light  of  both  clinical  and  laboratory 
information.  Absence  of  urobilinogen  in 
the  urine  indicates  that  bile  is  not  reaching 
the  intestine  in  significant  amounts  while 
regurgitation  of  bilirubin  is  indicated  by  its 
presence  in  the  urine.  Serum  bilirubin  and 
serum  bilirubin-globin  are  elevated  since 
both  direct  and  indirect  van  den  Bergh  are 
increased.  As  stated  above,  stools  may  be 
yellow  in  complete  biliary  tract  obstruction 
when  serum  pigment  levels  are  high  enough 
for  the  pigments  to  be  secreted  by  the  in- 
testinal mucuosa,  so  that  the  history  of  yel- 
low stools  in  this  case  does  not  rule  out 


obstructive  jaundice.  The  laboratory  find- 
ings as  presented  thus  far  are  compatible 
with  regurgitation  jaundice  due  to  extra- 
hepatic  obstruction  but  are  also  consistent 
with  conditions  causing  hepatocellular  dam- 
age such  as  infectious  hepatitis  during  the 
phase  of  intrahepatic  obstruction.  Tests  of 
liver  metabolic  function  are  helpful  in  cases 
such  as  this,  the  greater  degree  of  interfer- 
ence in  specific  functions  being  found  in 
cases  where  regurgitation  is  due  primarily 
to  necrosis  of  liver  cells  rather  than  to  bili- 
ary tract  obstruction. 

A low  reticulocyte  count  and  the  fact  that 
anemia  is  not  severe  mitigate  against  hemo- 
lytic anemia  with  retention  jaundice.  Con- 
genital hemolytic  icterus  is  ruled  out  be- 
cause of  normal  erythrocyte  fragility.  There 
was  some  interference  in  prothrombin  for- 
mation at  the  time  the  second  prothrombin 
time  was  determined.  Hemorrhagic  tenden- 
cies were  not  present  and  rarely  are  until 
the  prothrombin  concentration  is  30  per  cent 
of  normal  or  less. 
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FOUR-WAY  ABUSE  OF  HOSPITAL  INSURANCE 


You  recall  the 
Greek  Fable  of  the 
farmer  who  killed 
the  Goose  that  laid 
the  Golden  Egg. 
The  Goose  which 
lays  Golden  Eggs 
for  people  who  are 
unprepared  to  pay 
unforeseen  illness 
is  voluntary  hospi- 
tal surgical,  obstetrical  and  orthopedic 
health  insurance. 

The  Public  Service  Committee  of  our  As- 
sociation has  called  attention  to  four  ways 
in  which  this  “Goose”  may  be  killed.  It 
may  be  killed,  or  its  growth  stunted,  by 
the  choking  hands  of  the  physician,  the  pa- 
tient himself,  the  hospital  and  the  insurance 
company. 

A recent  critique  published  by  an  author- 
ity on  hospital  insurance  said  some  physi- 
cians were  guilty  of  the  following  abuses: 

1.  Admittances  for  purely  diagnostic  pur- 
poses only. 

2.  X-ray  therapy,  or  physiotherapy  treat- 
ment which  did  not  really  require  hospitali- 
zation (the  so-called  convenient  cases). 

3.  Unnecessarily  prolonged  preoperative 
medications  and  treatment,  usually  done  to 
conform  with  the  physician’s  operating 
schedule. 

4.  Orthopedic  patients  with  prolonged  hos- 
pital stay,  even  though  they  may  be  ambu- 
latory. 

5.  Overusage  of  medications. 

This  hospital  insurance  authority  pointed 
the  finger  at  hospitals  for  these  abuses: 

1.  Late  admissions,  not  allowing  work-up 
on  admission  day,  resulting  in  an  extra  day 
of  patient  stay. 

2.  Delay  in  reporting  tests.  Sloppy  or 


slow  reporting  means  a delay  for  one  or  two 
days  in  dismissal  of  a patient. 

3.  Excessive  drug  expense  because  of  poor 
house  orders. 

4.  Delay  due  to  the  bottlenecks  in  auxil- 
iary services  in  hospitals,  especially  during 
late  afternoons  and  week  ends. 

5.  Routine  house  orders.  Are  they  really 
necessary? 

Patients,  purchasers  of  hospital  insurance, 
were  reported  guilty  of  the  following: 

1.  Insistance  upon  being  taken  to  the  hos- 
pital for  diagnostic  work. 

2.  The  attitude  expressed  thus  “shoot  the 
works,  Doctor,  I’ve  got  hospital  insurance.” 

3.  Another  version  of  that  attitude,  “I’ve 
been  paying  premiums  for  years  and  never 
got  a cent  out  of  it.  Why  can’t  I go  to  the 
hospital  just  for  a rest?” 

4.  Insistance  upon  remaining  in  the  hos- 
pital, clinging  to  a room  badly  needed,  after 
the  patient  is  ready  for  dismissal. 

Insurance  companies  were  said  to  be  guil- 
ty of  these  abuses: 

1.  Poor,  misleading  and  incorrect  adver- 
tising such  as:  “We  pay  your  complete  hos- 
pital bill.” 

2.  Stories  agents  tell  prospects  in  order  to 
sell  policies.  The  result  is  a backfire  on  the 
whole  idea  of  Voluntary  Health  Insurance. 

3.  Ineffective  appeals  to  governmental 
agencies,  i.e.,  not  fighting  to  get  actual  costs 
from  governmental  agencies. 

4.  Blaming  premium  cost  increases  on 
physicians  and  hospitals. 

This  critque,  it  seems  to  me,  should  be 
taken  to  heart  by  all  four  groups. 


Dr.  Smith 
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THE  PROGNOSIS  IN  BENIGN  ESSENTIAL 
HYPERTENSION 

There  is  common  knowledge  about  dis- 
eases which  occur  frequently  in  the  popula- 
tion. This  smattering  of  information  is  de- 
rived from  observations  on  friends  and  rela- 
tives, advice  and  explanation  from  physi- 
cians passed  on  in  second  and  third-hand 
fashion,  and  from  articles  written  for  lay 
magazines.  One  of  these  diseases  known  to 
the  laity  is  hypertension.  The  patient  can 
know  little  of  the  several  causes  of  hyper- 
tension and  their  effect  on  prognosis.  All 
he  knows  is  that  ‘so  and  so’  had  “high  blood 
pressure”  and  died  from  heart  disease, 
uremia  or  a cerebral  accident.  Unfortun- 
ately the  physician  too  often  does  not  use 
judgment  in  discussing  the  significance  and 
prognosis  in  the  given  case  of  elevated  blood 
pressure.  He  sometimes  is  too  emphatic 
in  the  restrictions  laid  upon  the  life  activi- 
ties of  his  patient.  (This  is  rather  curious 
since  there  is  not  a physician  of  years  of 
experience  who  can  not  name  among  his 
patients  some  who  have  gone  for  decades 
with  known  hypertension.)  This  fact  too 


often  leads  a patient  to  fear  for  his  life;  he 
becomes  a semi-invalid  and  is  subject  to 
psychoneurotic  manifestations. 

Numerous  papers  have  appeared  in  the 
past  trying  to  evaluate  the  prognosis  of 
hypertension  in  its  natural  course.  Many 
of  these  papers  have  been  unsatisfactory  be- 
cause of  the  case  selection.  A recent  paper 
worthy  of  perusal  has  appeared  by  O’Hara 
and  Holden*,  a report  on  100  cases  of  benign 
essential  hypertension,  followed  from  10  to 
34  years.  Seventy-eight  per  cent  of  these 
were  private  patients  of  the  senior  author, 
the  middle  class  people  who  could  not  have 
exceptional  care.  The  other  22  per  cent 
were  patients  from  the  Peter  Bent  Brigham 
Hospital — observations  on  them  having  been 
made  by  the  senior  author  of  his  associates. 
The  selection  of  these  cases  should  be  noted. 
These  cases  had  “(1)  a documented  history 
of  10  or  more  years  of  hypertension  (systolic 
145  mm.,  diastolic  95  mm.,  minimum;  (2) 
absence  of  primary  renal  disease  (glom- 
erulonephritis or  pyelonephritis) ; (3)  ab- 
sence of  coarctation  of  the  aorta,  valvular 
heart  disease,  hyperthyroidism,  and  similar 
disorders  causing  hypertension  and  (4)  ab- 
sence of  any  radical  therapy,  such  as  sym- 
pathectomy and  rice  diet.”  Sixty-seven 
were  women  and  33  were  men. 

These  patients  were  treated  by  the  usual 
conservative  methods  of  weight  reduction, 
sedation  a"nd  general  advice.  They  were 
followed  for  from  10  to  34  years  with  an 
average  of  17  years;  71  per  cent  of  the  pa- 
tients are  still  living  including  the  one  liv- 
ing 34  years.  Twenty-three  patients  lived 
more  than  20  years  (25  on  the  average)  and 
16  of  these  are  still  alive.  Death  has  oc- 
curred in  29 — in  14  due  to  cerebrovascular 
accident,  in  8 to  coronary  thrombosis  and  in 
3 to  myocardial  failure.  The  other  4 died 
of  unrelated  or  unknown  causes.  The  71 
still  alive,  are  classified  as — 47  in  “good” 
and  19  in  “fair”  condition  and  5 as  in  “poor” 
health.  The  cause  of  death  given  is  the  prin- 
ciple cause.  Various  complications  occurred 
not  infrequently  in  both  the  living  and  those 
who  have  died.  Thus  coronary  insufficiency 


*0’Hara,  J.  P.  and  Holden,  R.  B.:  Longevity  in 
Benign  Essential  Hypertension,  J.A.M.A.,  149:1453, 
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occurred  in  51  per  cent  of  all  100  patients 
and  except  for  8,  in  all  of  the  29  who  died. 
In  addition  to  the  8 who  died  of  coronary 
thrombosis,  12  others  had  this  complication. 
Myocardial  failure  was  recorded  in  19  of  the 
series  being  a factor  in  13  patients  who  died 
in  addition  to  the  3 whose  death  was  prin- 
cipally to  this  complication.  Cerebrovascu- 
lar accident  occurred  in  28  of  the  100  pa- 
tients. Chronic  nephritis  appeared  in  12 
patients  but  killed  only  one. 

The  onset  of  hypertension  in  a younger 
age  is  not  particularly  gloomy  in  the  benign 
type.  The  age  of  onset  in  28  patients  was 
less  than  40  years;  10  of  the  23  patients  who 
lived  20  or  more  years  had  the  onset  of 
hypertension  before  forty. 

The  blood  pressure  levels  in  benign  es- 
sential hypertension  show  great  variation 
on  “spot  checks” — the  average  systolic 
variation  being  about  70  and  the  diastolic 
being  40  millimeters.  Individual  variations 
have  been  recorded  to  be  as  much  as  150 
mm.  systolic  and  80  mm.  diastolic.  A con- 
stant low  level  of  hypertension  with  few 
or  no  swings  show  an  exceptionally  good 
prognosis.  Rising  diastolic  pressures  indi- 
cate a poor  prognosis.  Basal  diastolic  read- 
ings of  about  90,  as  compared  to  those  around 
100,  have  a better  prognosis  than  the  latter. 
Of  all  the  patients  only  22  showed  retinal 
arteriolar  changes  of  as  much  as  the  grade 
3 type.  This  seems  to  indicate  that  the 
arterioles  stand  the  strain  of  benign  hyper- 
tension very  well. 

The  electrocardiographic  and  X-ray  stud- 
ies revealed  little  of  prognostic  aid. 

This  editorial  review  has  attempted  to 
portray  the  outlook  for  the  patient  having 
benign  essential  hypertension.  It  is  not  too 
bad.  The  physician’s  attitude  should  thus 
be  encouraging  not  gloomy.  Your  editor 
has  often  wondered  whether  the  unpleasant 
salt  diet  or  even  more  monotonous  rice  diet 
in  these  cases  is  justified.  Do  they  add  years 
to  life?  Who  can  say  in  disease  whose 
natural  course  may  be  20  to  30  years.  Would 
the  physician  himself  follow  a salt  poor 
or  rice  diet  for  two  decades!  Your  editor 
doubts  it. 

Let  the  family  doctor  then  be  sure  of  his 
classification  of  the  hypertension  in  his  pa- 
tient. If  of  the  benign  type,  observation 
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for  a time  with  reassurance,  sedatives  and 
weight  reduction  should  precede  any  drastic 
change  of  life.  The  patient  should  not  be 
bundled  off  immediately  to  the  ‘specialist’ 
in  the  big  city,  an  experience  in  itself  imply- 
ing that  “things  are  mighty  bad.”  The  im- 
mediate elimination  of  appetite  and  all 
pleasure  in  eating  by  advising  a salt  poor  or 
rice  diet  seems  open  to  question  unless  it  is 
used  for  weight  reduction  through  lessened 
caloric  intake.  Rather  a reduction  diet,  with 
interdiction  of  salt  added  for  seasoning, 
above  that  used  in  cooking,  would  seem 
more  preferable.  By  following  such  a plan 
surely  the  number  of  “blood  pressure  psy- 
choneurotics” can  be  reduced  substantially. 

R.  H.  K. 

* 

BLUE  CROSS  AGAIN  THROWS  A BLOCK 
TO  COMPULSORY  HEALTH  INSURANCE 

In  this  year  of  1952,  when  the  American 
electorate  will  cast  the  die  for  a continued 
march  toward  socialism,  or  possibly  to  call 
it  to  a halt  for  the  moment  at  least,  the 
recent  steps  taken  by  our  own  Blue  Cross 
approved  Tennessee  Hospital  Service  As- 
sociation are  significant. 

Modern  medicine  and  all  that  it  implies 
in  diagnostic  and  therapeutic  methods  and 
skills  has  led  to  remarkable  increases  in 
hospitalization.  Admissions  to  general  hos- 
pitals have  increased  from  7,775,000  in  1936 
to  19,000,000  in  1951.  Newer  technics  and 
the  necessary  equipment  are  expensive.  This 
plus  inflation  has  increased  the  cost  of  hos- 
pital care  astoundingly — $4,000,000,000  in 
1951,  double  what  it  was  in  1946. 

Since  it  is  an  understandable  weakness  of 
the  human  being  that  he  dislikes  to  pay  bills 
for  something  he  does  not  desire,  one  can 
see  he  would  welcome,  and  in  many  quarters 
he  does  ask  that  other  tax-payers  help  pay 
this  staggering  hospital  bill.  Certainly  he 
is  much  more  likely  to  demand  that  his 
fellow  tax-payers  pay  his  hospital  bill  than 
for  his  television  set  or  his  new  car — just 
as  he  is  more  likely  to  ask  the  tax-payer  to 
pay  his  doctor  than  he  is  to  ask  him  to  pay 
for  his  new  fishing  rod  or  the  new  permanent 
hair-do. 
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This  dodging  of  responsibility  for  un- 
pleasant debts  no  doubt  has  been  one  of 
the  basic  reasons  for  the  development  of 
the  philosophy  of  compulsory  health  insur- 
ance. This  of  course,  has  been  abetted  by 
“intelligent,  sentimental  socialists,”  ideal- 
ists with  a flat  perspective  of  practicality. 

The  appearance  of  compulsory  health  in- 
surance on  the  scene  has  been  prevented  up 
to  the  present  time  only  by  voluntary  hos- 
pital and  medical  care  programs.  Only  by 
the  education  of  the  public,  in  which  in- 
dustry has  played  a large  role,  have  our 
people  been  making  provision  for  the  un- 
welcome hospital  and  doctor  bills.  The  Blue 
Cross  has  provided  the  major  defense,  along 
with  other  hospitalization  plans,  at  the  bar- 
ricades against  state  medicine.  Of  some  70 
million  protected  against  hospitalization 
over  43,000,000  are  members  of  Blue  Cross. 

Now  our  own  Blue  Cross  takes  a couple 
of  new  forward  steps  to  strengthen  volun- 
tary hospital  and  health  plans.  First  as  an 
answer  to  inflation  and  increased  demand 
for  hospitalization,  it  is  offering  a more  com- 
prehensive contract,  eight  dollars  instead  of 
six  per  day  against  the  hospital  bill.  This 
permits  the  coverage  of  costs  of  new  drugs— 
the  antibiotics  and  cortisone  and  other 
hormones.  (This  comprehensive  contract 
is  available  for  groups  only,  in  which 
twenty-five  or  more  employees  constitute 
the  group.) 

Of  probably  greater  importance  is  the 
Open  Enrollment  in  Blue  Cross  offered  to 
the  people  of  Tennessee.  This  permitted 
those,  who  heretofoi’e  could  not  enroll  be- 
cause they  were  not  employees  in  groups 
of  five  or  more,  to  become  eligible  for  mem- 
bership. Now  those  under  the  age  of  65  and 
employed  in  groups  of  less  than  five,  self- 
employed  or  unemployed  have  had  an  op- 
portunity to  enroll  under  the  hospitaliza- 
tion and  health  plan  at  premium  rates  sim- 
ilar to  those  provided  groups. 

Such  steps  steal  the  ammunition  from 
Oscar  Ewing  and  others  in  Washington  who 
claim  that  those  of  modest  or  average  in- 
come cannot  meet  the  exigencies  of  serious 
illness.  It  is  comforting  to  know  that  the 
soundness  of  Blue  Cross  permits  these  steps 
on,  no  doubt,  a well-grounded  actuarial 
basis.  If  the  idealists  will  have  patience  in 


awaiting  actuarial  experience,  unquestion- 
ably new  and  greater  benefits  may  be  of- 
fered in  the  future.  It  is  needless  to  ask 
politicos  to  have  patience  for  they  must 
make  hay  now  out  of  such  issues  as  the 
Nation’s  health. 

The  members  of  the  profession  should 
never  forget  that  Blue  Ci'oss  and  other  hos- 
pital and  health  plans  are  and  will  be  strong 
allies  in  stalling  the  steam  roller  of  Federal- 
ized medicine. 

(The  reader  must  accept  his  responsibilities  in 
making  a success  of  voluntary  hospitalization  in- 
surance, as  set  forth  on  the  President’s  Page  of  this 
issue.) 

R.  H.  K. 

* 

DIABETES  DETECTION  DRIVE 

The  week  of  November  16-22  has  been  set 
for  the  Diabetes  Detection  Drive.  This 
movement  was  inaugurated  by  the  American 
Diabetes  Association.  It  has  grown  from 
year  to  year  with  emphasis  on  the  attempt 
to  pick  up  unrecognized  cases  of  diabetes. 
This  year  thirty  state  and  seven  hundred 
county  medical  societies  have  active  plans 
for  participation.  Ten  county  societies  in 
Tennessee  have  plans  for  active  participa- 
tion. Ten  county  societies  in  Tennessee 
have  plans  for  active  participation.  This 
movement  deserves  all  the  help  the  medical 
profession  can  give. 

R.  H.  K. 

4c 

REPORT  OF  THE  COMMISSION  ON  STUDY 
OF  THE  MEDICAL  INDIGENCY  PROBLEM 

Twice  this  year  these  editorial  pages*  have 
acquainted  you  with  activities  in  favor  of  a 
subject  in  which  we  of  the  Tennessee  State 
Medical  Association  have  taken  a deep  in- 
terest,— provision  for  the  hospitalization  of 
the  medically  indigent  of  the  State. 

The  Chairman  of  the  Public  Service  Com- 
mittee and  other  representatives  of  the  Ten- 
nessee State  Medical  Association  took  an 
active  interest  in  this  matter  during  the  1951 
session  of  the  State  Legislature.  Since  it 
was  too  late  for  definitive  action,  a Com- 
mission was  established  and  money  appro- 

*Editorial.  Hospitalization  for  Tennessee  Indi- 
gents, 45:34,  1952;  The  Indigent  Must  Be  Served. 
45:105,  1952. 


October,  1952 


SPECIAL  ITEM 


413 


priated,  for  the  purpose  of  studying  the 
problem  and  to  report  before  the  next  ses- 
sion of  the  legislature.  The  House  of  Dele- 
gates of  the  Association  at  its  meeting  in 
Knoxville  in  April  adopted  a resolution 
which  read  in  part  that  it  “go  on  record  in 
support  of  legislation  to  establish  a state- 
county  program  of  paying  the  hospital  bills 
of  the  truly  medically  indigent  citizens  of 
this  state.”  The  Commission  now  makes  its 
report  to  the  Governor.  Portions  of  this, — 
the  summary  and  recommendations, — ap- 
pear after  these  pages. 

Here  is  a piece  of  Public  Service  which 
even  the  most  violent  of  our  antagonists  can- 
not attack, — since  we  as  a profession  urge 
hospitalization  for  the  indigent  with  the 
guarantee  of  free  professional  service  as 
given  for  the  past  122  years  by  the  members 
of  the  Association.  Now  the  physicians  of 
the  State  must  urge  the  passage  of  the  nec- 
essary legislation  to  put  the  Commission’s 
recommendations  in  effect.  From  these  pre- 
elections days,  through  the  interval  before 
the  legislative  session  and  throughout  its 
course,  pressure  by  the  doctors  on  their 
elected  representatives  must  be  maintained. 

On  this  same  page  compulsory  health  in- 
surance is  indicated  as  being  socialistic.  Is 
not  hospitalization  for  the  indigent  social- 
istic? Yes,  if  charity  is  socialism,  so  is  hos- 
pitalization of  the  indigent!  However,  by 
definition  socialism  and  charity  are  not  akin. 
The  poor  and  unfortunate  are  always  with 
us.  The  ethics  of  the  family,  of  many  tribes, 
of  certain  of  the  civilizations  before  the  days 
of  Christianity  and  in  the  centuries  since 
then,  have  included  in  its  practices  care  for 
the  indigent.  “Poor  laws”  date  to  the  Mid- 
dle Ages.  Your  unpaid  care  of  the  indigent 
is  not  socialism.  The  best  proof  that  care 
of  the  indigent  is  not  socialistic  lies  in  the 
fact  that  of  eight  “humanitarian”  compul- 
sory health  insurance  bills  which  have  been 
introduced  into  Congress,  not  one  contained 
any  mention  of  the  indigent. 

Your  editor  hopes  that  you  will  have  the 
time  to  read  this  summary  of  the  Commis- 
sion’s report  which  follows.  He  further 
urges  you  to  do  all  in  your  power  to  obtain 
passage  of  legislation  for  the  hospitalization 
of  the  indigent. 

R.  H.  K. 
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The  summary  and  recommendations  of 
the  Study  Commission  for  Hospitalization  of 
the  Indigent  is  published  for  information  of 
the  members  of  the  Association.  This  is  the 
result  of  interests  of  the  Public  Service 
Committee  and  has  the  endorsement  of  the 
House  of  Delegates.  All  members  should 
be  informed  about  this  matter  so  they  may 
urge  their  representatives  in  the  legislature 
to  take  an  active  part  in  legislation  to  effect 
these  recommendations.  ( Copies  of  the 
complete  report  may  be  obtained  from  Mr. 
Ed  Bridges  in  the  office  of  the  Tennessee 
State  Medical  Association.) — Editor. 

Study  Commission  for  Hospitalization 
of  the  Indigent 

Final  Report 

Summary 

The  availability  of  hospital  care  for  all 
Tennesseans  whose  health  can  be  materially 
improved  by  definitive  treatment  by  a phy- 
sician in  a hospital  is  essential  to  the  general 
welfare.  But  at  the  present  time  only  a 
very  few  cities  and  counties  in  the  state 
make  anything  like  adequate  provision  for 
this  need. 

In  the  state  as  a whole  cities  and  counties 
provide  $3,774,991.00  for  this  purpose.  But 
seven  counties  provide  94.9  per  cent  of  this 
money  and  contain  only  41.2  per  cent  of  the 
total  population.  Forty-two  other  counties 
make  some  provision,  but  the  average  they 
provide  is  less  than  0.30  per  capita  per  year 
and  42  counties  make  no  provision. 

The  seven  counties  which  make  the  most 
provision  for  this  purpose  include  the  four 
largest  (Shelby,  Davidson,  Hamilton  and 
Knox)  and  three  smaller  counties  (Madison, 
Obion  and  Cumberland)  in  which  general 
hospitals  have  recently  been  built  with  the 
aid  of  funds  through  the  Hospital  Construc- 
tion Program. 

The  counties  that  make  no  provision  and 
those  that  make  the  least  provision  are  those 
counties  that  are  relatively  remote  from 
large  cities,  small  in  population  and  low  in 
per  capita  taxable  wealth. 

Since  the  hospital  care  of  the  indigent  is 
not  being  adequately  supported  by  the  com- 
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munities — city,  county  and  state — in  which 
they  live,  the  general  hospitals  within  the 
state  have  had  no  choice  but  to  absorb  this 
expense. 

Twenty-six  and  five-tenths  per  cent  of  all 
patients  hospitalized  in  general  hospitals  in 
Tennessee  are  indigent  as  far  as  paying  their 
hospital  bills.  These  hospitals  owned  and 
operated  by  cities  or  counties  and  therefore 
having  the  care  of  the  indigent  as  one  of 
their  main  objectives  cared  for  49.6  per  cent 
of  the  indigent  patients.  But  hospitals 
owned  by  non-profit  associations  and  those 
privately  owned  cared  for  the  remaining 
50.4  per  cent. 

All  types  of  general  hospitals  in  the  state 
also  care  for  paying  patients.  In  the  pub- 
licly owned  hospitals  51.9  per  cent  of  pa- 
tients pay  their  bills  while  in  the  other  types 
of  hospitals  approximately  85  per  cent  are 
paying  patients. 

The  general  hospitals  absorbed  the  cost  of 
caring  for  the  indigent  patients  they  admit- 
ted, by  high  charges  to  paying  patients  and 
by  operating  at  actual  financial  deficits.  In 
the  publicly  owned  hospitals  4.3  per  cent 
and  in  the  non-profit  hospitals  5.5  per  cent 
of  all  fees  received  from  patients  represent- 
ed payments  in  excess  of  the  cost  of  provid- 
ing services  to  those  patients.  And  in  the 
fiscal  year  of  this  study  all  general  hospitals 
incurred  a financial  deficit  of  approximately 
$1,600,000.00. 

Both  of  these  are  unsatisfactory  and  lim- 
ited expedients.  In  the  period  since  World 
War  II  the  general  hospitals  have  been 
forced  to  resort  to  increasingly  high  charges 
to  paying  patients.  These  charges  are  now 
so  high  as  to  be  a serious  problem  to  many 
families  which  are  normally  self-supporting. 
If  these  charges  rise  much  more,  many  fam- 
ilies will  be  forced  into  the  position  of  being 
medically  indigent,  and  this  would  be  a great 
disadvantage  to  them  and  to  the  community 
in  which  they  live. 

A hospital,  like  any  other  public  agency, 
must  manage  to  pay  its  bills  in  some  way. 
When  income  is  inadequate  and  cannot  be 
increased  in  a given  period  of  operation, 
costs  must  be  curtailed.  When  this  occurs, 
the  hospital  is  forced  to  adopt  such  policies 
as  neglecting  the  maintenance  of  buildings 
and  equipment,  failure  to  employ  sufficient 


numbers  of  skillful  personnel,  failure  to  pro- 
vide the  services  the  patients  need,  failure 
to  institute  new  and  beneficial  services  or 
even  restriction  of  the  supply  of  drugs  and 
food  available  for  patients.  Therefore,  the 
occurrence  of  a financial  deficit  in  the  oper- 
ation of  a hospital  represents  not  only  some 
threat  to  its  continued  operation,  but  also  a 
relatively  serious  impairment  of  its  services 
to  the  sick  members  of  the  community. 

In  spite  of  the  considerable  effort  made  by 
the  general  hospitals  there  is  reason  to  be- 
lieve that  a substantial  number  of  indigent 
Tennesseans  do  not  get  admitted  to  hospitals 
when  they  need  it.  Therefore,  they  must 
accept  suffering,  disability  and  even  death 
that  could  have  been  avoided  by  treatment 
that  could  only  be  carried  out  in  a modern 
hospital. 

Study  of  the  history  of  medical  care  of  the 
indigent  in  this  country  and  of  the  programs 
now  in  operation  in  other  states  reveals  that 
the  payment  for  professional  services  is 
complex,  difficult  and  about  as  expensive  as 
all  other  elements  of  the  program  involved. 
In  Tennessee,  the  medical  profession  has 
offered  to  supply  the  professional  care  these 
indigent  patients  need  while  in  the  hospital 
without  cost  to  the  program  if  the  commu- 
nity— city,  county  and  state — will  arrange 
for  the  payment  of  the  hospital  costs.  This 
generous  offer  makes  it  possible  to  plan  a 
program  that  is  simpler  and  far  less  expen- 
sive to  the  community  than  would  otherwise 
be  the  case. 

The  Commission  draws  the  conclusion  that 
it  is  the  responsibility  of  the  community  in 
which  the  patient  lives  to  provide  hospital 
care  for  the  indigent  which  they  clearly 
need  and  which  can  be  materially  beneficial 
to  them.  This  responsibility  should  be  dis- 
charged by  the  smallest  political  unit  that 
can  effectively  do  so.  But  in  Tennessee 
many  counties  are  so  small  in  population 
and  poor  in  per  capita  taxable  wealth  that 
they  cannot  effectively  discharge  this  re- 
sponsibility. Therefore,  the  state  should 
assume  part  of  the  responsibility  by  estab- 
lishing an  equitable  state-wide  program. 
In  this  program  the  counties  and  the  state 
should  share  the  financial  load. 

Such  a program  is  outlined  in  the  body  of 
this  report  and  is  strongly  recommended. 
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Recommendations 

1.  The  State  of  Tennessee  should  assume 
part  of  the  responsibility  of  seeing  that  hos- 
pitalization and  medical  care  are  equally 
available  to  all  indigent  sick  and  injured 
Tennesseans  who  can  clearly  be  helped  by 
such  treatment. 

2.  To  discharge  this  responsibility  the 
General  Assembly  should  establish  a Pro- 
gram for  Indigent  Hospitalization  to  be 
financed  by  State  funds  on  a basis  of  match- 
ing by  the  counties. 

3.  The  Program  should  be  based  upon  the 
principle  that  the  medical  profession  will 
provide  the  professional  medical  services 
these  indigent  patients  need  while  in  the 
hospital  without  cost  to  the  Program. 

4.  The  Program  should  also  be  based  on 
the  principle  of  paying  such  costs  to  each 
participating  hospital  for  each  indigent 
patient  under  the  program  as  to  obviate  the 
necessity  of  hospitals  subsiding  the  program. 

5.  The  Program  for  Indigent  Hospitaliza- 
tion should  be  designed  and  administered  to 
pay  the  cost  of  hospitalization  for  those  citi- 
zens who  are  sick  or  injured  and  who  can 
be  markedly  helped  by  definitive  treatment 
in  a hospital,  and  who  are  clearly  unable  to 
meet  the  full  cost  from  their  own  resources 
or  those  upon  whom  they  are  legally  de- 
pendent. It  should  not  be  burdened  by  at- 
tempting to  provide  purely  domiciliary  or 
nursing  care  for  citizens  with  chronic,  per- 
manently disabling  illness,  or  illness  already 
cared  for  by  special  programs  of  the  State. 

6.  The  determination  of  medical  need 
should  be  based  on  the  examination  and 
written  certification  by  a physician  who 
holds  an  unlimited  license  to  practice  medi- 
cine in  Tennessee.  The  determination  of  the 
liklihood  of  material  benefit  from  hospitali- 
zation should  be  made  jointly  by  the  exam- 
ining physician  and  staff  of  the  hospital  to 
which  the  patient  is  referred.  The  deter- 
mination of  financial  eligibility  should  be 
made  by  or  under  the  direction  of  a com- 
mittee in  the  county  in  which  the  patient 
resides.  This  committee  should  be  made  up 
of  representatives  of  the  county  govern- 
ment, the  general  public  and  the  medical 
profession. 

7.  The  General  Assembly  should  designate 
the  Department  of  Public  Health,  Division 


of  Medical  Care,  as  the  agency  to  administer 
the  Program  for  Indigent  Hospitalization  for 
the  State. 

8.  The  Department  of  Public  Health,  Di- 
vision of  Medical  Care,  should  also  be  desig- 
nated as  the  agency  to  administer  the  licens- 
ing of  hospitals. 

9.  The  Program  should  include  an  Advis- 
ory Committee  made  up  from  citizens  repre- 
senting the  interests  of  Hospital  Adminis- 
trators, the  Medical  Profession  and  the  Gen- 
eral Public.  It  should  be  the  duty  of  the 
Advisory  Committee  to  make  a detailed 
study  of  the  operation  of  the  Program  to 
the  end  that  it  can  advise  means  of  improv- 
ing the  Program  and  can  make  recommen- 
dations through  the  Public  Health  Council 
to  the  General  Assembly  on  the  size  of  the 
appropriation  for  the  Program  in  future  bi- 
ennial periods. 

10.  (a)  The  maximum  joint  participation 
program  for  each  county  shall  be  equal  to 
the  population  multiplied  by  the  per  capita 
program  level  subject  to  joint  participation. 

In  accordance  with  other  assistance  plans 
it  is  recommended  that  the  state  contribute 
60  per  cent  and  counties  40  per  cent.  The 
per  capita  amount  shall  be  obtained  by  di- 
viding the  maximum  amount  possible  in 
joint  participation  program  by  the  popula- 
tion of  the  state. 

For  the  initial  year  a state  appropriation 
of  $1,600,000  is  recommended.  With  a 60 
per  cent  state  contribution  and  40  per  cent 
county  contribution  the  total  amount  avail- 
able would  be  $2,666,667.  Based  on  a state 
population  of  3,261,489  (1950  census  popula- 
tion excluding  Oak  Ridge,  a federal  reser- 
vation not  subject  to  tax)  the  per  capita 
amount  would  be  81.76226  cents. 

(b)  The  equalized  local  share  for  all  coun- 
ties shall  be  the  total  amount  required  from 
all  county  funds  (40  per  cent)  divided  by  the 
total  equalized  valuation  for  the  state. 

For  the  initial  year  a maximum  county 
contribution  of  1,066,667  is  recommended. 
Based  on  the  total  equalized  assessed  val- 
uation of  $4,817,161,756  this  would  be 
0.2214306  per  $1,000  of  equalized  assessed 
valuation. 

For  the  required  participation  of  each 
county  this  amount  (0.0002214306)  shall  be 
multiplied  by  the  equalized  assessed  valu- 
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ations  as  published  by  the  Tennessee  Tax- 
payers Association. 

11.  The  Department  of  Public  Health,  Di- 
vision of  Medical  Care,  should  be  given  the 
authority  and  responsibility  of  establishing 
detailed  rules  and  regulations  which  will 
govern  the  operation  of  the  Program  for  In- 
digent Hospitalization  so  that  it  conforms 
with  the  intent  of  the  General  Assembly. 

12.  The  Department  of  Public  Health,  Di- 
vision of  Medical  Care,  should  establish  and 
publish  criteria  for  hospitals  wishing  to 
receive  payment  for  the  care  of  indigent 
patients  through  this  program  and  should 
conduct  such  inspection  as  are  needed  to 
determine  whether  the  criteria  have  been 
met. 

13.  The  Department  of  Public  Health,  Di- 
vision of  Medical  Care,  should  establish  and 
publish  procedures  and  policies  to  guide  the 
local  agencies  in  the  determination  of  finan- 
cial eligibility  under  this  Program  but  the 
actual  determination  should  be  made  in  and 
by  citizens  of  the  county  in  which  the  pa- 
tient lives. 

14.  The  full  participation  of  the  counties 
should  be  insured  by  financing  the  program 
through  some  fund  collected  by  the  state 
and  distributed  to  the  counties. 

15.  To  insure  accurate  and  fair  determi- 
nation of  full  costs  in  the  hospitals,  each 
hospital  should  be  required  to  keep  compar- 
able records  of  account  in  a manner  specified 
by  the  Department  of  Public  Health,  to  hold 
these  accounts  open  to  auditing  by  the  De- 
partment of  Public  Health  and  to  submit 
such  reports  as  the  Department  shall  re- 
quire, or  be  required  to  accept  a minimum 
rate  fixed  by  the  Department. 

16.  The  Program  should  be  administered 
in  such  a way  as  to  provide  hospitalization 
in  whatever  participating  hospital  can  most 
effectively  render  the  definitive  treatment 
the  individual  patient  needs  without  regard 
to  the  county  in  which  the  hospital  is  locat- 
ed, its  size  or  type  of  ownership. 

17.  The  Program  should  also  be  adminis- 
tered in  such  a way  as  to  supplement,  rather 
than  replace,  the  provisions  already  made  by 
some  counties  and  cities.  The  funds  appro- 
priated by  the  State  should  not  be  used  to 
replace  funds  now  appropriated  by  cities 
and  counties  for  this  purpose,  but  these  local 


funds  should  be  considered  as  local  appro- 
priations to  be  matched  by  State  funds  on  a 
basis  determined  by  the  formula  (Rec.  10). 


Dr.  Kyle  C.  Copenhaver,  Knoxville,  died 
September  15,  1952,  from  a heart  attack.  He 
was  66.  A native  of  Virginia,  he  received 
his  M.D.  degree  from  the  University  of  Ten- 
nessee Medical  School  in  1912.  He  served 
overseas  for  one  year  in  the  Medical  Corps 
and  was  discharged  as  a major  in  1919.  Since 
then  he  has  been  in  private  practice  in 
Knoxville,  having  been  chief  of  staff  at 
Knoxville  General  and  Fort  Sanders  Hospi- 
tals and  a staff  member  of  all  other  local 
hospitals.  At  the  time  of  his  death,  he  was 
president  of  the  Acuff  Clinic,  a post  to  which 
he  succeeded  the  late  Dr.  Herbert  Acuff. 

Dr.  Copenhaver  gave  untiringly  of  his 
efforts  to  many  civic  and  religious  enter- 
prises, but  organized  medicine  received  the 
greatest  amount  of  his  time  and  thought. 
He  was  a member  and  past-president  of  the 
Knoxville  Academy  of  Medicine,  was  a 
member  of  its  Judicial  Council,  and  was  a 
member  and  past-president  of  the  Tennessee 
State  Medical  Association.  He  also  held 
membership  in  the  American  Medical  Asso- 
ciation, and  was  a fellow  of  the  Southeastern 
Surgical  Congress  and  the  International  Col- 
lege of  Surgeons. 

For  many  years,  Dr.  Copenhaver  served  as 
Councilor  of  the  Second  District  of  this  As- 
sociation and  was  Chairman  of  the  Council, 
and  a member  of  the  Association’s  Commit- 
tees on  UMWA  Liaison,  Insurance,  and  Vet- 
erans Affairs  at  the  time  of  his  passing. 

* 

Dr.  Hugh  Barr,  Nashville,  died  of  a heart 
ailment  August  3,  1952.  Age  69. 

* 

Dr.  D.  W.  Galloway,  Memphis,  retired, 
died  September  6,  1952,  after  an  illness  of 
two  years.  Age  69. 

* 

Dr.  William  A.  Nailling,  Union  City,  re- 
tired, died  September  6,  1952.  Age  80. 
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Dr.  C.  C.  Chaffee,  Brunswick,  died  Sep- 
tember 4,  1952,  after  an  illness  of  nine 
months.  Age  62. 

* 

Dr.  Talmai  Z.  Elinor,  Crawley  Store  Com- 
munity, died  August  8,  1952.  Age  77. 

* 

Dr.  James  M.  Derrick.  Hawkins,  died  Au- 
gust 22,  1952.  Age  65. 

* 

Dr.  Crockett  D.  Robbins,  Gallatin,  died 
after  an  illness  of  two  years,  September  15, 
1952.  Age  71. 


Washington-Carter-Unicoi  Society 

The  Society  sponsored  a combined  dinner 
meeting  for  members  and  their  wives  on 
September  18  at  the  Johnson  City  Country 
Club  for  the  purpose  of  hearing  an  address 
by  Dr.  D.  W.  Smith,  Nashville,  President  of 
the  Association.  In  addition  to  the  members 
of  the  tri-county  society,  physicians  and 
their  wives  from  Sullivan,  Johnson,  Greene 
and  Hamblen  counties  were  also  invited. 
About  125  persons  were  present.  Dr.  Smith, 
who  was  introduced  by  Dr.  H.  L.  Monroe  of 
Erwin,  Councilor  of  the  first  district,  spoke 
on  the  subject  “The  Physician’s  Responsibil- 
ity to  Society.” 

* 

Memphis  and  Shelby  County  Society 

The  August  5 program  was  held  at  the 
Memphis  Country  Club  with  members  hear- 
ing a symposium  on  “Modern  Management 
of  the  Nervous  and  Mental  Patient.”  Speak- 
ers and  their  subjects  were:  Dr.  Charles  W. 
Miller,  Jr.,  “The  Psychoneurotic”;  Dr.  Sam- 
uel Paster,  “Modern  Shock  Therapy”;  Dr. 
A.  R.  Tyrer,  Jr.,  “Surgery  for  Mental  Dis- 
eases”; and  Dr.  E.  L.  Baker,  “The  Place  of 
the  State  Hospital.”  Dr.  Baker  is  superin- 
tendent of  Western  State  Hospital  at  Boli- 
var. Dr.  Ernst  Schmidhofer,  chief  of  the 
neuropsychiatric  section  at  Kennedy  VA 
Hospital,  led  the  discussion. 


The  September  2 meeting  of  the  Society 
was  held  at  the  Pathology  Institute  of  the 
University  of  Tennessee  with  a symposium 
on  the  “Use  and  Abuse  of  Modern  Drugs.” 
The  symposium  followed  a meeting  of  the 
Society’s  House  of  Delegates  with  the  fol- 
lowing participating:  Dr.  John  B.  Young, 
“Antibiotics”;  Dr.  Bernard  M.  Zussman, 
“Cortisone  and  ACTH”;  Dr.  Robert  F.  Ack- 
erman, “Endocrine  Preparations  and  Vita- 
mins”; Dr.  C.  C.  McCool,  “Sedatives  and 
Narcotics.” 

* 

Consolidated  Medical  Assembly 

Fifty-nine  doctors  from  the  fourteen  coun- 
ties composing  the  Assembly  heard  a sym- 
posium from  the  Department  of  Obstetrics 
and  Gynecology  of  the  University  of  Tennes- 
see at  the  Assembly’s  dinner  meeting  in 
Jackson  on  September  2.  The  subject  was 
“Abnormal  Bleeding  in  the  Female.”  Dr. 
Bob  Dillman  discussed  “Etiology  and  Pa- 
thology”; Dr.  Ben  Everett,  “Treatment  of 
Obstetrical  Bleeding”;  Dr.  Phil  Schrier, 
“Treatment  of  Gynecological  Bleeding”;  and 
Dr.  Henry  Turner  discussed  “The  Differen- 
tial Diagnosis”  and  acted  as  moderator  of  the 
group.  Dr.  Julian  K.  Welch,  Brownsville, 
president  of  the  Assembly,  presided. 

* 

Five  County  Medical  Society 

One  of  this  newly  organized  and  progres- 
sive Society’s  programs  was  a “prepare  to 
vote”  campaign.  At  a recent  meeting  of  the 
Society  it  was  announced  that  all  members 
of  the  Society,  and  members  of  their  fami- 
lies of  voting  age,  are  registered  and  x~eady 
to  vote.  The  Society,  in  cooperation  with 
this  Association’s  Public  Service  Depart- 
ment, is  conducting  a novel  course  in  post- 
graduate education.  The  first  meeting  was 
held  in  Cookeville  on  September  25  with  a 
large  number  of  doctors  from  the  Cumber- 
land area  present.  Several  Nashville  physi- 
cians also  attended.  Under  the  Society’s 
plan,  an  outstanding  physician,  usually  con- 
nected with  the  research  department  of  large 
pharmaceutical  firms,  will  be  the  essayist. 
The  programs  are  exclusively  scientific  and 
the  commercial  angle  is  meticulously  avoid- 
ed. Doctors  from  all  over  Middle  Tennessee 
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are  invited  to  attend  the  monthly  lectures. 
Dr.  William  Hensley,  Jr.,  Cookeville,  is  Pres- 
ident of  the  Society. 

* 

Four  County  Medical  Society 

The  Society  held  its  regular  bi-monthly 
meeting  at  Frank’s  Cafe  in  Camden  on  Sep- 
tember 16.  Following  a fish  dinner,  Dr.  John 
R.  Glover,  Nashville,  addressed  the  Society 
on  “Common  Fractui'es.”  Plans  were  made 
for  the  annual  meeting  of  the  Society  in 
November.  The  Society,  less  than  one  year 
old,  has  had  excellent  programs  and  attend- 
ance by  the  physicians  in  Henry,  Weakley, 
Carroll  and  Benton  Counties. 

* 

Knoxville  Academy  of  Medicine 

The  September  9 program  was  presented 
by  Dr.  D.  T.  Chamberlain  who  discussed 
“Gastroscopy.”  His  paper  was  discussed  by 
Drs.  M.  C.  Bowman  and  John  H.  Hall. 

* 

Dr.  George  Henson  was  the  essayist  at  the 
regular  meeting  of  the  Academy  on  Septem- 
ber 23  at  the  Academy’s  Assembly  Hall.  His 
subject  was  “Beriberi  with  a Case  Report.” 
Discussion  was  led  by  Drs.  John  Avera  and 
H.  L.  Pope.  This  year’s  officers  of  the  Acad- 
emy are  Dr.  J.  B.  Naive,  President;  Dr.  S.  J. 
Platt,  President-Elect;  Dr.  Herbert  Pope, 
Vice-President;  and  Dr.  Ralph  Monger,  Sec- 
retary. 

* 

McMinn  County  Medical  Society 

Members  of  the  Society  sponsored  the 
opening  of  a new  health  unit  building  in 
Athens  recently.  A special  ceremony  was 
held  when  the  building  was  presented  to  the 
public  health  department  on  September  6. 
Dr.  A.  M.  Shelamer  is  the  new  public  health 
officer  of  the  district  which  is  now  headquar- 
tered in  the  new  building  at  Athens.  Coun- 
ties in  the  district  are  McMinn,  Polk,  Meigs 
and  Monroe. 

M 

Maury  County  Medical  Society 

The  Society  adopted  a formal  resolution 
on  September  9 endorsing  the  local  Red 
Cross  Blood  Program  and  authorized  Dr.  C. 


D.  Walton  of  Mount  Pleasant  to  inform  the 
public  of  its  action. 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Nashville  Academy  of  Medicine  re- 
cently held  two  meetings  of  considerable 
importance  to  their  membership.  The  first 
was  a meeting  held  on  September  9 with 
members  of  the  Academy  as  guests  of  the 
Mid-State  Baptist  Hospital  for  dinner.  The 
meeting  consisted  of  a report  to  the  mem- 
bership on  Academy  business  and  activities 
by  officers  of  the  Society  and  members  of 
the  Board  of  Directors.  Participating  offi- 
cers were  Dr.  Hollis  E.  Johnson,  Dr.  Willard 
O.  Tirrill  and  Dr.  W.  G.  Kennon.  Members 
of  the  Board  participating  were  Dr.  R.  N. 
Buchanan,  Dr.  James  C.  Gardner,  Dr.  D.  W. 
Smith,  Dr.  R.  H.  Kampmeier,  Dr.  W.  O. 
Vaughan  and  Dr.  John  B.  Youmans.  Dr. 
W.  O.  Tirrill  rendered  a detailed  report  on 
public  service  and  public  relations  activities 
being  conducted.  Following  the  report  of 
the  officers  and  members  of  the  Board,  ques- 
tions from  the  floor  were  asked  dealing  with 
such  subjects  as  supplying  blood  for  the  Red 
Cross  Blood  Bank,  the  number  of  doctors 
participating  in  the  emergency  call  service, 
cases  before  the  grievance  committee,  the 
Academy  of  Medicine’s  Group  Insurance 
Program,  excessive  medical  meetings  and 
related  subjects  dealing  with  the  everyday 
activities  of  the  society. 

* 

The  second  meeting,  the  first  of  its  kind 
held  by  the  Nashville  Academy,  was  con- 
ducted on  September  23  in  the  Assembly 
Hall  of  the  Doctors  Building.  The  program 
consisted  of  a panel  or  representative  lay 
leaders  and  the  title  of  the  meeting  was 
“What’s  Your  Trouble,  Doctor?”  The  panel 
consisted  of: 

Mr.  Coleman  Harwell,  Vice-President  and 
Editor,  Nashville  Tennessean 
Mr.  Cecil  Sims,  attorney  and  civic  leader 
Mr.  Lee  Sanders,  President,  Nashville 
Trades  and  Labor  Council 
Members  of  the  panel  pointed  out  many  of 
the  criticisms  that  are  heard  from  the  public 
towards  doctors.  After  each  member  of  the 
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panel  finished,  a spirited  question  and  an- 
swer session  followed.  A large  turnout  of 
Nashville  doctors  was  present  to  hear  the 
interesting  discussion. 


V NATIONAL  NEWS 


Physicians  Fees  Increased  Less  Than  One 
Per  Cent  in  Second  Quarter 

Bureau  of  Labor  Statistics,  in  quarterly  report 
on  changes  in  medical  care  and  drug  costs,  notes 
that  all  physicians’  fees  on  the  average  have  in- 
creased about  0.8%  between  mid-March  and  mid- 
June.  All  living  costs  in  the  same  period  rose 
0.9%,  BLS  said  The  agency  estimated  general 
practitioners’  fees  rose  0.9%,  while  surgeons’  and 
specialists’  fees  were  virtually  unchanged  in  the 
3-month  period.  The  rate  of  increase  in  hospital 
charges  has  slowed  down  from  recent  months,  with 
an  increase  of  only  2%  noted.  Group  hospitaliza- 
tion (Blue  Cross)  rates,  however,  were  up  8%. 
Over-all  medical  and  drug  costs  rose  about  2%, 
BLS  said. 

* 

Flow  of  Supplies  Starts  for  Federal  Civil 
Defense  Medical  Stockpiles 

After  months  of  negotiations,  Federal  Civil  De- 
fense Administration  reports  that  on  July  15  it 
had  $1,574,378  in  medical  supplies  and  equipment 
stored  in  seven  federal  regional  warehouses.  This 
is  2.6 7%  of  the  $60  million  Congress  made  avail- 
able up  to  July  1,  all  now  on  contract.  Almost  all 
material  was  received  after  June  1,  and  ship- 
ments soon  will  be  “mushrooming,”  FCDA  said. 
Regional  stockpiles  are  purchased  and  maintained 
entirely  by  U.  S.  funds;  they  are  designed  to 
supplement  state  and  local  supplies  in  case  of 
a disaster. 

State  procurement  programs,  which  FCDA  has 
been  pushing  for  over  a year  and  for  which  U.  S. 
supplies  half  the  funds,  are  farther  advanced. 
Half  of  the  $20  million  originally  earmarked  for 
these  matching  grants  has  been  used  by  13  par- 
ticipating states;  on  July  15  they  had  received 
$3,159,664  in  supplies,  about  a third  of  the  amount 
on  order. 

Antibiotics  make  up  a majority  of  federal  sup- 
plies and  also  are  the  highest  dollar-value  item 
going  to  states.  Currently,  FCDA  officials  are 
working  on  a budget  for  fiscal  1953.  One  problem 
is  to  determine  how  much  to  spend  on  the  blood 
program  and  how  much  for  other  medical  supplies. 
Congress  allowed  FCDA  $40  million  this  year  for 
all  agency  expenses,  in  contrast  to  about  $100 
million  last  year. 

* 

Dr.  Louis  H.  Bauer,  President  of  the  American 


Medical  Association,  has  issued  the  following  state- 
ment: 

“Dr.  Elmer  L.  Henderson  of  Louisville,  Ken- 
tucky, Chairman  of  the  Association’s  Coordinating 
Committee,  which  has  supervised  the  campaign 
against  socialized  medicine,  has  resigned  his  com- 
mittee chairmanship  so  that  he  may  be  free  to 
participate  in  the  presidential  election  campaign. 

“Clem  Whitaker  and  Leone  Baxter,  Directors  of 
the  AMA  National  Education  Campaign,  have 
asked  to  be  released  from  their  public  relations 
assignment  for  the  same  reason. 

“These  resignations  mark  the  official  termina- 
tion of  the  AMA  National  Education  Campaign, 
which  for  the  past  four  years  has  been  eminently 
successful  in  arousing  the  American  people  to  the 
dangers  of  socialized  medicine,  and  which  has 
played  a vital  part  in  accelerating  the  growth  and 
development  of  Voluntary  Health  Insurance.  The 
American  Medical  Association,  on  this  occasion, 
wishes  to  thank  the  American  people  for  their 
heartening  demonstration  of  confidence  and  sup- 
port. 

“The  AMA,  as  a nonpartisan,  professional  or- 
ganization, is  barred,  both  ethically  and  legally, 
from  participating  in  election  campaigns,  which 
explains  the  action  of  Dr.  Henderson  and  Mr. 
Whitaker  and  Miss  Baxter  in  asking  for  their  re- 
lease from  AMA  duties.  The  association  will  take 
no  part  in  the  presidential  election,  except  to  join 
with  other  nonpartisan  groups  in  urging  all  eligi- 
ble voters  to  cast  their  ballots  on  election  day,  re- 
gardless of  their  affiliations  or  preferences.  In- 
dividual doctors,  of  course,  are  entirely  free  to 
engage  in  election  activities  and,  in  fact,  have  a 
very  real  responsibility  to  make  their  influence 
felt  for  good  government.” 


University  of  Tennessee 
College  of  Medicine 

A $5,200  research  award  by  the  U.  S.  Navy 
has  been  made  to  Dr.  Arne  Hunninen  of  the 
Department  of  Preventive  Medicine  to  study 
the  pathogenicity  of  human  strains  of  En- 
dameba  histolytica  in  rabbits. 

M 

Physicians  of  the  mid-south  may  be  en- 
rolled in  two-week  courses  for  bedside  train- 
ing in  pediatrics  at  the  Le  Bonheur  Chil- 
dren’s Hospital  and  John  Gaston  Hospital 
for  a fee  of  $50.  A physician  will  be  ac- 
cepted on  the  first  and  fifteenth  of  each 
month. 
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Three  new  members  have  been  added  to 
the  staff  of  the  Division  of  Anatomy.  They 
are:  George  G.  Robinson,  Ph.D.,  professor; 
Harry  H.  Wilcox,  Ph.D.,  assistant  professor; 
and  Marvin  I.  Gottlieb,  Ph.D.,  instructor. 

* 

The  General  Practice  Office  of  the  Uni- 
versity of  Tennessee  and  the  Department  of 
Pediatrics  will  have  an  exhibit  at  the  Den- 
ver Scientific  Meeting  of  the  A.M.A., — an 
exhibit  to  cover  office  pediatrics  for  general 
practitioners.  A live  demonstration  of  pe- 
riodic health  examinations  done  on  children 
of  varying  ages  will  be  the  major  part  of  this 
exhibit.  Along  with  the  actual  examination, 
a verbal  commentary  will  be  piped  to  the 
audience  through  loud  speakers  located  in 
the  booth. 

* 

The  University  of  Tennessee  General 
Practice  Office  has  begun  a free  general 
practice  location  service.  Each  of  these  lo- 
cations is  investigated,  some  of  them  per- 
sonally, and  we  believe  that  only  the  best 
locations  are  indexed  in  our  files.  Informa- 
tion on  these  cities  is  available  by  mail  to 
any  qualified  general  practitioner  and  mem- 
bers of  the  General  Practice  Staff  who  have 
volunteered  to  give  their  time  to  cooperate 
in  investigating  any  phase  of  the  problem 
of  establishing  a practice  that  the  young 
physicians  may  desire.  Members  of  our  staff 
will  be  glad  to  go  into  the  problem  of  origi- 
nal equipment  purchases,  financing  medical 
equipment,  and  will  be  glad,  whenever  pos- 
sible, to  help  personally  in  establishing  rural 
locations  for  men  wishing  to  do  a general 
practice.  This  is  not  designed  as  a commer- 
cial service.  It  simply  is  an  offer  on  the  part 
of  the  General  Practice  Staff  of  The  Univer- 
sity of  Tennessee  to  help  in  any  way  possible 
to  see  to  it  that  more  physicians  are  located 
in  the  rural  areas. 

M 

Murfreesboro  V.A.  Hospital 

Dr.  Paul  H.  Hoch  of  the  New  York  State 
Psychiatric  Institute  and  Columbia  Univer- 
sity lectured  to  the  Medical  Staff  on  Sep- 
tember 19  on  the  following  subjects:  (1) 
“Some  Theoretical  and  Clinical  Aspects  of 


Anxiety”;  (2)  “Experimentally  Produced 
Abnormal  Mental  States”;  and  (3)  “Indica- 
tions for  Treatment  with  Special  Considera- 
tion of  Intractable  Cases.” 

* 

Postgraduate  Medical  Study 

The  postgraduate  course  in  Internal  Medi- 
cine and  Circulatory  Diseases  by  Dr.  John 
F.  Dee  opened  in  Circuit  VI  during  the  week 
of  September  15-19.  The  teaching  centers 
are  Paris,  Union  City,  Dyersburg,  Trenton, 
and  Memphis. 

The  enrollment  for  this  circuit  is  good. 
There  are  more  than  200  enrolled  for  the 
course  and  several  new  physicians  are  reg- 
istered for  their  first  postgraduate  course. 

Baptist  Memorial  Hospital,  Saint  Joseph 
Hospital,  and  Methodist  Hospital  paid  the 
fee  for  all  interns  and  residents  who  were 
interested  in  attending  the  lectures.  There 
are  fifty-eight  interns  and  residents  enrolled 
for  the  course,  which  included  a group  from 
John  Gaston  Hospital,  also. 

The  attendance  for  Circuit  V,  which  in- 
cludes the  centers  of  Knoxville,  Maryville, 
Newport,  Morristown,  and  LaFollette,  was 
very  good.  More  than  100  doctors  received 
Certificates  of  Attendance,  which  means  that 
they  attended  eight  or  more  of  the  ten  lec- 
tures by  Doctor  Dee.  The  average  attend- 
ance for  the  circuit  was  77.56  per  cent.  Dr. 
Dee  was  also  kept  busy  during  the  circuit 
with  consultations. 

Organizational  work  will  begin  immedi- 
ately in  Nashville,  Springfield,  Gallatin, 
Clarksville,  and  Dickson.  Announcement 
letters  will  be  forwarded  to  all  physicians  in 
the  counties  of  Circuit  VII  in  the  near  future 
as  the  course  is  scheduled  to  open  in  the 
centers  named  above  in  early  December. 


Dr.  Claude  C.  Snoddy  opened  offices  in  Tullaho- 
ma  on  October  1.  In  January  he  will  be  joined 
by  Dr.  Bruce  E.  Galbraith  who,  along  with  Dr. 
Snoddy,  is  serving  his  surgical  residency  at  Nash- 
ville General  Hospital. 

The  Bell  and  Crosby  Clinic,  Dickson,  reopened 
recently  with  the  deferment  from  the  service  of 
Dr.  Billy  Crosby  who  has  been  deferred  until  De- 
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bember  5.  Dr.  W.  A.  Bell,  Jr.,  Dr.  Crosby’s  part- 
ner, is  slated  to  receive  his  discharge  from  the 
Armed  Forces  on  December  1. 

Dr.  C.  E.  Peery  has  purchased  property  in  Mc- 
Minnville to  be  remodeled  into  a modern  office 
and  clinic  for  the  use  of  his  private  practice. 

Dr.  Edgar  L.  Womack,  Manchester  physician,  is 
one  of  the  64  doctors  recognized  for  50  years  of 
service,  at  the  University  of  Tennessee  Medical 
Unit  commencement  exercises  in  Memphis,  on 
September  29. 

Dr.  Charles  E.  Black,  industrial  physician  from 
Indiana,  has  joined  the  Oak  Ridge  National  Lab- 
oratory Health  division  staff. 

Due  to  the  recent  illness  of  Dr.  F.  J.  Malone,  Dr. 
Charles  A.  Trahern  has  been  appointed  temporary 
Montgomery  County  health  officer. 

Dr.  W.  Roy  Van  Allen  of  Chattanooga  has  been 
appointed  the  new  medical  director  of  Montview 
Sanitarium. 

Dr.  Elizabeth  W.  Kirby-Smith  sailed  recently 
for  Europe  where  she  attended  the  international 
conference  of  medical  women  held  in  Vichy, 
France,  in  September.  She  will  visit  Italy  and 
England  before  returning  by  plane  to  this  country 
and  back  to  her  practice  in  Sewanee,  Tenn. 

Upon  completion  of  the  new  state  tuberculosis 
hospital  in  Nashville,  the  new  medical  director  will 
be  Dr.  W.  W.  Hubbard,  who  for  many  years  has 
been  director  of  the  state  tuberculosis  hospital 
services. 

Dr.  H.  M.  Kelso  of  Knoxville  has  returned  to  the 
City  Health  Department  as  its  principal  medical 
officer.  For  the  past  year  he  has  been  associated 
with  the  Veterans  Hospital  at  Mountain  Home, 
Tenn. 

Two  new  doctors  will  begin  their  medical  prac- 
tice in  Paris,  Tenn.,  on  December  1.  They  are 

Dr.  E.  P.  Mobley  and  Dr.  T.  E.  Boston,  both  of 
Winfield,  Ala. 

Dr.  T.  P.  Nash  has  recently  become  associated 
with  the  Ripley  Clinic,  Ripley,  Tenn.  Dr.  Nash 
graduated  in  1945  from  the  University  of  Tennes- 
see School  of  Medicine  where  he  was  a member 
of  A.O.A. 

Dr.  Minnie  R.  Vance,  a pediatrician,  has  opened 
her  offices  in  Chattanooga,  Tenn.  Dr.  Vance  re- 
ceived her  degree  of  doctor  of  medicine  in  1949 
from  the  University  of  Tennessee  School  of  Medi- 
cine. 

Recently  in  Paris,  Tenn.,  the  memory  of  Dr.  I.  A. 
McSwain  was  noted  as  having  been  a portrait  of 
the  “Family  Doctor”  in  days  gone  by.  In  his  many 
years  of  service  as  a physician,  Dr.  McSwain 
received  many  honors  from  medical  societies  in 
Tennessee,  Arkansas,  Mississippi  and  Kentucky. 
A man  well  remembered  by  the  “old-timers”  of 
Paris,  he  was  the  father  of  a large  family,  of 


which  two  sons  became  doctors,  Dr.  Horace  Mc- 
Swain and  Dr.  George  McSwain. 

Dr.  Jean  Spencer  Felton  of  Oak  Ridge,  Tenn., 
has  been  approved  for  fellowship  in  the  American 
Medical  Writers’  Association. 

In  the  July  issue  of  Current  Medical  Digest,  it 
is  noted  that  Dr.  Frank  G.  Witherspoon  of  Nash- 
ville wrote  an  article  on  recent  advances  in  diag- 
nosis and  therapy  entitled  “Fallacies  About  the 
Skin.” 

At  the  38th  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  in  New  York  City, 
Dr.  John  Burch  of  Nashville  was  the  moderator 
for  a panel  discussion  on  Gynecology  and  Obstet- 
rics. During  the  same  week,  Dr.  Hugh  Smith  of 
Memphis  was  among  the  collaborators  for  the 
Symposium  on  Graduate  Training  in  Surgery  and 
the  Surgical  Specialties,  the  subject  discussed  be- 
ing “Residency  Problems  in  Smaller  Hospitals.” 

Dr.  David  R.  Pickens  has  opened  his  office,  for 
the  practice  of  proctology,  at  1915  Church  Street, 
Nashville. 

Dr.  Luther  E.  Smith  has  joined  Dr.  Carl  N.  Gess- 
ler  in  practice  in  Donelson. 

Dr.  Douglas  II.  Riddell  has  become  associated 
with  Dr.  James  A.  Kirtley,  Jr.,  in  the  practice  of 
surgery  at  2318  West  End  Avenue,  Nashville. 

Dr.  Pierce  M.  Ross  announces  the  opening  of 
his  office  for  the  practice  of  internal  medicine  in 
Nashville. 

Dr.  Douglas  O’Dell  announces  the  opening  of  his 
offices  in  the  practice  of  surgery  in  the  Doctors 
Building,  Nashville. 

Dr.  John  II.  Beveridge  has  become  associated 
with  the  firm  of  McClure,  Lanier  and  Ivie,  M.D.’s, 
in  the  practice  of  Radiology  in  Nashville. 
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Manual  of  Electrocardiography.  By  Benja- 
min F.  Smith,  M.D.  215  pages.  Elsevier 
Press  Ins.,  Houston-New  York.  1952. 

The  electrocardiograph  has  become  an 
important  adjunct  in  the  diagnosis  and  treat- 
ment of  cardiac  disease.  This  manual  out- 
lines basic  principles  and  develops  the  the- 
ory of  electrocardiography,  with  its  applica- 
tion to  the  interpretation  of  electrocardio- 
grams. The  text  is  intended  as  a guide  to 
the  beginning  student,  either  undergraduate 
or  practicing  physician.  No  attempt  is  made 
to  comprehensively  cover  all  aspects  of  the 
subject.  Unipolar  leads,  intracavity  poten- 
tials, incomplete  blocks,  auricular  hvpertro- 
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phy,  intrinsicoid  deflection,  and  other  recent 
developments  are  included. 

A section  presents  electrocardiograms  and 
autopsy  findings.  No  comment  or  descrip- 
tio  of  the  electrocardiogram  is  made.  The 
reviewer  finds  it  difficult  for  the  beginner  to 
correctly  interpret  these  records  without  di- 
rected analysis. 

“Pen  pictures  of  cardiology”  are  added  as 
a special  feature  and  contain  brief  descrip- 
tions of  clinical  syndromes  produced  by  dis- 
ease, disturbed  function,  or  malformation 
of  the  heart,  or  of  the  great  vessels.  Treat- 
ment suggestions  are  included.  These  may 


prove  useful  to  the  general  practitioner,  for 
whom  they  are  intended. 

Lawrence  A.  Grossman,  M.D. 


Location  Wanted 

The  Placement  Service,  particularly  its  mechan- 
ics, is  being  revised.  Beginning  next  month,  this 
column  will  carry  CURRENT  information  on  loca- 
tions and  physicians  desiring  locations  in  Tennes- 
see. See  Executive  Secretary’s  Letter,  this  issue, 
for  information  on  revision  of  the  Placement  Serv- 
ice. 
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ON  THE  JOLATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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As  we  tend  to  become  smug  in  our  medical  practice  of  the  day,  it  is 
refreshing  to  leaf  back  through  the  pages  of  medicine  before  our  day. 

One  then  returns  to  the  latest  page  with  a broader  viewpoint  and 
with  a better  appreciation  of  the  progress  of  medical  science.  This 
resume  of  therapy  of  a half  century,  by  our  Outstanding  General 
Practitioner  of  1951,  recalls  much  to  those  of  us  who,  though  not 
nearly  so  old,  were  taught  the  virtues  of  calomel  followed  by  salts 
and  of  "I.  Q.  & S."  The  youngest  of  our  members  will  read  the 
"unbelievable.'' 

BRIEF  REVIEW  OF  THERAPEUTIC  MEASURES  DURING  THE  LAST  53  YEARS* 


J.  T.  MOORE,  SR.,  M.D.,  Algood,  Tenn. 

I think  it  of  interest  to  look  back  over  a 
period  of  more  than  50  years  and  to  survey 
the  field  of  medicine,  taking  an  inventory 
of  the  grain  which  has  been  gathered.  It 
remains  an  inspiration  to  me  to  note  the 
great  progress  which  has  been  made — to 
see  it;  to  feel  it;  and  to  try  to  keep  up  with 
it. 

Here  I wish  to  cite  a few  items  of  history 
as  I remember  them.  In  March  of  1899, 
when  I graduated,  at  the  University  of  Ten- 
nessee School  of  Medicine  in  Nashville, 
there  was  only  a few  makeshift  automobiles 
in  this  country.  I doubt  there  were  as 
many  as  two  dozen,  in  the  city  of  Nashville. 
We  only  had  a few  sections  of  main  high- 
ways with  gravel  or  any  kind  of  hard  sur- 
face in  patches  on  them.  The  rural  roads 
were  not  graded  or  drained  and  in  the 
winter  time  were  what  we  called  “hog 

!’  wallows” — deep  mud  and  ruts  cut  by 
wagons.  I think  it  was  about  in  1908  that 
a movement  was  started  to  build  a road 
through  Tennessee  from  east  to  west.  It 
was  to  be  called,  “The  Memphis  to  Bristol 
Highway.”  A time  was  set  to  build  it  in 
3 or  4 days.  A survey  was  made,  the  time 
set  and  all  the  way  from  Memphis  to  Bristol, 
men  with  picks  and  shovels,  mules  and  per- 
haps some  scrapers,  went  to  work  and 
scratched  in  places  along  the  way.  This  road 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Knoxville,  April  8-9,  1952. 


is  now  one  of  our  finest  highways,  No.  70.  I 
mention  this  to  illustrate  some  of  the  handi- 
caps in  applying  our  chosen  profession  in 
those  days.  Furthermore,  we  had  no  tele- 
phone exchanges  except  in  the  larger  cities 
and  towns.  The  rural  towns,  including 
many  county  seats,  had  only  one  or  two  tele- 
phones for  long  distance  only. 

In  those  early  days  we  were  poorly 
equipped  compared  with  the  young  doctors 
of  today.  In  addition  we  had  to  contend  with 
unsanitary  conditions,  ignorance,  faith 
doctors,  quacks  and  even  some  witchery. 
We  had  to  educate,  plead  and  argue,  and  if 
it  had  been  fashionable  in  those  days,  we 
might  have  cursed  in  defense  of  the  prin- 
ciples we  believed  to  be  right.  There  were 
many  ignorant  doctors  scattered  over  the 
state,  practicing  legally  without  ever  hav- 
ing attended  a medical  school.  There  was 
a time  when  all  they  had  to  do  was  to  reg- 
ister with  their  county  clerks  as  a doctor 
of  medicine  and  go  to  practicing.  Under 
such  circumstances,  we  had  a great  work 
to  do  and  we  have  come  a long  way. 

Just  from  my  own  experience  and  knowl- 
edge I think  it  appropriate  to  designate  the 
last  few  years  of  the  last  century  and  the 
first  decade  of  this  as  an  era  of  purgation 
and  partial  starvation  in  the  treatment  of 
disease.  The  predominant  idea  was  to  give 
a strong  purgative  in  the  beginning  of  al- 
most every  acute  illness,  regardless  of  age. 
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The  most  popular  drugs,  for  this  pui’pose, 
being  calomel,  castor  oil  and  epsom  salts. 
Usually  calomel  was  given  the  first  day, 
followed  next  morning  by  castor  oil  or  salts; 
then  through  the  course  of  the  disease  some 
kind  of  pill  was  given,  such  as  cascara  comp, 
and/or  comp,  cathartic  pill,  containing  1 gr. 
calomel.  Great  emphasis  was  laid  on  keep- 
ing the  bowels  open.  Seldomly  an  enema 
was  used.  The  people  were  taught  to  keep 
the  bowels  open  by  purgatives  or  laxatives, 
that  the  liver  was  torpid  and  needed  stirring 
up,  that  they  were  bilious,  that  the  tongue 
was  coated  to  account  for  the  bad  taste  in 
the  mouth.  Calomel  was  the  ‘king  bee’  for 
the  liver  in  those  days.  The  large  amounts 
of  the  drug  given  is  almost  unbelievable. 
Some  uneducated  doctors,  I recall,  would 
give  as  much  as  50  or  60  grains  in  divided 
doses;  they  measured  out  the  powder  on  a 
pocket  knife.  Wood,  an  author  on  thera- 
peutics in  1905,  observed  that  10  or  12  grains 
would  have  as  much  effect  as  1 ounce  and 
that  1 pound  had  been  given  to  a few  cases 
of  cholera  without  very  extreme  visible  ef- 
fect! 

The  principle  diseases  with  which  we  had 
to  contend  in  the  early  days  of  my  practice 
were  tuberculosis,  typhoid  fever,  gastro- 
intestinal diseases  of  children  and  of  course 
the  children’s  diseases,  which  all  little  ones 
were  doomed  to  have.  Old  people  were  sup- 
posed to  die  of  ‘old  age’  and  we  were  called 
in  the  terminal  stages  of  their  diseases.  Oc- 
casionally one  would  die  of  what  the  people 
called  “bilious  colic,”  or  perhaps  heart  dis- 
ease, or  occasionally  it  was  reported  that 
they  died  of  fever.  We  had  no  vital  statistics 
recorded  in  Tennessee  until  1914.  From  then 
on,  for  several  years,  the  records  were  very 
incomplete  for  some  people  resented  such 
a useless  law.  They  would  not  name 
their  babies,  or  report  a sudden  death,  or 
one  where  no  physician  had  been  called, 
until  finally  a law  was  passed  requiring  a 
death  certificate  before  they  could  bury 
their  dead. 

Tiiberculosis  was  called  the  “Great  White 
Plague.”  For  many  years,  one-seventh  of 
all  deaths  were  due  to  this  terrible  disease. 
Even  after  the  discovery  of  the  tubercle 
bacillus,  it  required  many  years  to  convince 
people  the  disease  was  contagious.  Entire 


families  were  wiped  out.  Uneducated  people 
believed  it  to  be  hereditary,  and  thus  did  not 
fear  it.  Many  would  sit  up  nights  in  closed 
rooms  with  a coughing,  slowly  dying  tuber- 
culous persons.  They  would  tell  you  they 
didn’t  believe  in  the  germ  theory.  (Under 
my  own  observation  since  1912,  I have  fol- 
lowed a family  of  13  with  tuberculosis.  Both 
parents  and  6 children  have  died.  One  of 
the  5 is  still  living  as  an  apparently  cured 
case  and  one  an  invalid  with  fibroid  tuber- 
culosis. Another  had  the  disease  and  only 
two  have  apparently  escaped.)  Treatment 
of  tuberculosis  in  this  era  was  unsatisfactory 
because  an  early  diagnosis  was  seldom  made 
or,  if  made,  it  was  very  unusual  that  we 
could  get  an  active  person  to  take  proper 
treatment.  The  consequencies  were  that  the 
patient  kept  going;  was  never  told  he  had 
the  disease  until  unable  to  go  any  longer. 
Then  it  was  announced  the  case  was  far  ad- 
vanced and  the  patient  doomed  to  die.  It 
was  a rather  secret  matter  up  to  this  time, 
on  the  part  of  both  the  family  and  the 
doctor.  We  physicians  could  see  a ‘marked 
person’  in  the  family  and  were  not  frank 
enough  to  say  it.  One  reason  for  this  was 
that  we  did  not  know  what  to  do  if  we  did 
make  an  early  diagnosis.  We  could  not  give 
a favorable  prognosis  even  in  an  early  case. 
In  this  discouraging  situation  we  used  med- 
icines as  cod  liver  oil,  hypophosphites,  creo- 
sote, iodine,  cough  syrups,  opium  and  some 
recommended  whiskey.  Nothing  was  of 
much  value.  Tyson  and  Loomis  both  recom- 
mended a high,  dry  climate  and  that  the 
patient  be  given  daily  exercise.  Each  of 
these  authors  recommended  good  nourish- 
ing food,  cod  liver  oil  and  creosote,  fresh 
air  day  and  night.  This  was  the  best  we 
knew,  but  it  is  obvious  now  that  they  were 
inadequate.  If  we  decided  a patient  was 
going  to  die,  we  said,  “Go  west,  go  west” — 
to  Colorado  or  New  Mexico  for  a change  of 
climate.  There  they  usually  died  or  came 
home  to  die.  It  was  not  until  about  1907  that 
the  great  Osier  emphasized  the  value  of  rest 
and  sunshine.  This  was  the  dawn  of  the  be- 
ginning of  hope  in  the  treatment  of  this  dis- 
ease. 

Typhoid  Fever.  The  only  person  ever 
benefited  by  this  disease  was  the  doctor,  if 
he  did  not  come  down  with  it  himself.  If 
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it  had  not  been  for  this  one  disease  the  old 
time  doctor  might  have  gone  hungry.  Day 
after  day,  trip  after  trip,  plod,  plod  through 
rain  and  snow,  cold  and  sunshine  for  weeks 
and  months,  the  doctor  visited  his  many 
cases.  Treatment  consisted  of  rest  in  bed 
and  purgation  in  the  beginning.  Cold  baths 
if  the  temperature  was  above  102  or  103, 
eveiy  two  hours  called  the  “bran  bath”  treat- 
ment. Patients  were  placed  on  an  almost 
starvation  diet,  such  as  rice  water  or  barley 
water,  buttermilk  or  skimmed  milk  spar- 
ingly. Egg  albumin  in  lemonade  was  a 
favorite  all  through  the  disease.  The  diet 
was  kept  liquid  until  the  temperature  had 
been  normal  for  seven  to  ten  days. 

Turpentine  was  given  by  some  almost  as 
a routine.  We  were  ‘high  pressured’  to  use 
some  supposedly  intestinal  antiseptic  drugs. 
One  I remember  was  a preparation  of 
‘acetizone,’  a strong  solution  put  in  the 
water;  the  patient  was  not  allowed  to  drink 
any  other  water.  I had  two  little  girls  as 
patients  in  1904  doing  well  I thought.  About 
the  end  of  the  third  week  I placed  them  on 
this  drug  and  both  refused  to  drink  much 
of  it,  contrary  to  my  wishes,  and  within  3 or 
4 days  both  developed  peritonitis  and  died. 
From  that  day  to  this  I have  never  used  a 
new  drug  until  it  had  been  thoroughly  tested 
and  recommended  by  our  best  authorities. 
Up  to  that  time  I thought  I was  a good  ‘fever 
doctor.’  I had  observed  that  the  least  medi- 
cine I gave  the  better  off  my  patients  were. 
I gave  as  little  turpentine  as  possible  since 
it  was  almost  demanded.  Some  gave  car- 
bolic acid  as  an  antiseptic.  Salol  was  an- 
other medicine  in  which  I could  see  no  good. 
Whiskey  was  given  almost  routinely  after 
the  second  or  third  week.  It  was  horrible 
the  absurd  and  harmful  treatment  given  in 
this  disease  by  some  of  the  uneducated 
doctors;  they  would  usually  give  large  doses 
of  calomel  and  rhubarb  every  two  or  three 
days.  (A  man  who  roamed  our  mountains 
and  valleys  had  a great  reputation  as  hav- 
ing a secret  remedy  to  break  typhoid  fever 
within  two  or  three  days.  His  remedy  was 
acetanilid  given  regularly.  If  the  patient 
survived,  the  family  could  note  that  the 
temperature  was  low  and  were  satisfied.  If 
the  patient  died  the  family  was  accused  of 
having  given  food  causing  the  death.  He 


very  seldomly  made  more  than  one  or  two 
visits.  He  traveled  over  an  area  of  about  50 
square  miles  and  if  the  patient  became 
worse,  he  could  not  be  found.  Then  another 
doctor  called  in  emergency  had  to  bear  the 
responsibility  since  the  ‘great  fever  doctor’ 
could  not  be  found.) 

Many  cases  of  typhoid  would  run  a regu- 
lar course  for  two  weeks,  then  show  a grad- 
ual decline  of  fever  for  ten  days  and  then 
relapse,  again  running  the  same  course  for 
three  or  four  weeks.  Though  by  this  time 
they  were  living  skeletons,  they  sometimes 
recovered.  The  cause  of  relapsing  form 
was  never  known.  We  saved  many  patients 
having  severe  hemorrhage  in  the  country 
by  giving  normal  saline  by  clysis  and  opium. 

Children’s  Diseases.  Gastro-intestinal  in- 
fections were  Heated  first  by  purgation,  then 
by  an  almost  starvation  diet.  In  colitis,  Holt 
advised  a purgative,  then  an  enema  and 
stopping  all  food  for  24  hours  followed  by  a 
liquid  diet.  Fischer,  as  late  as  1915,  began 
treatment  of  colitis  in  children  with  large 
doses  of  calomel. 

For  the  children’s  diseases,  the  only  treat- 
ment we  had  which  was  of  much  value  was 
antitoxin  for  diphtheria,  discovered  by 
Berhing  in  1892.  This  was  probably  the 
second  greatest  discovery  in  medicine, 
small-pox  vaccine  discovered  by  Jenner  in 
1798  being  the  first.  My  experience  in  sev- 
eral epidemics  of  diphtheria  was  very  sat- 
isfying. By  the  administration  of  diphtheria 
antitoxin,  and  intubation  in  laryngeal  cases, 
it  was  very  unusual  to  have  a fatal  case. 

For  other  diseases  in  children,  our  greatest 
aid  was  perhaps  in  advice  to  the  parents. 
Still  they  gave  all  kinds  of  concoctions,  such 
as  hot  teas,  etc.  They  thought  every  little 
baby  had  hives  and  must  be  broken  out 
with  a rash.  Coal  oil  was  given  for  croup. 
Certain  old  persons  were  supposed  to  have 
a gift  for  cure  and  would  be  called  to  blow 
into  the  babies  mouth  to  cure  what  they 
called  the  “thrash.”  There  were  so  many 
peculiar  methods  of  stopping  bleeding,  I 
haven’t  time  to  mention  them. 

When  we  were  called  to  see  children,  if 
they  had  fever,  calomel  or  castor  oil  or  both 
were  invariably  given.  I wish  to  say  here 
in  defense,  of  the  doctor  of  this  era,  that 
we  honestly  thought  our  treatment  was  cor- 
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rect  and  helpful.  It  was  thought  the  bowels 
had  to  be  cleaned  out.  We  might  have 
been  as  near  right  then,  as  some  doctors  of 
today  who  so  often  clean  out  all  the  pelvic 
organs  of  women. 

From  1897  to  1900  the  operation  for  ap- 
pendicitis was  being  used  with  increasing 
success.  The  reported  mortality  was  12  to 
15  percent.  If  all  cases  had  been  diagnosed 
and  reported,  there  is  no  predicting  what 
the  death  rate  would  have  shown.  The  text- 
book of  choice  for  medical  students  then, 
was  “The  American  Text-book  of  General 
Surgery.”  It  was  edited  by  several  of  the 
leading  surgeons  of  the  United  States.  On 
the  treatment  of  acute  appendicitis  this  book 
advised,  “give  saline  purgatives  until  the 
bowels  are  thoroughly  moved;  then  give  an 
enema  containing  magnesium  sulphate.”  It 
was  not  until  about  1906  that  the  leading 
authorities  advised  that  no  purgatives  be 
given;  and  there  was  no  medical  treatment 
for  this  disease. 

We  had  a great  deal  of  malaria  in  this  and 
other  states  in  this  early  period.  It  was  very 
successfully  treated  with  quinine,  but  we 
had  no  prophylactic  measures  for  its  eradi- 
cation at  that  time.  For  anemia  we  had 
iron  quinine  and  strychnine  in  tonic  doses, 
nourishing  food  and  cod  liver  oil.  For 
cancer,  we  had  surgery.  Worthy  of  mention 
was  arsenic  paste  used  by  some  in  skin 
cancer.  (This  has  been  a great  field  for 
quacks  and  cancer  doctors,  even  up  to  the 
present  day.)  The  universally  used  Aspirin 
came  into  use  in  1909. 

The  25  years  following  1910  might  be 
called  the  era  of  prophylactic  measures — 
immunizing  vaccines,  better  sanitary  condi- 
tions, X-ray  as  an  aid  in  early  diagnosis, 
establishment  of  public  health  units,  educa- 
tion of  people  to  have  repeated  examina- 
tions, especially  those  of  cancer  age.  In  1911 
typhoid  immunization  had  become  so  suc- 
cessful that  the  Army  began  compulsory 
vaccination  of  soldiers.  From  that  time  on 
people  of  all  ages  have  been  inoculated 
against  this  disease,  until  it  is  about  wiped 
out  in  this  country.  If  an  occasional  case 
does  show  up  the  drug  Chloromycetin  ap- 
pears to  be  a cure.  Diphtheria  and  pertussus 
are  gradually  becoming  extinct,  due  to  im- 
munization. Tetanus  is  not  so  dreaded  now. 


We  have  no  yellow  fever  in  this  country  due 
to  prophylaxis.  Smallpox  is  completely  un- 
der control. 

Rabies  is  still  a problem.  Many  have 
been,  and  are  still  being  vaccinated,  who 
should  not  be.  If  a person  is  bitten,  or  if 
there  is  an  abrasion  or  a broken  skin  ex- 
posed to  the  saliva  of  a supposedly  rabid 
dog,  the  dog  should  not  be  killed  until  it 
is  reasonably  proven  that  it  has  the  disease. 
Then,  even  if  it  takes  three  to  five  days 
there  is  time  to  begin  treatment.  Three 
years  ago  I had  a fatal  case  of  rabies  vaccine 
encephalitis.  While  this  does  not  occur  but 
once  in  7 or  8 thousand  cases,  it  does  happen. 
I was  inoculating  three  others  at  the  same 
time  with  the  same  product  without  any 
ill  effects.  This  was  the  only  case  in  which 
I ever  had  serious  results.  Though  I have 
personally  known  of  three  cases  having 
paralytic  lesions  for  life  due  to  rabies 
vaccine.  It  should  not  be  given  indiscrim- 
inately.* 

The  establishment  of  public  health  units 
was  the  greatest  advance  in  prophylactic 
measures  during  this  era.  It  was  a slow 
process  and  required  a great  deal  of  effort 
and  work  by  our  health  authorities  in  secur- 
ing the  cooperation  of  the  people  and  to  get 
financial  aid  in  areas  where  county  health 
units  were  established.  I gave  all  the  aid  I 
could  and  observed  the  earnest  effort  and  the 
‘never  give-up’  attitude  of  such  men  as  our 
present  State  Health  Commissioner,  Dr. 
Hutcheson.  I observed  that  such  men  would 
not  fail.  Health  units  were  established 
finally  all  over  the  state.  Free  immuniza- 
tions were  given  to  children  of  school  age. 
Better  sanitary  conditions  were  established. 
Homes  were  screened.  Water  supplies  were 
examined  and  made  as  free  from  infection 
as  possible.  The  problem  of  tuberculosis 
was  attacked  with  vigor  and  great  success. 


*When  I was  a boy  my  father  was  bitten  by  a 
supposedly  rabid  dog.  No  rabies  vaccine  was 
available  at  that  time,  so  he  went  to  a man  in  the 
mountains  who  had  a ‘mad-stone’  which  was  stuck 
on  the  wound,  and  when  it  came  off  the  disease 
was  supposed  to  be  prevented.  Of  course  this  was 
a fake,  but  was  a great  satisfaction  to  my  father 
and  his  distressed  family.  From  what  I remember, 
the  dog  must  have  had  rabies  but  my  father  was 
not  infected. 
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Time  does  not  permit  me  to  go  into  the  de- 
tails of  what  has  been  accomplished  along 
this  line  since  I have  been  in  the  practice 
of  medicine.  I knew  the  time  when  hook 
worm  disease  was  very  prevalent  in  the 
state.  In  some  areas  a large  percentage  of 
children  were  infected.  The  State  Health 
Department  almost  wiped  it  out  within  three 
or  four  years.  We  now  very  seldom  see  a 
case  of  the  disease. 

Endocrine  substances  derived  from  the 
ductless  glands  have  been  important  factors 
in  medicine  during  these  years.  Thyroid 
extract  was  first  used  by  George  Murrey 
(an  Englishman)  in  1891,  in  treatment  of 
myxedema.  Adrenalin,  well  known  and 
valuable,  was  discovered  by  a Japanese 
chemist,  Takemine,  in  1901.  Pituitrin  de- 
rived from  the  posterior  lobe  of  the  pituitary 
gland  came  in  use  in  1909.  Insulin,  one  of 
the  greatest  discoveries  in  medicine,  was 
made  by  Banting  and  Best  in  1922.  Estro- 
genic substances  appeared  in  1923.  An  ex- 
tract of  the  adrenal  cortex,  discovered  by 
Hartman  in  1930,  became  lifesaving  in  Ad- 
dison’s disease. 

Of  the  last  era,  the  past  15  or  18  years, 
under  my  observation,  I shall  say  little 
because  most  of  you,  or  perhaps  all  of  you, 
are  just  as  familiar  with  the  subject,  and 
more  capable  of  discussing  it  than  I.  I 
have  given  you  some  of  the  old,  thinking 
perhaps  it  might  be  new  to  most  of  you,  and 
perhaps  of  interest.  You  will  understand 
that  I have  only  scratched  the  surface  of 
what  has  been  done  during  these  years.  The 
effort  put  forth  to  improve  methods  for  the 
prevention  and  cure  of  disease,  the  details 
as  to  the  difficulties  and  hardships  in  the 
fight  to  overcome  ignorant  opposition,  and 
in  securing  of  better  equipment  to  go  for- 
ward,— this  would  be  a long  story. 

The  present  age  is  the  antibiotic  age.  The 
use  of  these  drugs  during  the  last  10  years 
has  saved  more  lives  than  any  other  drug 
in  the  same  length  of  time.  It  is  a weapon 
against  infection  in  all  branches  of  medicine 
and  surgery,  including  dental  surgery.  It 


is  the  age  of  great  specialists  in  every  field 
of  our  profession.  It  is  the  vitamin  age,  but 
you  cannot  live  on  vitamins  alone.  They 
are  used  to  correct  body  deficiencies  in  con- 
nection with  a balanced  diet.  It  is  the  age 
of  the  X-ray  specialist  for  diagnosis  and 
treatment,  with  the  most  valuable  instru- 
ment ever  discovered  for  the  medical  profes- 
sion. Its  wonderful  aid  in  diagnosis  has 
been  made  available  to  every  member  of 
our  profession.  We  have  the  atomic  age 
from  which  startling  benefits  may  come. 
So  far  radio  active  iodine  has  been  used  in 
the  treatment  of  Graves  disease. 

This  is  the  greatest  of  all  ages  in  our  pro- 
fession. We  have  gathered  the  choice  grain 
from  the  work  and  inventive  genius  of  all 
medical  men  for  many  centuries  past.  But 
our  bin  has  not  filled  suddenly.  It  has  been 
grain  by  grain.  Some  men  have  gone  part 
way  on  an  important  problem,  and  others 
followed  it  to  a successful  conclusion.  Men 
have  died  in  the  discovery  of  everlasting 
information  which  we  now  possess. 

As  to  my  part  in  this  progress,  I have 
never  done  any  outstanding  thing.  I just 
have  observed,  thought,  studied,  worked  and 
followed,  using  to  the  best  of  my  ability  the 
facilities  at  my  command,  adopting  methods 
and  drugs  which,  in  my  judgment  were 
good,  and  discarding  those  I thought  use- 
less. It  has  been  good  and  a great  satisfac- 
tion to  look  back  over  these  years  and  re- 
member the  time  when  to  see  a simple  ap- 
pendectomy or  gallbladder  drainage  was 
exciting  and  wonderful  and  to  observe  the 
early  thyroid  surgery  by  the  great  Dr.  Crile. 
Now  we  are  able  to  see  men  calmly  operat- 
ing upon  the  human  heart,  removing  an  en- 
tire lung,  or  dissecting  a tumor  from  the 
brain.  And  today  we  have  eliminated  in  so 
far  as  possible  purgatives  and  laxatives.  We 
have  come  a long  way  from  calomel  to  the 
antibiotics. 

In  conclusion,  I wish  to  say  it  will  be  a 
great  pleasure  to  me,  if  I am  permitted  to 
make  a report  to  this  medical  organization 
fifty  years  from  now. 
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The  author  shows  that  a test  usually  employed  in  the  larger  hospitals 
may  be  used  satisfactorily  in  office  practice. 


THE  MALE  FROG  PREGNANCY  TEST 

SAMUEL  S.  LAMBETH,  M.D.,  Maryville,  Tenn. 

The  purpose  of  this  study  and  report  is  to 
discuss  a simple  method  of  performing  the 
male  frog  pregnancy  test  and  to  evaluate 
its  usefulness  in  office  practice. 

The  male  leopard  frog,  rana  pipiens,  has 
become  popular  as  a test  animal  since  this 
method  of  pregnancy  testing  was  introduced 
in  1948  by  Wiltberger  and  Miller.1  Dif- 
ferent opinions  about  the  best  technic  for 
performing  the  test  have  been  expressed  in 
the  reports  from  various  laboratories. 
Greenblatt2  uses  a morning  urine  speci- 
men. Haskins  and  Sherman1  advise  blood 
serum  because  of  its  higher  gonadotrophic 
titer  and  smaller  incidence  of  toxicity. 
Robbins1  states  that  either  urine  or  blood 
serum  may  be  used.  Marsters,  Black,  and 
Randall'  report  that  urine  is  more  satis- 
factory than  blood  because  of  fewer  false 
negative  results  and  a smaller  incidence  of 
toxic  reactions. 

Most  of  the  reports  on  the  male  frog  test 
have  come  from  large  laboratories.  The  au- 
thor has  studied  the  test  from  the  standpoint 
of  the  physician  in  private  practice,  with 
the  following  objectives: 

1.  To  decide  whether  the  test  is  simple 
and  economical  enough  to  use  as  an  of- 
fice procedure. 

2.  To  decide  whether  the  test  is  sufficiently 
accurate  to  offer  assistance  to  the  physician 
in  the  early  diagnosis  of  pregnancy. 

The  blood  serum  technic  was  chosen  for 
study  because  of  its  simplicity  and  because 
a blood  specimen  is  usually  taken  at  a pa- 
tient’s first  visit  to  the  office.  In  addition, 
the  blood  serum  technic  has  not  been  dis- 
cussed as  much  as  the  urine  method.  All  of 
the  tests  in  this  series  were  personally  per- 
formed by  the  author  in  an  effort  to  decide 
whether  the  blood  serum  technic  is  practical. 

Important  features  of  the  technic  are  listed 
below: 

1.  A two  inch  22  gauge  needle  is  used  as 
illustrated  in  figure  one.  Passage  of  the 
needle  under  the  skin  of  the  thigh  and  up- 
ward into  the  dorsal  lymph  sac  prevents 


leakage  of  serum  at  the  site  of  puncture. 

2.  Three  cubic  centimeters  of  blood  serum 
are  used. 

3.  After  two  hours  a portion  of  the  frog’s 
urine  is  collected  on  a glass  slide  by  gentle 
compression  of  the  cloacal  region. 

4.  The  presence  of  four  or  more  motile 
sperm  in  a single  high  power  microscopic 
field  is  regarded  as  a positive  test.  An  oc- 
casional non-motile  sperm  may  be  seen 
when  the  test  is  negative.  The  number  of 
sperm  varies  a great  deal.  Less  are  found 
in  the  earliest  pregnancies. 

5.  A test  is  considered  negative  if  no 
sperm  are  found  after  twenty-four  hours. 
Negative  test  animals  are  then  injected  with 
50  units  of  chorionic  gonadotrophin.7  If 
the  urine  becomes  positive,  that  frog  is  not 
refractory  to  the  pregnancy  hormone. 

6.  Before  injecting  the  blood  serum,  a 
specimen  of  the  frog’s  urine  should  be  ex- 
amined for  sperm.  Occasionally,  the  urine 
reveals  sperm  under  such  circumstances. 

Because  this  was  a clinical  study  of  a rela- 
tively new  test,  a few  general  points  should 
be  mentioned.  All  of  the  frogs  were  ob- 
tained from  E.  G.  Steinhilber  Company, 
Oshkosh,  Wisconsin,  by  airmail  express  in 
dozen  lots.  They  were  kept  in  a covered 
enamel  pan  12  in.  by  9 in.  by  4 in.,  in  the 
bottom  of  an  electric  refrigerator.  Some 
moss  was  put  in  the  pan.  The  frogs  were 
given  a little  tap  water  every  two  days.  The 
water  did  not  cover  all  the  floor  of  the  pan 
because  one  end  was  elevated  about  one- 
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Table  I 

Analysis  of  Sixty-Eight  Positive  Tests 
Days  Menses  Delayed 


(Number  of  patients  listed  in  each  group) 


Causes  for 
Delayed  Diagnosis 

0-14  Days 

15-30  Days 

31-45  Days 

46-60  Days 

Indefinite 
or  Irregular 

Totals 

Questionable  Enlargement 
of  Uterus 

9 

6 

2 

17 

Moderate  Atypical 
Enlargement  of  Uterus 

1 

5 

4 

3 

13 

Retroverted 

Uterus 

2 

5 

1 

1 

1 

10 

Cervical  or  Adnexal 
Disease 

2 

2 

3 

7 

Previous  Pelvic 
Operation 

1 

1 

1 

3 

Poor  Abdominal  Muscle 
Relaxation 

2 

2 

2 

6 

Obesity 

1 

2 

2 

5 

Minimal  Uterine 
Bleeding 

2 

3 

2 

7 

TOTALS 

18 

25 

12 

2 

11 

half  inch.  With  such  care,  most  of  the  frogs 
survived  four  weeks  or  longer. 

Toxicity  of  3cc.  of  blood  serum  for  the 
average  25-40  Gm.  frog  was  not  a serious 
problem.  Only  three  frogs  died  after  in- 
jection. Toxicity  is  more  frequent  when  the 
frog  has  been  kept  longer  than  three  weeks. 
In  this  study  there  was  less  toxicity  than 
there  had  been  when  urine  was  the  testing 
material. 

The  evaluation  of  the  accuracy  of  the 
frog  test  was  made  by  using  it  for  help  in 
establishing  the  diagnosis  for  a hundred 
women  who  were  personally  examined  by 
the  author.  The  only  selection  of  cases  was 
the  fact  that  the  patient  presented  a real 
problem  in  diagnosis.  No  individual  was 
included  in  this  series  for  whom  a definite 
diagnosis  could  be  made  after  pelvic  exam- 
ination. 

Sixty-eight  patients  had  positive  tests. 
Table  I analyzes  these  from  the  standpoint 
of  the  cause  of  difficulty  in  making  the  diag- 
nosis by  physical  examination  and  the  ex- 
tent of  delay  in  the  menstrual  period.  In 
fifty-five  of  sixty-eight  individuals  the  de- 
lay was  less  than  forty-six  days.  The  pa- 
tients in  the  indefinite  or  irregular  group 
were  those  who  varied  a great  deal  in  their 
cycles. 

An  interesting  part  of  this  study  has  been 
determining  the  factors  which  may  interfere 
with  an  early  diagnosis  of  pregnancy.  The 


eight  classifications  are  self-explanatory  and 
cover  all  of  the  problems  of  this  sort  which 
have  been  met  in  my  practice.  It  is  most 
important  to  emphasize  that  a good  preg- 
nancy test  must  be  more  accurate  than  the 
history  and  physical  examination.  It  is  use- 
less to  report  the  results  in  a series  of  preg- 
nancy tests  unless  one  knows  the  stage  of 
gestation  in  each  instance.  Assistance  is 
rarely  needed  to  diagnose  a three  months 
pregnancy.  All  of  us  frequently  need  help 
when  the  patient’s  period  is  only  ten  days 
late. 

Table  two  presents  the  important  clinical 
data  on  the  thirty-two  patients  with  nega- 
tive tests.  All  of  the  patients  presented  in 
this  study  have  been  followed  long  enough 
to  establish  a definite  diagnosis.  The  ques- 
tion of  ectopic  pregnancy  had  been  con- 
sidered for  several  of  the  negative  group. 
The  test  was  helpful  in  disproving  this  diag- 
nosis. 

The  most  valid  objection  to  the  male  frog 
as  a pregnancy  test  animal  is  the  question 
of  its  sensitivity  to  the  chorionic  gonado- 
trophic hormone.  It  is  generally  considered 
less  sensitive  than  the  rabbit  and  might  not 
diagnose  a very  early  pregnancy  or  a com- 
plicated gestation  such  as  an  ectopic  one. 
The  amount  of  chorionic  gonadotrophic 
hormone  necessary  to  produce  sperm  in  the 
frog’s  urine  has  been  estimated  as  approx- 
imately fifty  international  units.3  Since 
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Table  II 

Analysis  of  Thirty-Two  Negative  Tests 
Days  Menses  Delayed 
(Number  of  patients  listed  in  each  group) 


Causes  for 
Delayed  Diagnosis 

0-14  Days 

15-30  Days 

31-45  Days 

46-60  Days 

Indefinite 
or  Irregular 

Totals 

Questionable  Enlargement 
of  Uterus 

4 

1 

2 

3 

10 

Moderate  Atypical 
Enlargement  of  Uterus 

3 

2 

1 

1 

7 

Retroverted 

Uterus 

2 

1 

1 

4 

Cervical  or  Adnexal 
Disease 

3 

2 

1 

1 

7 

Previous  Pelvic 
Operation 

1 

1 

Poor  Abdominal  Muscle 
Relaxation 

1 

1 

Obesity 

1 

1 

Minimal  Uterine 
Bleeding 

1 

1 

TOTALS 

14 

5 

3 

4 

6 

the  blood  serum  level  of  this  hormone  at  the 
fourth  week  of  pregnancy  is  about  fifty  rat 
units  per  cc.,G  and  the  rat  unit  equals 
the  international  unit,9  theoretically  the 
test  should  be  routinely  positive  if  the  pa- 
tient is  four  weeks  pregnant.  Actually,  the 
determining  factors  are  the  varying  levels 
of  the  hormone  in  normal  pregnancy  and  the 
varying  sensitivity  of  the  test  animal. 

In  keeping  with  these  differences,  the  chief 
difficulty  discovered  in  this  study  was  the 
frequency  of  false  negative  results.  Care- 
ful observation  of  Table  III  reveals  that 
usually  the  test  became  positive  before 
physical  examination  alone  could  make  the 
diagnosis.  Because  most  of  the  false  nega- 


tive reactions  occurred  with  4cc.  of  serum, 
the  amount  for  routine  use  was  reduced  to 
3cc.,  with  no  increased  frequency  of  false 
negative  results.  There  was  no  obvious  sea- 
sonal variation  in  the  false  negative  group. 

Summary 

1.  A simple  office  technic  for  the  male 
frog  (rana  pipiens)  pregnancy  test  has  been 
presented. 

2.  Blood  serum  was  used  as  the  test  ma- 
terial to  determine  whether  it  is  suitable. 
The  results  were  satisfactory  in  one  hundred 
personally  performed  tests. 

3.  The  accuracy  of  the  male  frog  test  in 
very  early  pregnancy  is  its  only  question- 


Table  III 

False  Negative  Group 


Case  Number 

1.  (I.M.) 

2.  (E.P.) 

3.  (B.S.) 

4.  (E.B.) 

5.  (F.C.) 

6.  (E.H.) 

7.  (L.J.) 

8.  (F.G.) 

9.  (R.E.) 

Initial  Test 
DATES 

4/21/51 

1/12/51 

8/27/51 

9/28/51 

4/11/52 

4/3/51 

6/25/51 

4/23/52 

11/24/51 

Repeat  Test 

4/28/51 

1/20/51 

None 

10/12/51 

4/14/52 

4/14/51 

8/8/51 

4/30/52 

12/10/51 

Initial  Test 

13 

26 

16 

8 

7 

3 

Indefinite 

5 

4 

DAYS  LATE 

Repeat  Test 

20 

34 

None 

22 

17 

14 

Indefinite 

12 

20 

Initial  Test 

4cc. 

4cc. 

4ec. 

4ec. 

3ce. 

4ec. 

4cc. 

3cc. 

3cc. 

AMOUNT  OF 
BLOOD  SERUM 
Repeat  Test 

3cc. 

2.8cc. 

None 

4cc. 

3cc. 

4cc. 

4cc. 

3cc. 

2cc. 

Initial  Test 
RESULT 

Negative 

Negative 

Negative 

Negative 

Negative 

Negative 

Negative 

Negative 

Negative 

Repeat  Test 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

COMMENT 

None 

Aborted 

Later 

Aborted 

Later 

None 

Threatened 

Abortion 

None 

Lactating 

Delivery 

None 

None 

four  months 
previously 
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able  characteristic.  False  negative  results 
have  been  presented  in  table  form.  False 
positive  tests  were  not  encountered  in  this 
series  although  they  are  mentioned  in  the 
literature.8 

4.  Personal  observations  permit  the  au- 
thor to  conclude  that  the  male  frog  test  with 
blood  serum  is  a good  office  procedure  to 
assist  the  practicing  physician  in  establish- 
ing the  presence  or  absence  of  pregnancy 
before  he  could  do  so  by  the  physical  exam- 
ination. 
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Observations  on  the  Fate  of  Ingested  Cholesterol 
in  Man.  Briggs,  M.  W.,  Kritchevsky,  D.,  Col- 
man,  D.,  Gofman,  J.  W.,  Jones,  H.  B.,  Lindgren, 
F.  T„  Hyde,  G.,  and  Ligon,  T.  P.  Circulation,  6: 
359,  1952. 

The  controversy  as  to  the  part  played  by  the 
lipid  content  of  the  diet  in  the  pathogenesis  of 
atherosclerosis  has  as  yet  not  been  settled  con- 
clusively. The  paper  under  consideration  appar- 
ently sheds  some  light  on  this  important  and 
practical  question.  The  authors  fed  tritrium- 
labeled  cholesterol  to  four  patients,  analyzing  the 
serum,  red  blood  cells  and  feces  for  the  presence 
of  this  radioactive  material.  One  of  their  pa- 
tients, a 62  year  old  man,  had  a massive  cerebral 


hemorrhage  and  succumbed  43  days  after  tritrium- 
labeled  cholesterol  was  given  by  stomach  tube. 
Except  for  a short  period  of  small  oral  feedings, 
all  nutrition  was  given  by  injection  during  this 
period.  Autopsy  was  performed  and  significant 
amounts  of  the  tritrium-labeled  cholesterol  were 
present  in  the  atherosclerotic  intima  of  the  aorta. 
Hence,  one  may  conclude  that,  under  the  condi- 
tions stated,  exogenous  cholesterol  may  enter  into 
the  metabolism  of  the  human  atherosclerotic  aorta. 
Further  investigative  work  along  this  same  line  is 
certainly  indicated.  (Abstracted  for  the  Middle 
Tennessee  Heart  Association  by  John  L.  Shapiro, 
M.D.,  Nashville.) 
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The  profession  of  the  State  can  review  with  satisfaction  what  has 
been  accomplished  in  the  rehabilitation  of  handicapped  children, 
especially  since  its  State  Medical  Association  has  either  sponsored 
the  legislation  or  has,  in  all  moves,  lent  its  support  to  the  program. 

GROWTH  OF  SPECIALIZED  PROGRAMS  FOR  TENNESSEE  CHILDREN* 

ROBERT  M.  FOOTE,  Nashville,  Tenn. 


When  one  compares  long  established  con- 
cepts of  public  health  practices  and  respon- 
sibilities with  programs  for  the  care  of 
crippled  and  physically  handicapped  chil- 
dren, one  realizes  that  children  programs 
are  yet  infants  in  the  field.  Despite  their 
recent  beginnings,  however,  these  programs 
for  crippled  children  are  assuming  rapid 
maturity  and  a new  stature  as  our  dynamic 
society  evolves  clearer  definition  of  the 
physically  handicapped  person,  the  relation- 
ship of  his  disease  to  preventive  medicine 
and  the  realization  that  here  is  an  oppor- 
tunity to  conserve  our  greatest  single  natural 
resource.  A review  of  l’ecent  scientific  pro- 
grams and  the  medical  literature  has  re- 
vealed that  the  fascinating  story  of  develop- 
ment of  children’s  programs  has  received 
surprisingly  little  treatment  and  only 
scattered  emphasis.  It  is  my  purpose,  there- 
fore, to  present  the  growth  and  develop- 
ment of  specialized  programs  for  the  chil- 
dren of  the  State  of  Tennessee,  not  that  our 
programs  are  unique,  particularly,  but  that 
they  may  reflect  the  changing  social  order 
of  which  we  are  a part. 

It  was  in  the  year  1877  that  the  Tennessee 
State  Medical  Association  sponsored  legis- 
lation which  created  the  Tennessee  Depart- 
ment of  Public  Health.  (1)  It  was  fifty-two 
years  later,  in  1929,  that  a crippled  child  was 
first  defined  and  public  funds  appropriated 
for  his  care,  and  sixty  years  later,  1937,  that 
the  Tennessee  Department  of  Public  Health 
was  given  full  authority  to  develop  and  con- 
duct a state-wide  crippled  children’s  service. 
The  events  in  the  decade  preceding  1929  re- 
veal a fascinating  story  of  local  leadership 
and  farsighted  comprehension  on  the  part 

^Presented  at  the  Annual  Meeting  of  the  Amer- 
ican Public  Health  Association,  Health  Officers 
Section,  Southern  Branch,  Baltimore,  Maryland, 
April,  1952. 

tFrom  the  Division  of  Maternal  and  Child  Health 
Services,  Tennessee  Department  of  Public  Health. 


of  certain  men  of  medicine  and  laymen  of 
the  real  impact  of  the  physically  handi- 
capped on  society.  (2)  Of  these  pioneers, 
the  first  was  Dr.  Willis  Campbell,  orthopedic 
surgeon,  who  in  1919  stimulated  the  Good 
Deeds  Circle  of  the  Kings  Daughters  of 
Memphis  to  establish  the  Crippled  Chil- 
dren’s Hospital  School  of  Memphis,  an  in- 
stitution which  today  proudly  enjoys  the 
satisfaction  of  having  rendered  thirty-three 
years  of  uninterrupted  service  to  the  crip- 
pled children  of  West  Tennessee.  Four  years 
later,  Dr.  Campbell’s  inspired  devotion  was 
instrumental  in  the  establishment  of  the 
Hospital  for  Crippled  Adults  in  Memphis  by 
the  Rotary  Club,  a hospital  exclusively  for 
crippled  persons  over  sixteen  years  of  age. 
Simultaneously  Dr.  Adam  Nichol,  an  ortho- 
pedic surgeon  of  Nashville,  interested  the 
Junior  League  in  the  problem  of  the  crippled 
child  and  in  the  Fall  of  1923  the  Junior 
League  Home  for  Crippled  Children  was 
opened  in  his  city.  This  hospital,  now  a 
fifty  bed  convalescent  institution  of  the  fin- 
est type,  continues  to  render  its  service  to 
and  receive  almost  phenomenal  support 
from  the  citizens  of  Middle  Tennessee. 

Although  there  were  manifestations  of 
concern  for  the  crippled  child  in  other  com- 
munities, specific  projects  did  not  material- 
ize on  a state-wide  basis  until  the  Tennes- 
see Society  for  Crippled  Children  was  or- 
ganized in  1923,  supported  by  the  Rotary 
Club  and  by  the  International  Society  for 
Crippled  Children.  The  Tennessee  Society 
for  Crippled  Children  focused  attention  on 
the  specific  needs  of  crippled  children  and 
mobilized  interest  and  support  for  legisla- 
tion which  first  came  in  1925.  This  support 
was  feeble  and  ineffective  because  no  defini- 
tion of  a crippled  child  was  formulated,  no 
funds  appropriated  and  no  administrative 
organization  set  forth  to  encourage  local 
participation  or  financing.  The  Tennessee 
Society,  however,  kept  before  the  public  the 
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needs  of  the  crippled  child,  the  limitations 
of  permissive  legislation,  and  through  the 
organization  and  coordination  of  private 
activities  throughout  the  State,  prepared  the 
way  for  subsequent  and  more  effective  leg- 
islation. This  came  in  1929  with  a passage 
of  the  “Crippled  Children’s  Act  of  1929,” 
which  legally  set  forth  a definition  of  a 
crippled  child  and  provided  for  State  finan- 
cial participation  to  the  extent  of  $35,000. 
Administrative  responsibility  was  divided, 
however,  among  three  State  departments 
with  no  commission  or  advisory  group  to 
act  as  coordinator.  As  a consequence  of  this 
disorganization  therefore,  the  state  legisla- 
ture four  years  later  failed  to  make  an  ap- 
propriation for  this  program.  In  1934,  the 
American  Legion  recognized  the  needs  of 
crippled  children  and  with  financial  backing 
from  the  Civil  Works  Authority  sponsored 
a survey  to  enumerate  the  crippled  children 
of  Tennessee.  The  facts  and  figures  pub- 
lished as  a result  of  this  survey  created 
public  interest  such  that  in  1935  the  Crip- 
pled Children’s  Act  of  1929  was  amended, 
vesting  the  administration  of  the  Crippled 
Children’s  Program  in  a commission  estab- 
lished in  the  ex-serviceman’s  Bureau  of  the 
Adjutant  General’s  office.  State  funds  were 
appropriated,  making  Tennessee  one  of  the 
first  States  to  receive  federal  participation 
made  possible  by  the  Social  Security  Act, 
this  Federal-State  financing  commencing  in 
1936.  Finally,  in  1937,  Crippled  Children’s 
Service  was  placed  in  the  Tennessee  Depart- 
ment of  Public  Health  for  a variety  of  rea- 
sons, not  the  least  of  which  was  that  the  de- 
partment had  long  been  concerned  with  the 
crippled  child  and  his  medical  problems  but 
had  been  without  authority  to  act  effectively 
in  his  behalf. 

Since  1937  the  program  has  experienced 
phenomenal  growth.  On  January  1,  1940 
there  were  3,525  crippled  children  on  regis- 
ter and  under  treatment  by  Crippled  Chil- 
dren’s Service,  whereas,  on  January  1,  1952 
twelve  years  later,  there  wei'e  13,713.  This 
latter  figure  does  not  include  the  speech  and 
hearing  defective  children.  The  program 
has  increased  measurably  in  scope  also  as 
it  has  increased  numerically.  It  is  interest- 
ingly significant  that  the  term  “Crippled” 
to  most  people  connotes  an  obvious  skeletal 


defect  wherein  the  ability  to  sit,  stand  or 
ambulate  is  impaired  and  that  the  pioneers 
in  the  movement  in  behalf  of  crippled  chil- 
dren were  orthopedic  surgeons.  Recently, 
broader  concepts  have  evolved  which  tend 
to  make  the  word  “crippled”  and  the  word 
“handicapped”  synonymous.  Witness  to  this 
fact  is  an  amendment  to  the  Crippled  Chil- 
dren’s Act  of  1929,  passed  by  the  1951  legis- 
lature upon  recommendation  of  the  Tennes- 
see State  Medical  Association  and  other  in- 
terested groups,  which  re-defines  a crippled 
child  thus:  “A  physically  handicapped  or 
crippled  child  is  one  under  21  years  of  age 
who  shall  be  deemed  “chronically  handi- 
capped,” by  any  reason  of  physical,  mental 
or  emotional  infirmity,  whether  congenital 
or  acquired,  as  a result  of  accident,  or  dis- 
ease which  requires  medical,  surgical, 
dental,  visual,  or  mental  treatment  and  re- 
habilitation, and  is  or  may  be  totally  or 
partially  incapacitated  for  the  receipt  of  a 
normal  education  or  for  self  support:  pro- 
vided, this  definition  shall  not  include  those 
totally  blind,  deaf  or  dumb;  nor  shall  this 
definition  include  children  who  are  diag- 
nosed as  idiots,  imbeciles,  feeble-minded, 
morons  or  insane.”  It  is  important  to  point 
out  also  that  each  new  responsibility  given 
to  the  Tennessee  Department  of  Public 
Health  has  come  either  directly  from  or- 
ganized medicine  or  from  society  wherein 
the  medical  profession  has  acted  as  coun- 
selor or  spokesman.  A program,  therefore, 
that  began  almost  solely  within  the  specialty 
of  orthopedics  has  grown  to  encompass  a 
whole  host  of  chronic  disorders  of  children 
requiring  the  services  of  all  varieties  of  med- 
ical specialists. 

Because  Tennessee  is  essentially  rural  and 
medical  specialists  are  concentrated  in  urban 
areas,  clinical  centers  for  the  treatment  of 
crippled  children  are  located  in  the  urban 
areas  of  Memphis,  Nashville,  Chattanooga, 
Knoxville  and  Johnson  City.  The  state  pro- 
gram has  been  divided  into  five  regions, 
utilizing  the  specialists  and  encouraging  the 
development  of  auxiliary  services  in  each 
region.  Children  living  within  these  geo- 
graphical areas  come  to  the  urban  regional 
centers  for  their  care.  Each  provides  out- 
patient clinical  service,  hospitalization,  con- 
valescent care,  physical  therapy,  necessary 


434 


GROWTH  OF  SPECIALIZED  PROGRAMS— Foote 


November,  1952 


appliances  and  auxiliary  services.  Case 
finding  and  follow-up  are  provided  by  local 
health  departments. 

Services  were  first  limited  to  children 
with  orthopedic  disabilities.  Shortly  there- 
after children  with  certain  congenital  mal- 
formations and  traumatic  conditions  such 
as  burns  came  to  be  considered  crippled  and 
a program  was  developed  in  the  field  of 
plastic  and  reconstructive  surgery.  Later 
still,  a diversified  group  of  chronic  pediatric 
disorders  came  to  be  recognized  also  as 
crippling,  yet  they  were  neither  orthopedic 
nor  plastic  in  nature.  These  include  bizarre 
congenital  malformations,  diseases  of  the 
nervous  system,  diseases  of  the  gastroin- 
testinal, diseases  of  the  genitourinary 
system,  etc.  Specialized  services  for  chil- 
dren with  these  handicaps  were  provided. 
More  recently,  even  more  definitive  dis- 
orders have  been  included  in  the  program, 
which  will  be  considered  in  some  detail  later 
in  this  presentation. 

We,  in  Tennessee,  recognize  that  services 
are  not  yet  complete.  Especially  do  we  need 
a program  for  children  with  rheumatic  fever 
and  abnormalities  of  the  cardiovascular 
system,  and  a program  for  epileptic  children. 
Those  who  see  so  clearly  these  needs  are 
working  toward  them  and  are  hopeful  that 
funds  and  personnel  will  be  forthcoming 
soon.  The  medical  profession  is  already 
allied  with  us  in  these  endeavors. 

Time  and  space  do  not  permit  a detailed 
presentation  of  the  total  operation  of  Ten- 
nessee’s program  for  handicapped  children, 
but  I should  like  to  describe  briefly  two 
facets  which  are  bringing  new  hope  to  as 
yet  uncounted  numbers  of  children. 

The  first,  in  the  area  of  plastic  surgery, 
stemmed  from  the  realization  that  defects 
about  the  face  exert  such  a tremendous 
impact  upon  the  over-all  development  and 
life  adjustment  of  the  individual  and  that 
a more  satisfactory  and  complete  rehabili- 
tation program  was  needed  for  the  many 
children  with  cleft  palates  and  cleft  lip 
deformities.  A special  cleft  palate  clinic  was 
instituted  in  Memphis  in  May,  1951,  utilizing 
a team  approach  to  the  problem.  Plastic 
surgeons,  pediatricians,  orthodontists,  pros- 
thodontists, nurses,  and  speech  correction- 
ists  constitute  this  team,  thus  carrying  for- 


ward the  concept  that  the  child  as  a whole 
needs  attention  in  addition  to  the  abnormal- 
ly constituted  and  mal-functioning  organ  or 
part.  The  team,  sitting  together  in  a clinic, 
evaluates  each  patient,  develops  the  long 
range  therapeutic  program  and  decides  the 
priority  for  each  specialist’s  services.  On 
the  basis  of  a most  gratifying  response  to 
this  type  new  clinic,  similar  ones  are  now 
operating  in  Nashville  and  Knoxville  there- 
by making  such  service  available  to  all  areas 
of  the  state.  The  dental  profession  is  allied 
with  the  medical  profession  in  this  endeavor. 
In  addition  to  providing  service,  research 
into  the  cause  of  this  type  of  congenital  mal- 
formation is  being  conducted  through  these 
clinics. 

The  second  new  development  that  I should 
like  to  describe  is  in  the  field  of  speech  and 
hearing  conservation.  I shall  present  the  de- 
velopment of  a state-wide  coordinated  public 
health  program  for  the  speech  and  hearing 
defective,  in  which  an  attempt  is  being  made 
to  define  the  magnitude  of  the  problem  in 
the  population,3  to  evaluate  different  meth- 
ods of  case  finding,  and  to  describe  the  re- 
sponsibility and  leadership  that  a public 
health  agency  can  assume  in  this  field.  The 
Tennessee  State  Medical  Association,  sup- 
porting the  Tennessee  Hearing  and  Speech 
Foundation,1  sponsored  legislation  in  1951 
which  charged  the  Crippled  Children’s  Serv- 
ice, Tennessee  Department  of  Public  Health, 
with  the  development  and  operation  of  a 
state-wide  program,  the  purpose  of  which 
was  to  find,  treat  and  rehabilitate  persons, 
especially  children,  handicapped  by  defects 
of  speech  and/or  hearing.  The  Tennessee 
Department  of  Public  Health  has  full 
responsibility  for  phase  one  of  this  pro- 
gram, case  finding,  which  is  being  ac- 
complished through  qualified  speech,  and 
hearing  consultants  testing  children  in 
all  areas  of  the  state.  Phase  two  is  con- 
cerned with  necessary  medical  care5  and 
includes  specialized  services  provided  by 
speech  and  hearing  clinics  under  the  Ten- 
nessee Hearing  and  Speech  Foundation  with 
which  the  Tennessee  Department  of  Public 
Health  is  cooperating.  Children  from  medi- 
cally indigent  families  are  provided  these 
services  by  Crippled  Children’s  Service, 
Tennessee  Department  of  Public  Health. 
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Phase  three  is  concerned  with  education  and 
is  the  assigned  responsibility  of  the  State 
Department  of  Education.  The  intimate  co- 
ordination of  this  three-phase  program  has 
made  an  extensive  service  and  training  pro- 
gram a reality.6 

The  magnitude  of  the  problem  of  speech 
and  hearing  defects  has  been  shown  by  case 
finding  surveys  in  ten  counties  of  Tennessee 
among  elementary  school  children,  three 
different  case  finding  methods  being  used. 
A complete  mass  survey  made  in  four  coun- 
ties by  Public  Health  Department  consult- 
ants testing  approximately  15,000  children 
revealed  8.9  per  cent  children  with  speech 
defects  and  13.8  per  cent  children  with  hear- 
ing defects.  In  all,  21.4  per  cent  had  either 
speech  or  hearing  defects  requiring  obser- 
vation, special  education,  or  medical  or  clin- 
ical treatment.  A second  case  finding  meth- 
od has  been  to  furnish  the  regular  teachers 
with  symptoms  and  signs  which  might  point 
to  hearing  loss  or  a speech  deviation.  Using 
these  sheets  as  a guide,  the  teacher  refers  all 
children  whom  she  suspects.  These  are  then 
screened  by  Public  Health  Department  con- 
sultants. By  this  method  2.7  per  cent  of 
children  were  found  to  have  speech  defects 
and  2.1  per  cent  of  children  have  been  found 
to  have  hearing  defects. 

Considering  only  major  or  medically  crit- 
ical defects,  by  mass  survey  there  were  1.5 
per  cent  of  children  found  to  have  major 
speech  defects  and  3.3  per  cent  of  children 
found  to  have  major  hearing  defects.  By 
case  finding  methods  utilizing  the  symptom 
sheet,  1.0  per  cent  of  children  were  found 
to  have  major  speech  defects  and  1.1  per 
cent  of  children  found  to  have  major  hear- 
ing defects.  By  teacher  referral  without 
preparation  or  guidance,  0.5  per  cent  of 
children  were  found  to  have  major  speech 
defects  and  0.9  per  cent  of  children  were 
found  to  have  major  hearing  defects. 

Comparison  of  various  case  finding  meth- 
ods has  revealed  complete  mass  survey  ex- 
amination of  all  children  by  qualified  Public 
Health  Department  consultants  to  be  the 
most  effective,  especially  in  discovering 
minor  defects  in  both  speech  and  hearing. 
However,  in  the  case  of  major  speech  de- 
fects, referral  by  teachers  using  the  symp- 
tom sheet  as  a guide  was  nearly  as  effective. 


This  was  not  true  in  the  case  of  hearing 
defects.  Major  hearing  defects  are  appar- 
ently not  being  recognized  by  teachers  and 
it  seems  valid  to  assume,  therefore,  that  only 
through  complete  mass  survey  by  Public 
Health  Department  consultants  will  the  true 
magnitude  of  the  problem  be  discovered. 

It  is  important  to  point  out  also  that  total 
speech  defects,  numerous  in  the  early 
school-age  groups,  tend  to  diminish  slowly 
as  age  increases.  Early  treatment  of  these 
would  certainly  hasten  the  fall  of  this 
diminishing  curve  so  that  speech  defects 
would  not  carry  over  into  the  upper  ele- 
mentary grades.  It  would  be  expected  that 
this  treatment  would  also  improve  the 
school  adjustment  and  the  academic  prog- 
ress of  these  children.  Major  speech  dis- 
orders, however,  remain  fairly  constant,  in- 
dicating certainly  that  the  major  speech 
disorder  needs  aggressive  attention.  Con- 
trastingly, total  hearing  defects  tend  to  in- 
crease with  age  as  do  also  major  hearing 
defects.  This  would  seem  to  support  the 
contention  that  it  is  important  to  find  hear- 
ing defects  early  and  treat  them  well,  and 
further,  that  lack  of  care  in  early  age  com- 
pounds the  problem  as  time  progresses. 

The  contributions  that  public  health  agen- 
cies can  make  in  programs  of  this  kind  are 
many  and  valuable.  It  appears  that  the 
problem  is  universal  and  too  great  for  un- 
coordinated efforts  to  be  effective.  Further, 
public  health  programs  can  discover  causes 
of  these  defects  and  thereupon  develop 
methods  of  prevention.  It  is  also  an  accept- 
ed public  health  responsibility  to  insure 
necessary  services  so  that  children  will  not 
be  hampered  in  receipt  of  normal  education 
leading  to  eventual  self-support  and  re- 
sponsible citizenship.  Public  health  pro- 
grams can  provide  case  finding  services  to 
all  economic  components  of  our  population, 
can  refer  to  private  physicians  those  cases 
able  to  afford  indicated  treatment,  and  can 
provide  necessary  services  for  those  children 
whose  families  cannot  afford  private  medi- 
cal care.  Public  health  agencies  can  also 
support  private  movements  in  the  field  of 
speech  and  hearing  rehabilitation  and  can 
stimulate  interest  widely  toward  the  devel- 
opment of  additional  services.  Further, 
public  health  agencies  are  accustomed  to 
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working  with  the  medical  profession  and  are 
adapted  to  utilizing  local  community  re- 
sources. Thereby,  they  can  develop  pro- 
grams broad  in  scope  which  will  insure  that 
all  medical  and  clinical  services  are  avail- 
able and  that  rehabilitation  of  the  individual 
is  completely  satisfactory. 

References 

1.  Foote,  R.  M.,  and  Hutcheson,  R.  H.:  Private 
Medicine  and  Public  Health  Meet  a Challenge,  J. 
Tennessee  M.  A.,  44:352,  1951. 

2.  Stone,  Camille:  Development  of  Services  for 
Crippled  Children  in  Tennessee,  1944. 


3.  Lesser,  A.  J.:  Services  for  the  Child  Who  Is 
Hard  of  Hearing,  Federal  Security  Agency,  Social 
Security  Administration,  Children’s  Bureau,  Chil- 
dren’s Bureau  Publication  No.  334,  pp.  2-4. 

4.  McConnell,  F.,  and  Wilkerson,  W.  W.;  A 
Hearing  and  Speech  Center  Is  Organized,  J.  Ten- 
nessee M.  A.,  44:395,  1951. 

5.  Johnson,  W.:  Speech  Problems  of  Children, 
Grune  and  Stratton,  New  York,  1950. 

6.  Newhart,  H.,  and  Reger,  S.  H.:  Sylabus  of 
Audiometric  Procedures  in  the  Administration  of 
a Program  for  the  Conservation  of  Hearing  of 
School  Children,  Supplement  to  the  Tr.  Am.  Acad. 
Ophth.,  April,  1945. 


November,  1952 


437 


Tumors  of  the  salivary  glands  pose  problems  in  diagnosis  and  manage- 
ment. Certainly,  the  surgical  attack  must  be  in  the  hands  of  one 
skilled  in  surgery  of  the  face  and  neck  to  reduce  to  the  minimum  re- 
currence of  tumors  and  trauma  to  the  seventh  nerve. 

TUMORS  OF  SALIVARY  GLAND  ORIGIN* 

JAMES  C.  PROSE,  M.D.,  Knoxville,  Tenn.,  R.  R.  BRAUND,  M.D.,  and  E.  W.  Cocke,  JR.,  M.D., 
Memphis,  Tenn.f 


Tumors  of  salivary  gland  origin,  though 
uncommon,  are  not  rare  and  comprise  ap- 
proximately 2 per  cent  of  all  tumors.  Inas- 
much as  the  rate  of  recurrence  following 
surgical  removal  of  benign  tumors  varies 
between  20  and  45  per  cent,  it  is  evident  that 
this  condition  presents  numerous  problems 
in  diagnosis  and  treatment.  It  is  the  purpose 
of  this  discussion  to  clarify  these  problems. 

It  is  not  unusual  for  us  to  see  patients  in 
whom  a primary  salivary  gland  tumor  has 
been  incompletely  removed  because  of  a 
mistaken  diagnosis  of  an  enlarged  lymph 
node.  Or,  the  operation  may  have  been  in- 
complete because  preoperatively  the  sur- 
geon failed  to  evaluate  the  extent  of  the  dis- 
ease and  at  the  time  of  operation  found  a 
situation  which  was  beyond  his  operative 
ability.  In  other  instances  such  tumors  have 
been  incised  and  drained  by  an  attending 
physician  who  thought  that  the  swelling  was 
an  abscess.  In  still  other  circumstances, 
teeth  have  been  extracted,  and  tonsils  and 
adenoids  have  been  condemned  and  removed 
under  the  impression  that  these  organs  were 
the  primary  source  of  an  infection  producing 
a regional  lymphadenopathy. 

Since  Bilroth  described  the  surgical  pa- 
thology of  salivary  gland  tumors,  and  Vir- 
chow introduced  the  term  mixed  tumor,  the 
literature  has  been  voluminous  on  this  sub- 
ject. Nevertheless,  there  still  exist  differ- 
ences of  opinion  as  to  the  histogenesis, 
classification,  criteria  of  benignancy  and 
malignancy,  and  methods  of  treatment  of 
these  tumors.  With  this  backgroud  in  mind 
we  have  surveyed  much  of  the  literature 
and  reviewed  the  records  of  132  patients 
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with  this  condition  who  have  been  seen  in 
this  Division  during  the  past  thirteen  years. 

Location  of  the  Tumor 

The  preference  of  salivary  gland  tumors 
for  the  parotid  gland  is  well  known.  In  our 
series  the  parotid  gland  was  involved  84 
times,  the  submaxillary  21  times,  the  sub- 
mental  once  and  the  oral  cavity  26  times. 
Two  of  the  patients  had  more  than  one  of 
the  major  salivary  glands  involved  at  the 
time  of  admission. 

Salivary  gland  tumors  have  also  been  re- 
ported in  the  nose,  nasopharynx,  cheek,  lip, 
lacrimal  gland,  scalp,  lungs,  cervix  uteri, 
breast,  middle  ear,  and  paranasal  sinuses. 
In  these  regions,  as  well  as  in  the  oral  cavity, 
the  tumors  arise  from  the  glandular  epithe- 
lium lining  these  various  cavities.  In  the 
oral  cavity  there  are  approximately  400  ac- 
cessary salivary  glands,  any  one  of  which 
may  give  rise  to  a neoplasm.  The  hard 
palate  is  the  most  common  site  of  origin, 
and  by  the  time  the  patient  seeks  medical 
attention,  the  tumor  has  frequently  extend- 
ed to  the  soft  palate  or  to  the  alveolar  ridge. 

One  must  also  consider  the  possibility  of 
intra-oral  extension  of  a primary  major 
salivary  gland  tumor.  This  was  exemplified 
by  a 22  year  old  white  male  who  presented 
a large  tumor  in  the  left  lateral  oral  pha- 
ryngeal wall.  External  palpation  of  the 
adjacent  parotid  gland  was  negative.  At 
operation  the  tumor  was  found  to  be  a med- 
ical extension  of  a primary  mixed  tumor  of 
the  left  parotid  gland  and  not  a true  pharyn- 
geal lesion.  The  differential  diagnosis  of  a 
primary  tumor  of  the  submaxillary  and  sub- 
mental  glands  from  a primary  tumor  of  the 
floor  of  the  mouth  is  difficult  and  should  not 
be  overlooked. 

Age,  Sex,  and  Duration  of  Disease 

Tumors  of  salivary  gland  origin  may  oc- 
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cur  at  any  age.  They  have  been  reported  in 
children  at  birth  and  in  adults  as  late  as  84 
years.  Stein  and  Geschickter  state  that 
most  of  their  patients  with  mixed  tumors 
were  between  the  ages  of  20  and  40  years, 
while  the  patients  with  cancer  of  salivary 
gland  origin  were  over  45  years  of  age.  In 
our  group  of  132  cases  the  average  age  of 
patients  with  benign  mixed  tumors  was  45.3 
years,  and  the  average  age  of  those  with  can- 
cer was  45.6  years. 

The  average  length  of  time  elapsing  be- 
tween the  appearance  of  a benign  mixed 
tumor  and  the  time  of  operation  was  9.8 
years,  while  the  average  time  elapsing  be- 
fore operation  in  patients  with  cancer  was 
6.6  years.  Two  patients  with  benign  lesions 
gave  a history  of  having  had  a mass  for  45 
and  31  years  respectively  before  treatment, 
while  one  patient  with  adenocarcinoma  had 
noticed  the  presence  of  a mass  for  32  years 
prior  to  operation.  From  these  observations 
we  feel  that  the  differential  diagnosis  be- 
tween mixed  tumors  and  carcinomas  of  sali- 
vary gland  origin  cannot  be  based  upon  the 
age  of  the  patient  and  the  duration  of  the 
disease. 

The  sex  incidence  was  not  statistically 
significant  in  our  series.  There  were  62 
male  and  70  female  patients. 

Signs  and  Symptoms 

The  correct  diagnosis  of  a salivary  gland 
tumor  should  offer  little  difficulty.  How- 
ever, the  differentiation  between  benign  and 
malignant  growths  preoperatively  not  infre- 
quently is  difficidt  and  occasionally  impossi- 
ble. The  diagnosis  is  extremely  important 
since  the  ultimate  successful  management  of 
the  tumor  is  based  upon  it.  From  a clinical 
standpoint  there  are  factors  which  may  as- 
sist in  this  differentiation. 

Rate  of  Growth 

Of  93  patients  whose  tumors  were  classi- 
fied as  benign,  81  stated  that  there  was  little 
or  slow  growth.  Nine  patients  stated  that 
the  initial  growth  developed  slowly  and  was 
followed  by  a sudden,  rapid  growth,  or  that 
the  growth  was  rapid  from  the  onset.  Of 
the  39  patients  whose  tumors  were  classified 
as  cancer,  21  stated  that  the  tumor  slowly 
increased  in  size.  Eight  felt  that  the  rate  of 


growth  was  x'apid  from  the  onset.  One  pa- 
tient had  a carcinoma  of  the  submaxillary 
gland  1 1 years  before  removal  was  attempt- 
ed under  local  anesthesia  as  an  office  pro- 
cedure. The  tumor  promptly  recurred,  and 
the  patient  died  of  his  disease.  In  the  re- 
maining 9 cases  the  rate  of  growth  was  not 
recorded.  Thus  it  would  seem  that  the  rate 
of  growth  is  not  significant  since  in  our 
group  of  benign  tumors,  1 in  9 showed  rapid 
growth  while  in  the  malignant  group,  1 in  5 
showed  a rapid  increase  in  size.  In  general, 
benign  tumors  grow  more  slowly  than  the 
malignant  ones.  The  variation  in  the  rates 
of  growth  of  both  the  benign  and  malignant 
tumors  is  in  all  probability  dependent  upon 
the  variable  histopathology  of  the  tumor,  its 
blood  supply,  and  the  presence  or  absence 
of  degenerative  changes. 

Pain 

Pain  is  not  a reliable  symptom  in  the  diag- 
nosis of  salivary  gland  tumors.  Unless  ul- 
ceration and  secondary  infection  are  present 
in  patients  with  benign  tumors,  pain  is  usu- 
ally negligible.  Twenty-three  of  93  patients 
with  benign  mixed  tumors  experienced  some 
type  of  vague  disturbance.  One  complained 
of  pain  on  exposure  to  cold,  another  of  a 
stinging  sensation  of  3 or  4 months’  duration, 
and  still  another  of  a drawing  sensation 
radiating  to  the  postauricular  region.  Ack- 
erman and  Regoto  report  pain  in  one-third 
of  their  patients  with  carcinoma  of  salivary 
gland  origin.  This  pain  is  secondary  to  peri- 
neural invasion  by  cancer,  to  ulceration  and 
secondary  infection,  to  invasion  of  the  adja- 
cent periosteum  and  bony  structures,  and  to 
invasion  of  the  masseter  and  pterygoid  mus- 
cles with  the  production  of  trismus.  In  most 
instances  the  pain  is  usually  local  in  char- 
acter and  not  related  to  mastication  unless 
the  associated  muscles,  tendons,  bones  or 
joints  are  involved.  Twenty  of  the  39  cases 
with  cancer  had  ulcerative  lesions  when  first 
seen  in  the  clinic.  Eight  of  these  were  intra- 
oral lesions  where,  as  a result  of  continued 
trauma,  secondary  infection  occurs  relative- 
ly early. 

Trauma 

Two  patients  gave  a history  of  trauma  to 
the  face  as  a result  of  automobile  accidents. 
Later  a tumor  was  detected  in  the  parotid 
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gland.  Both  patients  claimed  to  have  been 
struck  at  the  site  of  the  tumor.  In  neither 
instance  was  an  abrasion  or  discoloration 
of  the  skin  present.  We  are  of  the  opinion 
that  trauma  played  no  part  in  the  develop- 
ment of  the  tumor  but  simply  served  to 
direct  the  patient’s  attention  to  a previously 
existing  lesion.  Since  these  tumors  are  pe- 
ripherally located,  it  is  not  surprising  that 
the  patient  would  associate  trauma  with 
their  origin  and  development. 

Paralysis  of  the  Seventh  Nerve 

Ahlbom  reported  that  2 in  104  cases  of 
benign  tumors  of  the  parotid  gland  had  sev- 
enth nerve  paralysis.  Ackerman  and  Regoto 
report  facial  nerve  paralysis  in  one-third  of 
their  malignant  parotid  cases.  In  our  group 
there  was  only  one.  This  is  not  surprising, 
for  benign  tumors  are  usually  well  encapsu- 
lated, displacing  and  compressing,  but  not 
invading  adjacent  structures  as  they  in- 
crease in  size.  Paralysis  occurs  as  a result 
of  direct  invasion  of  the  facial  nerve  by 
tumor. 

Dysphagia  and  Dysphonia 

Dysphagia  and  dysphonia  occur  very  rare- 
ly. These  symptoms  result  from  the  medial 
extension  of  a parotid  tumor  toward  the 
pharynx  and  were  observed  in  only  one  of 
our  patients. 

Swelling 

The  presence  of  swelling  in  the  region  of 
one  of  the  major  salivary  glands  or  the  oral 
cavity  is  the  predominant  sign  in  all  cases 
of  salivary  gland  tumors.  When  the  tumor 
involves  the  parotid  or  submaxillary  gland, 
inspection  reveals  a slight  fullness,  a small 
visible  mass,  or  a large  tumor  measuring  up 
to  10  to  12  cm.  in  its  greatest  diameter.  Oc- 
casionally these  tumors  are  so  small  that 
there  is  no  visible  evidence  of  disease.  As 
a general  rule,  benign  tumors  are  well 
circumscribed,  resilient,  firm,  nontender, 
smooth  surfaced,  freely  movable,  and  lobu- 
lated.  The  mass  is  usually  subcutaneous 
and  not  adherent  to  the  skin.  Most  fre- 
quently the  tumor  is  located  anterior  to  the 
tragus  of  the  ear,  although  it  may  extend 
retro-auricularly  or  medially  between  the 
ascending  ramus  of  the  mandible  and  the 
mastoid  process.  The  possibility  that  the 


small  tumor  may  be  a lymph  node  must  be 
considered. 

Of  93  mixed  tumors,  22  were  recorded  as 
being  lobulated  on  palpation.  Six  of  these 
were  cystic.  The  consistency  of  these  tu- 
mors again  is  dependent  upon  their  cellu- 
larity  and  degree  of  degeneration. 

Carcinoma  of  parotid  gland  origin,  on  the 
other  hand,  usually  develops  as  a small  lump 
anterior  to  the  tragus  of  the  ear.  Slight 
induration  may  be  noted.  The  skin  may  be 
adherent  to  the  tumor.  As  the  tumor  grad- 
ually increases  in  size,  it  becomes  firm,  fixed 
and  irregular  in  shape.  Since  the  tumor  is 
usually  not  encapsulated,  as  are  benign 
tumors,  it  infiltrates  the  adjacent  soft  tissue 
and  bone  structure.  The  skin  may  ulcerate 
and  become  secondarily  infected.  The  man- 
dible, mastoid  process,  and  base  of  the  skull 
may  become  eroded.  The  7th,  9th,  10th, 
11th,  and  12th  nerves,  as  well  as  the  carotid 
artery  and  jugular  vein  may  become  in- 
volved by  the  disease.  Of  37  patients  with 
cancer,  4 had  lobulated  tumors,  and  5 
showed  evidence  of  cystic  degeneration. 

Fixation 

We  frequently  think  of  fixation  of  a tumor 
as  being  of  some  diagnostic  significance  in 
the  determination  of  malignancy.  It  is  our 
opinion  that  this  finding  is  of  great  impor- 
tance in  the  differential  diagnosis  of  salivary 
gland  tumors.  In  those  cases  where  the 
presence  or  absence  of  fixation  was  noted, 
we  found  that  7 of  59  (1  in  9)  mixed  tumors 
showed  some  degree  of  fixation.  All  had 
had  previous  surgery.  Six  of  20  carcinomas 
(1  in  3)  showed  fixation. 

Regional  Lymphadenopathy 

Benign  mixed  tumors  do  not  metastasize. 
Regional  lymph  node  metastasis  secondary 
to  a primary  carcinoma  of  salivary  gland 
origin  in  our  experience  is  rare,  occurring 
in  only  2 of  39  patients.  Regional  lymphad- 
enopathy secondary  to  an  ulcerated  and  sec- 
ondarily infected  lesion  is  common  and  oc- 
curred frequently  in  the  carcinoma  group. 
A third  patient  had  distant  metastasis  to  the 
lungs  without  evidence  of  regional  lymph 
node  involvement.  Blood  borne  metastasis 
in  patients  dying  of  salvary  cancer  is  not 
uncommon. 
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Diagnosis 

When  the  physician  is  confronted  by  a 
patient  with  a swelling  in  the  salivary  gland 
region,  he  must  first  determine  whether  the 
swelling  is  a neoplasm.  If  he  can  exclude 
calculus,  infection  and  trauma,  the  swelling 
unquestionably  is  neoplastic  in  origin. 

Having  concluded  that  there  is  a neo- 
plasm, one  must  ascertain  whether  the  tu- 
mor is  primary  or  secondary.  This  can  be 
accomplished  only  by  a complete  history 
and  careful  examination,  special  attention 
being  directed  to  the  scalp,  external  audi- 
tory canal,  pharynx,  and  oral  cavity.  Lym- 
phatic spread  of  cancer  from  these  sites  is 
to  the  lymph  nodes  adjacent  to  the  major 
salivary  gland.  In  rare  instances  a biopsy 
may  be  necessary  to  make  the  differentia- 
tion. 

When  the  tumor  is  classified  as  a primary 
tumor  of  salivary  gland  origin,  it  is  desirable 
to  determine  whether  it  is  benign  or  malig- 
nant. This  is  the  most  difficult  part  of  the 
diagnosis.  As  has  been  stated  earlier  in  this 
discussion,  sex,  age,  duration  of  disease,  and 
the  size  of  the  tumor  are  of  little  assistance. 
Rapidity  of  growth  and  pain  are  slightly 
more  common  in  cancer  than  in  benign  tu- 
mors. The  only  significant  characteristic 
which  we  have  encountered  in  malignancies 
of  salivary  gland  origin  is  fixation.  Its  ab- 
sence does  not  exclude  cancer,  but  its  pres- 
ence makes  the  diagnosis  of  cancer  most 
likely.  We  have  never  seen  fixation  in  a 
primary  untreated  benign  salivary  gland  tu- 
mor. 

When  ulceration  is  present  we  recommend 
an  adequate  biopsy  from  the  ulcerated  area, 
but  a formal  biopsy  is  not  recommended  on 
non-ulcerative  lesions.  In  the  absence  of 
ulceration,  adequate  biopsy  material  may  be 
obtained  by  aspiration.  Not  only  can  solid 
material  be  secured  for  study,  but  fluids,  if 
present,  can  also  be  obtained  and  cultured 
for  tuberculosis,  fungi,  and  the  pyogens. 
Care  must  be  taken  to  insert  the  aspirating 
needle  only  through  skin  that  will  be  sacri- 
ficed at  surgery. 

The  presence  of  regional  lymph  node  en- 
largement suggests  a primary  malignant  tu- 
mor, though  the  lymphadenopathy  is  usually 
due  to  infection  of  the  tumor  or  skin.  Metas- 


tatic tumor  if  present  must  be  taken  into 
consideration  in  planning  definitive  therapy. 

Treatment 

The  intelligent  and  successful  manage- 
ment of  tumors  of  salivary  gland  origin 
depends  upon  the  appreciation  of  eight  fac- 
tors. 

First,  a thorough  knowledge  of  the  anat- 
omy of  the  operative  field  is  of  prime  im- 
portance. This  is  especially  applicable  to 
the  management  of  benign  tumors  in  the 
parotid  and  submaxillary  gland  regions 
where  the  facial,  lingual  and  hypoglossal 
nerves  are  encountered.  Lack  of  this  knowl- 
edge may  result  in  permanent  damage  to  one 
or  more  of  these  nerves  or  incomplete  exci- 
sion of  the  primary  tumor.  In  more  than 
one  instance,  the  surgeon,  fearing  injury  to 
the  facial  nerve,  has  attempted  to  excise  a 
benign  parotid  tumor  without  an  adequate 
margin  of  normal  tissue,  resulting  in  a rup- 
ture of  the  capsule,  thereby  permitting  tu- 
mor tissue  to  contaminate  and  implant  itself 
in  the  operative  field.  Complete  removal  of 
a salivary  gland  tumor  with  the  smallest 
incidence  of  nerve  injury  can  best  be  ac- 
complished at  the  time  of  the  first  operation. 
Injury  to  the  facial  nerve  usually  produces 
a max’ked  asymmetry  of  the  face.  Conjunc- 
tivitis and  corneal  ulceration  occur.  When 
the  mandibular  branch  is  severed,  the  lower 
lip  is  paralyzed,  and  the  patient  continually 
drools  saliva.  When  the  lingual  nerve  is 
injured  the  patient  has  difficulty  in  speaking 
and  frequently  bites  his  tongue.  Injury  to 
the  hypoglossal  nerve  produces  paralysis  of 
one-half  of  the  tongue.  Most  patients  over- 
come this  disability  unless  both  nerves  are 
involved.  However,  in  the  presence  of 
known  cancer,  if  the  removal  of  these  nerves 
will  increase  the  possibility  of  completely 
eradicating  the  disease,  we  do  not  hesitate 
to  sacrifice  them.  Prior  to  surgery  we  make 
it  a point  to  inform  the  patient  of  these  pos- 
sible sequellae. 

Second,  an  accurate  preoperative  diagno- 
sis and  the  availability  of  a competent  pa- 
thologist for  consultation  are  desirable.  The 
diagnosis  in  most  instances  is  not  difficult, 
especially  if  adequate  biopsy  material  is 
available  for  study.  The  pathologist  is  not 
disturbed  concerning  the  diagnosis  of  an 
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obvious  mixed  tumor  or  an  obvious  carci- 
noma. On  the  other  hand,  the  histopatho- 
logy  of  some  mixed  tumors  is  variable  and 
offers  considerable  difficulty  in  accurately 
prognosticating  a given  tumor’s  potentiali- 
ties even  on  permanent  section.  Frozen 
section  and  aspiration  biopsy  material  may 
be  even  more  difficult  to  interpret.  If  there 
is  a question  as  to  the  benignancy  or  malig- 
nancy of  the  tumor,  we  believe  the  lesion 
should  be  treated  as  if  it  were  cancer. 

Third,  an  evaluation  of  the  extent  of  dis- 
ease and  the  general  condition  of  the  patient 
are  important.  Palpation  of  the  tumor,  thor- 
ough examination  of  the  pharynx,  and  X-ray 
films  of  the  mastoid,  mandible,  base  of  skull 
and  chest  will  in  most  instances  give  an 
answer  to  this  problem.  Patients  with  le- 
sions involving  the  base  of  the  skull,  internal 
carotid  artery,  chest,  mediastinum,  brain, 
and  the  9th,  10th,  and  11th  nerves  are  usu- 
ally considered  inoperable.  These  patients, 
as  well  as  those  whose  general  physical  con- 
dition will  not  permit  an  extensive  proce- 
dure, are  candidates  for  palliative  treatment 
only. 

Fourth,  a knowledge  of  the  important 
characteristics  of  mixed  tumors  is  impera- 
tive because  they  profoundly  influence  the 
surgical  management  of  mixed  tumors.  As 
the  neoplasm  progressively  increases  in  size, 
it  follows  the  course  of  least  resistance  and 
displaces,  but  does  not  invade,  the  adjacent 
structures.  The  neighboring  structures  are 
compressed.  In  no  instance  at  the  time  of 
first  operation  have  we  found  perineural  in- 
vasion by  a mixed  tumor.  This  character- 
istic is  dependent  upon  the  usual  existence 
of  a well  defined  capsule.  Microscopic  ex- 
amination of  this  capsule,  however,  not  in- 
frequently exhibits  mixed  tumor  cells,  and 
examination  of  the  adjacent  salivary  gland 
tissue  may  show  satellite  cells  or  embryonal 
foci.  These  facts  may  account  for  the  high 
rate  of  recurrence  following  excision  of  the 
primary  tumor  and  may  explain  the  pres- 
ence of  multiple  mixed  tumors  in  the  same 
salivary  gland.  Be  this  as  it  may,  it  is  our 
opinion  that  the  most  frequent  and  impor- 
tant cause  for  recurrence  following  primary 
excision  of  a mixed  tumor  is  inadvertent 
rupture  of  the  capsule  or  incomplete  exci- 
sion of  the  tumor.  If  ruptui’e  of  the  capsule 


occurs,  it  is  advisable  to  flush  thoroughly 
the  operative  wound  with  saline.  It  is  evi- 
dent that  one  can  markedly  reduce  the  rate 
of  recurrence  by  removing  the  tumor  with 
its  capsule  and  a margin  of  normal  tissue  in 
continuity.  To  do  this  and  preserve  the 
seventh  nerve,  we  have  found  it  advisable 
to  excise  the  entire  superficial  lobe  of  the 
parotid  gland  external  to  the  seventh  nerve. 
This  procedure  is  best  accomplished  by  first 
identifying  the  main  trunk  of  the  nerve  and 
removing  all  parotid  tissue  and  tumor  lat- 
eral to  it.  Such  an  approach  to  the  problem 
may  again  prove  advantageous  when  one  is 
faced  with  a small  tumor  whose  capsule  is 
not  too  well  defined  at  operation.  If  a parot- 
id lobectomy  is  performed  and  the  tumor 
is  eventually  diagnosed  cancinoma,  there  is 
a good  chance  that  the  patient  will  remain 
free  of  disease.  Excision  of  mixed  tumors 
of  the  submaxillary  or  submental  region  is 
performed  with  the  same  general  principle 
in  mind.  The  entire  gland  is  removed  with 
the  tumor.  Mixed  tumors  of  the  hard  palate 
are  also  excised  with  a margin  of  normal 
tissue.  It  is  imperative  that  the  underlying 
bone  be  removed  in  continuity  with  the 
tumor.  The  procedure  of  peeling  these 
lesions  from  the  hard  palate  cannot  be  too 
severely  condemned.  It  gives  only  tempo- 
rary relief  while  actually  disseminating  dis- 
ease. The  resulting  defect  is  repaii’ed  by 
a prosthesis  constructed  by  an  interested 
dentist.  Mixed  tumors  located  on  the  base 
of  the  tongue  are  best  approached  by  an 
infra  or  suprahyoid  pharyngotomy. 

Fifth,  in  contrast  to  mixed  tumors,  cancer 
of  the  salivary  glands  does  not  follow  the 
course  of  least  resistance  in  its  growth.  It 
invades  adjacent  structures  rather  than 
displaces  them.  Thus  perineural  invasion 
is  not  rare.  The  adjacent  soft  tissue  and 
bony  sti’uctures  may  be  invaded.  Cancer  of 
the  salivary  gland  is  usually  not  encapsu- 
lated, though  in  its  early  stage  of  growth 
it  may  be  and  under  such  circumstances  it 
is  impossible  to  distinguish  it  from  a mixed 
tumor.  Again  the  tumor  with  a margin  of 
normal  tissue  should  be  excised.  If  the 
facial  or  any  other  nerve  is  infiltrated  by 
tumor  it  should  be  sacrificed.  In  the  event 
there  is  an  associated  cervical  lympha- 
denopathy,  a complete  neck  dissection  com- 
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bined  with  removal  of  the  primary  tumor  is 
the  procedure  of  choice. 

Sixth,  in  general,  mixed  tumors  and 
carcinomas  of  salivary  gland  origin  are  not 
radiosensitive.  X-ray  treatment  should  be 
employed  only  as  a palliative  procedure  and 
restricted  to  those  cases  where  surgical  re- 
moval would  jeopardize  the  life  of  the  pa- 
tient. It  must  never  be  relied  upon  to 
destroy  tumor  left  behind  by  inadequate 
excision. 

Seventh,  the  choice  of  anesthesia  is  para- 
mount. Though  we  occasionally  use  regional 
and  local  block  anesthesia,  we  have  limited 
its  use  to  those  patients  in  whom  a general 
anesthesia  is  contraindicated.  Drapes  can 
be  applied  in  such  a manner  that  the 
anesthesiologist’s  view  of  the  patient’s  face 
will  be  unobstructed.  The  surgeon  can  thus 
be  informed  of  any  twitching  of  the  face  re- 
sulting from  stimulation  of  the  facial  nerve. 
This  is  a warning  to  the  surgeon  that  he  is 
traumatizing  the  nerve.  Through  close  co- 
operation with  the  anesthesiologist  we  have 
had  no  permanent  facial  nerve  damage  ex- 
cept in  those  cases  in  which  we  knowingly 
and  intentionally  sacrificed  a portion  of  the 
nerve.  Local  novocaine  anesthesia  blocks 
the  transmission  of  nerve  impulses  and 
eliminates  the  normal  response  of  the  nerve 
to  trauma. 

Eighth,  it  is  advisable  to  identify  and 
isolate  the  7th  nerve  in  most  cases  of  benign 
tumors.  This  is  best  accomplished  by  identi- 
fying the  mandibular  branch  of  the  facial 
nerve  beneath  the  platysma  muscle  just  be- 
low and  parallel  to  the  horizontal  ramus  of 
the  mandible.  This  branch  is  followed 
posteriorly  to  the  main  trunk  of  the  nerve. 
The  nerve  can  also  be  identified  initially  at 
its  exit  from  the  stylomastoid  foramen. 


When  the  nerve  is  identified,  all  of  the 
salivary  gland  tissue  lateral  to  it  can  be  ex- 
cised without  fear  of  injury.  An  excellent 
lighting  arrangement,  a magnifying  loop, 
and  a faradic  nerve  stimulator  may  be  help- 
ful in  accomplishing  this  dissection. 

Summary 

1.  A statistical  analysis  of  132  cases  of 
salivary  gland  tumors  has  been  presented. 

2.  The  age,  sex,  and  duration  of  disease 
are  of  little  assistance  in  determining  the 
benignancy  or  malignancy  of  the  tumor. 
The  rapidity  of  growth,  pain,  paralysis  of 
the  facial  nerve,  regional  lymphadenopathy, 
fixation  and  ulceration  of  the  tumor  are 
more  common  in  cancer  of  salivary  gland 
origin  than  in  the  benign  tumor  group. 

3.  We  feel  that  the  recurrence  rate  of 
salivary  gland  tumors  can  be  reduced  if,  at 
the  first  operation,  the  tumor  with  its 
capsule  and  a margin  of  normal  tissue  are 
removed.  The  facial,  lingual,  and  hypo- 
glossal nerves  are  preserved  when  the  tumor 
is  benign. 

4.  To  avoid  unnecessary  injury  to  the 
facial  nerve,  a surgical  approach  has  been 
described. 

* 
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OF  MEDICINE* 

Carcinoma  of  the  Thyroid 

DR.  BARTON  McSWAIN:  We’ve  been 
asked  to  discuss  today  the  subject  of  carci- 
noma of  the  thyroid.  I want  to  talk  about 
our  findings  in  this  institution  in  the  carci- 
nomas of  the  thyroid  in  regard  to  their  rel- 
ative frequency.  Dr.  Diveley  and  I reported 
our  experiences  with  them  in  Surgery  in 
1948.  At  that  time  we  found  that  there  had 
been  twenty-three  patients  with  carcinoma 
of  the  thryroid.  These  carcinomas  were 
found  among  1,168  surgical  specimens  of  the 
thyroid  gland;  thus  finding  carcinoma  in 
about  two  per  cent  of  all  patients  who  had 
operations  upon  the  thyroid.  Since  that 
time,  there  have  been  eight  more  carcino- 
mas of  the  thyroid,  making  a total  of  thirty- 
one  which  have  been  seen  in  this  institution 
in  a period  of  a quarter  of  a century.  As 
far  as  age  incidence  is  concerned,  those  in 
our  group  ranged  from  thirteen  to  seventy. 
I think  that  it  should  be  pointed  out 
that  this  is  a cancer  that  is  relatively  fre- 
quent in  children.  Winship  in  the  Trans- 
actions of  the  American  Goiter  Association 
in  1951,  reviewed  the  literature  and  found 
that  about  a hundred  had  been  reported 
in  children.  Of  course,  this  means  there 
have  been  a good  many  more  carcinomas 
of  the  thyroid  in  children  than  that  be- 
cause all  of  them  are  certainly  not  re- 
ported. As  far  as  sex  incidence  is  con- 
cerned, we  found  that  there  are  about  three 
times  as  many  in  women  as  in  men.  Dr. 
Shofner  published  a paper  on  carcinoma  of 
the  thyroid  in  the  American  Surgeon  in 
1951,  and  I should  like  for  him  to  continue 
with  this  subject  of  the  relative  frequency 
of  carcinoma  of  the  thyroid. 

DR.  N.  S.  SHOFNER:  In  1951,  I reviewed 
my  cases  of  carcinoma  of  the  thyroid  and 
found  that  in  a group  of  917  cases  of  nodular 
goiter,  of  which  741  were  non-toxic,  there 

'’From  the  Departments  of  Surgery,  Radiology 
and  Medicine,  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn. 


were  42  cases  of  carcinoma.  That  made  a 
percentage  of  5.9  of  cancer  in  all  non-toxic 
nodular  goiters.  In  a total  of  1,578  thyroi- 
dectomies, regardless  of  type,  there  were  42 
malignant  tumors,  making  a percentage  of 
2.66  of  all  specimens,  which  is  fairly  well  in 
line  with  Dr.  McSwain’s  and  Dr.  Diveley’s 
findings.  As  to  the  sex  incidence,  out  of 
these  42  cases  of  mine,  there  were  only  two 
males;  one  was  a little  boy  nine  years  old, 
and  one  was  a man  71  years  old.  In  regard 
to  age,  my  youngest  patient  was  a little  girl 
of  seven  and  the  oldest  was  a woman  of  76, 
which  is  considerably  in  contrast  to  Cole’s 
report,1  who  stated  that  carcinoma  is  three 
times  as  likely  to  develop  in  men  with  non- 
toxic nodular  goiters  as  it  is  in  women. 

DR.  McSWAIN:  Dr.  Diveley,  would  you 
tell  us  about  the  clinical  manifestations? 

DR.  WALTER  DIVELEY:  Carcinoma  of 
the  thyroid  may  produce  no  symptoms  at  all. 
Most  of  them  are  symptomless  except  for 
a lump  in  the  neck.  Other  symptoms  which 
may  occur  are  those  which  may  be  present 
with  the  ordinary  goiters.  Pressure  symp- 
toms may  occur  with  pressure  on  the  tra- 
chea, on  the  recurrent  laryngeal  nerve,  or 
even  on  the  esophagus.  Pain  is  not  a com- 
mon symptom  unless  the  lesion  is  extremely 
large.  Carcinoma  of  the  thyroid  gland  may 
be  present  in  thyroid  glands  where  certain 
symptoms  are  present  but  are  not  neces- 
sarily due  to  the  carcinoma  itself.  For  ex- 
ample, carcinoma  is  uncommonly  seen  in 
patients  with  toxic  goiters.  In  our  series, 
two  of  23  cases  who  had  unmistakable  car- 
cinoma of  the  thyroid  gland  had  hyperthy- 
roidism. Even  more  uncommonly  is  carci- 
noma of  the  thyroid  gland  associated  with 
hypothyroidism,  but  we  had  one  such  pa- 
tient. There  is  no  certain  symptom  in  the 
relatively  early  lesion  which  we  could  hope 
to  cure  by  present  day  methods,  nor  is  there 
any  definite  symptom  complex  which  is  en- 
tirely characteristic  of  carcinoma  of  the  thy- 
roid gland.  As  far  as  the  signs  are  con- 
cerned, the  commonest  sign  is  some  enlarge- 
ment of  the  thyroid  gland,  either  a diffuse 
or  nodular  goiter,  or  solitary  nodule,  but 
thyroid  enlargement  need  not  be  present. 
A sign  of  importance,  which  should  make  us 
suspect  carcinoma  of  the  thyroid,  is  a defi- 
nite change  in  size,  particularly  a rapid 
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change  in  size  of  the  gland.  However,  this 
can  also  occur  in  non-toxic,  non-malignant 
lesions  of  the  thyroid.  Something  that  was 
of  interest  to  us  in  our  series  of  cases  con- 
cerned the  consistency  of  the  thyroid  gland. 
In  only  slightly  over  one-half  of  them  were 
the  tumors  described  clinically  as  being 
hard.  A lesser  number  was  described  as 
being  soft  in  consistency.  Fixation  is  not 
always  a reliable  sign  in  the  diagnosis  of 
malignant  tumors  of  the  thyroid  gland.  Rie- 
del’s struma  certainly  may  give  a large  de- 
gree of  fixation.  Fixation  should  suggest 
the  possibility  of,  but  isn’t  necessarily  diag- 
nostic of,  carcinoma  of  the  thyroid.  There 
is  the  carcinoma  of  the  thyroid  without  visi- 
ble or  palpable  enlargement  of  the  thyroid 
gland  seen  with  cervical  metastases,  com- 
monly referred  to  as  the  so-called  lateral 
aberrant  thyroid,  which  in  most  or  all  in- 
stances represents  metastatic  carcinoma  to 
a cervical  lymph  node  from  the  thyroid 
gland.  In  these  instances,  the  gland  may 
not  be  visibly  or  palpably  enlarged. 

DR.  McSWAIN:  In  discussing  the  pathol- 
ogy of  carcinoma  of  the  thyroid  gland,  it 
should  be  pointed  out  that  such  carcinomas 
spread  not  only  by  the  lymphatics,  but  by 
the  blood  stream.  As  far  as  the  most  impor- 
tant gross  pathologic  manifestation  is  con- 
cerned, this  was  included  in  Dr.  Diveley’s 
statements  about  the  consistency  of  carci- 
noma of  the  thyroid.  Microscopically,  most 
of  them  are  adenocarcinomas;  some  of  them 
are  papillary  adenocarcinomas;  some  are  al- 
veolar adenocarcinomas  and  some  are  purely 
acinar  adenocarcinomas,  that  is,  they  are 
not  papillary,  nor  are  they  alveolar.  Then, 
in  addition  to  these  adenocarcinomas,  there 
is  the  alveolar  carcinoma,  the  giant  cell  car- 
cinoma, the  small  cell  carcinoma,  and  the 
rare  squamous  cell  carcinoma.  In  addition 
to  the  carcinomas,  there  are  sarcomas  which 
will  not  be  discussed  today  except  for  the 
statement  that  the  only  sarcomas  of  any 
degree  of  frequency  are  the  fibrosarcomas 
and  lymphosarcomas.  Now,  I am  going  to 
ask  Dr.  Shofner  shortly  to  talk  about  the 
surgical  treatment  in  general,  but  first  I 
should  like  to  discuss  the  treatment  of  a 
single  nodule  in  the  thyroid  gland.  If  a 
single  nodule  is  present,  I believe  that  it 
should  be  excised.  There  is  no  question 


about  the  fact  that  carcinoma  of  the  thyroid 
occurs  more  frequently  in  a goiter  than  in  a 
normal  thyroid  and  it  arises  more  frequently 
in  a single  nodule  than  it  does  in  a thyroid 
with  multiple  nodules,  or  in  a diffusely 
enlarged  thyroid.  Furthermore,  carcinoma 
may  be  present  already  in  the  single  nodule 
when  the  patient  first  seeks  medical  advice. 
It  has  been  stated  in  the  literature  that  the 
frequency  of  carcinoma  in  a single  nodule 
ranges  from  five  to  twenty-four  per  cent. 
Dr.  Shofner,  would  you  discuss  the  surgical 
treatment  in  general,  please? 

DR.  SHOFNER:  In  discussing  the  surgical 
treatment  of  carcinoma  of  the  thyroid,  I 
believe  that  one  should  begin  with  the  prem- 
ise that  all  non-toxic  nodules,  and  especially 
solitary  nodules,  of  the  thyroid  are  to  be 
regarded  as  malignant  until  proven  benign 
by  the  pathologist.  If  this  premise  is  ac- 
cepted, then  it  logically  follows  that  all  nod- 
ular goiters  should  be  removed  in  such  man- 
ner that  if  the  nodule  should  prove  to  be 
malignant,  the  surgeon  would  feel  that  all 
possible  malignant  tissue  had  been  excised. 
In  most  cases  of  solitary  nodule,  this  means 
lobectomy  of  the  affected  side,  or  if  the 
nodule  is  located  in  the  isthmus,  this  means 
excision  of  a large  margin  of  tissue  from 
both  lateral  lobes. 

I think  that  it  is  well  to  emphasize  the 
fact  that  so-called  lateral  aberrant  thyroid 
tissue  is  in  truth  a metastatic  carcinoma  in 
a lymph  node  on  the  lateral  aspect  of  the 
neck  originating  in  a carcinoma  of  the  thy- 
roid on  the  corresponding  side,  and  is  usu- 
ally the  papillary  adenocarcinoma.  In  such 
cases,  the  proper  surgical  treatment  is  a 
lobectomy  and  removal  of  involved  lymph 
nodes.  The  original  carcinoma  in  the  thy- 
roid may  be  very  inconspicuous,  in  fact  so 
small  that  it  cannot  be  palpated  even  though 
the  examiner  is  certain  that  it  is  present. 
Just  the  same,  after  the  lobe  is  removed,  a 
careful  examination  of  the  specimen  will 
reveal  its  presence. 

The  papillary  adenocarcinoma  is  the  most 
common  type  of  cancer  of  the  thyroid,  and 
in  my  opinion  the  type  most  likely  to  be 
cured.  It  is  also  the  type  most  often  found 
in  children,  in  whom  the  cervical  metastases 
are  frequently  the  first  evidence  of  disease. 
The  papillary  adenocarcinoma  seems  to 
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metastasize  most  frequently  through  the 
lymphatics,  and  this  rather  slowly  in  most 
instances.  The  fact  that  the  cervical  lymph 
nodes  are  the  first  to  be  invaded  and  that 
they  are  readily  accessible  for  removal  puts 
a favorable  aspect  on  this  type  of  cancer, 
and  invasion  of  the  lymph  nodes  of  the  neck 
makes  a radical  neck  dissection  a reasonable 
procedure.  On  the  other  hand,  most  of  the 
other  cancers  of  the  thyroid  spread  not  only 
by  the  lymphatics,  but  especially  by  the 
blood  stream,  and  it  seems  to  me  that  radical 
neck  surgery  is  not  indicated.  I know  that 
much  is  written  about  the  need  for  not  only 
a radical  neck  dissection  in  the  ordinary 
sense,  but  the  removal  of  the  ribbon  muscles. 
I have  never  seen  a case  in  which  I thought 
this  latter  procedure  was  indicated.  In  the 
first  place,  it  has  been  my  experience  that 
when  the  muscles  were  invaded,  it  was  im- 
possible to  extirpate  the  diseased  tissue. 
Always,  there  is  dense  attachment  to  the 
trachea,  which  really  means  invasion  of  the 
trachea,  and  removal  of  the  trachea  is  cer- 
tainly impracticable,  although  possible,  since 
in  laryngectomy,  a portion  is  removed.  But, 
when  I have  been  able  by  prodigious  effort 
to  remove  the  bulk  of  the  tumor,  there  were 
always  shreds  of  tissue  remaining  which 
were  residual  portions  of  cancer.  In  the 
second  place,  if  the  carcinoma  is  of  such 
nature  that  it  can  be  removed  in  toto,  it 
seems  to  me  that  one  has  accomplished  all 
that  can  be  done  surgically.  If  the  malig- 
nant cells  have  not  yet  entered  the  blood 
stream,  then  the  patient  is  probably  cured. 
If  they  have  entered  the  blood  stream,  then 
radical  surgery  of  the  neck  will  not  recall 
them.  We  have  to  depend  upon  other  means 
of  therapy  such  as  X-ray  or  radioiodine 
to  treat  the  metastases.  I should  like  to 
refer,  also,  to  the  occasional  presence  of 
sublingual  thyroid  nodules.  I have  had  two 
such  cases,  both  of  which  were  adenocarci- 
nomas. Both  patients  had  the  tumor  re- 
moved completely,  were  given  X-ray  thera- 
py postoperatively,  and  both  are  living,  one 
seven  years  and  the  other  three  years  since 
operation. 

DR.  McSWAIN:  As  Dr.  Shofner  said,  his 
plan  of  therapy  for  carcinoma  of  the  thyroid 
is  somewhat  different  from  that  advised  by 
many  surgeons  in  that  he  usually  does  not 


advise  neck  dissection,  but  his  experience 
has  been  so  vast  that  his  plan  of  therapy 
should  be  thoroughly  considered  by  anyone 
who  attempts  to  treat  carcinoma  of  the  thy- 
roid. It  is  my  opinion  that  if  the  surgeon 
and  surgical  pathologist  think  that  the  tu- 
mor is  completely  removed,  postoperative 
roentgen-ray  therapy  is  unnecessary.  Next, 
we  shall  consider  the  irradiation  of  carcino- 
ma of  the  thyroid  and  first,  I should  like  to 
ask  Dr.  Francis  to  talk  about  irradiation 
with  the  roentgen-ray. 

DR.  HERBERT  C.  FRANCIS:  In  general, 
the  patients  for  whom  X-ray  therapy  is  used 
are  those  of  the  group  in  which  vascular  in- 
vasion or  capsular  invasion  may  be  present, 
and  thorough  extirpation  is  not  obtained. 
In  this  group,  we  have  the  papillary  adeno- 
carcinoma and  that  is,  as  Dr.  Shofner  said, 
the  largest  group  and  fortunately  the  group 
which  is  most  responsive  to  X-ray  therapy. 
The  distinction  between  the  thyroid  and 
some  of  the  other  carcinomas  in  other  parts 
of  the  body  is  that  the  most  highly  malig- 
nant group  in  the  thyroid  is  the  most  resist- 
ant group  to  X-ray  treatment.  Alveolar 
carcinoma,  giant  cell  and  small  cell  carci- 
noma, some  of  the  most  malignant,  would 
ordinarily  be  expected  in  other  parts  of  the 
body  to  respond  a little  better.  In  the  thy- 
roid that  is  not  true  since  they  are  quite 
resistant  to  the  radiation  treatment.  It  cer- 
tainly is  true  that  no  radiation  treatment 
of  the  primary  lesion  should  be  done  with- 
out surgery  where  it  is  possible  to  do  ade- 
quate surgery.  That  results,  then,  in  X-ray 
therapy  being  used  to  try  to  eliminate  the 
microscopic,  or  some  very  small  microscopic 
parts,  which  have  been  missed  in  the  sur- 
gical procedure. 

In  general,  we  can  say  that  the  X-ray  ther- 
apy is  perhaps  a supplementary  procedure 
rather  than  a treatment  which  is  primarily 
used  to  eliminate  disease  without  the  use  of 
surgery.  The  patient  with  a metastatic  le- 
sion of  the  thyroid,  while  usually  not  cured, 
certainly  receives  a tremendous  amount  of 
palliation,  often  of  long  duration,  by  X-ray 
treatment. 

In  treating  the  thyroid  after  operation,  or 
in  those  cases  in  which  complete  removal 
has  been  impossible  to  achieve  at  operation, 
three  fields  are  used.  Of  course,  the  fields 
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must  be  individualized  to  the  patient,  but  in 
general,  three  fields  are  used.  One  central, 
directly  over  the  thyroid  and  trachea  from 
the  front,  shooting  directly  through,  and  two 
lateral  fields.  It  is  not  advised  that  large 
fields  be  used  because  the  skin  resistance  in 
patients  with  thyroid  lesions  seems  to  be 
lessened  so  that  very  large  doses  cannot  be 
given  in  a single  series.  For  that  reason,  it 
is  advisable  in  many  instances  to  administer 
approximately  2,000  to  2,500  r to  each  field 
in  a period  of  about  25  to  30  days,  and  then 
give  a rest  period  of  several  months.  If  it 
is  deemed  necessary,  another  series  of  treat- 
ments is  given.  In  many  of  these  patients, 
it  is  a little  difficult  to  evaluate  the  true 
value  of  X-ray  alone.  We  do  know  that  in 
some  of  those  highly  resistant  carcinomas, 
large  doses  of  X-ray  treatment  have  been 
given  without  significantly  affecting  the 
course  of  the  disease.  On  the  other  hand, 
in  the  middle  sensitivity  group  which  are 
relatively  amenable  to  X-ray  therapy,  long 
periods  of  relief  without  recurrence  have 
been  achieved.  I believe  that  some  have 
been  reported  of  as  long  as  25  years’  dura- 
tion following  the  surgical  removal  and 
X-ray  therapy  with  no  evidence  of  recur- 
rence and  perhaps  death  from  some  totally 
different  cause. 

DR.  McSWAIN:  In  two-thirds  of  our  pa- 
tients who  have  survived  past  the  five-year 
period,  it  was  known  that  the  removal  of 
the  tumor  was  incomplete,  and  in  one  of 
those  patients  nothing  except  a biopsy  was 
done.  In  these  patients  X-ray  therapy  was 
given.  In  the  one  in  whom  only  a biopsy 
was  done,  it  has  now  been  twelve  years  since 
the  diagnosis  of  carcinoma  of  the  thyroid 
was  made  and  he  is  still  alive  and  without 
evidence  of  recurrence.  Dr.  Towery,  will 
you  discuss  the  treatment  of  carcinoma  of 
the  thyroid  with  radioactive  iodine? 

DR.  BEVERLY  T.  TOWERY:  The  possi- 
ble use  of  radioactive  iodine  in  the  treatment 
of  thyroid  cancer  has  been  under  considera- 
tion since  it  was  first  shown  that  this  isotope 
was  selectively  concentrated  by  thyroid  tis- 
sue. During  recent  years  the  therapeutic 
usefulness  of  radioiodine  has  been  investi- 
gated intensively.  The  results  to  date  have 
generally  served  to  dampen  the  enthusiastic 
reception  which  radioiodine  therapy  first 


enjoyed.  An  explanation  of  the  limited 
therapeutic  usefulness  of  radioiodine  is 
shown  by  the  simple  fact  that  most  thyroid 
cancers  are  so  poorly  differentiated  that  they 
do  not  accumulate  the  isotope.  In  a series 
following  the  same  line  of  study  that  we 
have  adopted  here,  77  per  cent  of  119  thyroid 
cancers  were  of  such  a nature  as  to  make  it 
highly  unlikely  that  these  tumors  would 
accumulate  a therapeutically  significant 
amount  of  radioiodine.  This  series  was  from 
the  Massachusetts  General  Hospital  and  was 
reported  by  Dobyns  and  Maloof.2 

In  general,  a therapeutically  effective  up- 
take of  radioiodine  will  not  be  found  unless 
the  tumor  exhibits  histologic  evidence  of 
thyroid  hormone  formation,  that  is  follicles 
which  contain  colloid,  and  this  being  evi- 
denced by  the  fact  that  the  cells  have  at 
least  in  part  assumed  the  role  of  the  parent 
organ  in  making  thyroid  hormone  and  there- 
fore utilizing  iodine  in  its  manufacture.  In 
this  same  series  of  cases,  only  23  per  cent  of 
the  tumors  were  classifiable  as  pure  follic- 
ular carcinoma.  This  brings  us  to  the  differ- 
ences in  differentiation.  When  you  have 
become  interested  in  functional  capacity  of 
tumors,  as  you  must  in  dealing  with  radio- 
iodine, it  is  important  to  find  out  what  evi- 
dence can  be  gained  of  the  existence  of  col- 
loid in  the  carcinoma.  It  is  true  that  in  this 
same  series  there  were  an  additional  23  per 
cent  which  were  mixed  follicular  and 
papillary  tumors  and  were  thought  to  con- 
tain enough  follicular  elements  that  radio- 
iodine accumulation  would  be  appreciable 
and  perhaps  could  be  influenced  by  certain 
manipulations. 

Now,  from  this  whole  group,  the  remain- 
der, or  approximately  54  per  cent,  were 
chiefly  the  anaplastic  types  which  were 
shown  to  accumulate  no  radioiodine.  Now 
it  is  important  to  remember  that  even  the 
well  differentiated  follicular  carcinoma, 
which  might  look  in  certain  spots  like  almost 
normal  thyroid,  exhibits  much  less  affinity 
for  radioiodine  than  does  normal  thyroid 
tissue.  If  thyroid  cancer  had  the  great  af- 
finity for  radioiodine  as  does  the  thyroid  in 
Graves’  disease,  radioiodine  therapy  would 
have  a great  deal  to  offer  in  such  instances. 
Unfortunately,  this  is  not  the  case.  It  may 
be  possible,  however,  in  selected  cases  of 
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follicular  carcinoma  greatly  to  enhance  the 
uptake  of  radioiodine  by  the  use  of  thy- 
roidectomy, alone,  or  in  combination  with 
subsequent  administration  of  large  doses  of 
thiouracil.  It  is  virtually  impossible,  how- 
ever, by  these  means  to  initiate  iodine  ac- 
cumulation in  a tumor  which  never  was 
well  enough  differentiated  to  begin  the  ac- 
cumulation. In  other  words,  if  the  tumor 
is  reasonably  well  differentiated  and  has 
already  begun  to  form  follicles  in  which 
colloid-like  material  is  found,  you  have  a 
working  chance.  The  more  poorly  differ- 
entiated the  tumor  is,  the  less  chance  there 
is  of  ever  achieving  any  therapeutic  uptake 
by  this  tissue. 

Our  present  position  regarding  the  use  of 
radioiodine  in  carcinoma  of  the  thyroid  is 
about  as  follows:  that,  first  and  foremost 
the  local  cervical  disease  is  primarily  a 
surgical  problem,  with  or  without  X-ray, 
and  under  no  circumstances  should  radio- 
iodine therapy  ever  be  used  to  replace  this 
important  phase  of  management.  Secondly, 
in  the  presence  of  distant  metastasis,  therapy 
with  radioiodine  should  probably  be  at- 
tempted, no  matter  what  the  obstacles  seem 
to  be  because  you  may  occasionally  find  a 
tumor  whose  metastases  are  well  differ- 
entiated and  whose  growth  is  slow,  does 
not  immediately  threaten  the  patient’s  life, 
and  gives  time  to  work  with  the  tumor  in 
influencing  its  iodine  uptake  and  achieving 
reasonably  good  results.  The  rapidly  grow- 
ing, invasive,  poorly  differentiated  car- 
cinoma which  invades  all  the  structures 
locally,  spreads  by  lymphatics,  with  or  with- 
out distant  metastases,  is  almost  never 
amenable  to  radioiodine  therapy  because  it 
is  so  poorly  differentiated. 

Now,  the  use  of  radioiodine  in  a patient 
with  distant  metastases  implies  that  we 
should  be  able  to  carry  out  studies  of  the 
radioiodine  uptake  of  the  tumor,  either  by 
measuring  directly  over  the  tumor,  if  it  is 
isolated  from  the  thyroid  region,  or  prefer- 
ably by  using  biopsies  for  the  study  of  the 
radioiodine  content  of  the  tissue.  It  also  im- 
plies that  if  minimal  amounts  of  radioiodine 
appear  to  be  taken  up  by  the  tumor,  total 
thyroidectomy  can  be  carried  out  in  order 
to  remove  from  the  body  this  tissue  which 
is  so  successful  in  competing  with  the 


metastasis  for  the  radioiodine.  It  also  im- 
plies that  after  thyroidectomy,  repeated 
tracer  studies  can  be  carried  out  to  establish 
the  fact  that  the  metastatic  tumor  has  ac- 
quired an  affinity  or  an  increased  affinity 
for  I131,  and  through  thyroidectomy  and  the 
use  of  antithyroid  agents  to  attempt  to 
achieve  the  greatest  possible  uptake  of 
radioiodine  by  the  tissue  before  the  thera- 
peutic I131  is  administered.  Frequently,  we 
see  patients  obviously  shortly  to  go  in  ex- 
tremis with  a tumor  which  is  poorly  dif- 
ferentiated or  at  least  only  slightly  differ- 
entiated and  the  time  is  simply  not  left  to 
take  out  the  thyroid,  administer  thiouracil 
and  achieve  any  sort  of  therapeutically  ef- 
fective uptake  by  the  metastasis.  The  use 
of  radioiodine  as  a panacea  in  all  cases  of 
utterly  hopeless  cancer  of  the  thyroid  is  a 
waste  of  isotopes,  time  and  energy,  because 
the  time  is  usually  not  available  to  achieve 
anything  like  successful  uptake  and  the 
patient  expires  before  effective  radioiodine 
therapy  can  occur.  Our  original  hopes  for 
radioiodine  centered  around  a couple  of  very 
peculiar  cases  reported  by  some  people  in 
New  York  and  in  whom  there  were  very 
rare  examples  of  a hyperfunctioning  thyroid 
cancer,  and  of  course,  in  that  case  the 
metastatic  tissue  did  take  up  a great  deal  of 
radioiodine. 

If  the  patient  has  no  distant  metastases, 
it  is  better  to  treat  him  as  if  you  never  heard 
of  radioiodine.  If,  however,  at  the  time  of 
the  first  operation,  distant  metastases  are 
apparent  from  X-ray  examination,  one  ought 
to  consider  the  possibility  of  carrying  out 
a total  thyroidectomy  then  in  order  that  the 
distant  metastases  be  prevailed  upon.  If  the 
metastasis  begins  to  make  hormone,  then 
there  is  a possibility  of  treating  this  patient 
really  effectively  with  radioiodine. 

DR.  McSWAIN:  We  have  selected  one 
patient  for  presentation;  this  will  be  done 
by  Dr.  Conerly. 

DR.  DAWSON  B.  CONERLY:  Patient  O.B.  was 
13  years  old  when  first  seen  in  Vanderbilt  Uni- 
versity Hospital  on  May  18,  1933,  with  a slowly 
enlarging  mass  in  the  right  side  of  her  neck  of 
four  years  duration.  Physical  examination  at  that 
time  revealed  a 12  x 10  x 8 cm.  very  hard,  nodu- 
lar, non-tender  mass  in  the  region  of  the  right 
lobe  of  the  thyroid.  The  trachea  was  displaced  to 
the  left;  there  were  no  signs  of  toxicity  and  the 
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BMR  was  plus  4 per  cent.  On  May  24,  1933,  a 
hemothyroidectomy  was  performed  with  the  re- 
moval of  the  ribbon  muscles,  as  the  tumor  appar- 
ently invaded  these  structures.  Microscopically, 
this  was  an  adenocarcinoma.  Postoperatively 
X-ray  therapy  was  given.  On  August  3,  1933,  the 
patient  was  readmitted  and  a 2 x IV2  cm.  right 
supraclavicular  node  was  excised.  This  micro- 
scopically revealed  metastatic  adenocarcinoma.  A 
second  course  of  X-ray  therapy  was  given  at  that 
time.  At  the  present  time  the  patient  weighs  175 
pounds,  is  married,  has  one  child  and  no  evidence 
of  recurrence. 

DR.  McSWAIN:  This  patient,  treated  by 
operation  and  X-ray  therapy,  has  lived  nine- 
teen years  since  the  diagnosis  of  carcinoma 
of  the  thyroid  was  made. 

Dr.  Shofner,  would  you  tell  us  your  re- 
sults in  the  treatment  of  carcinoma  of  the 
thyroid? 

DR.  SHOFNER:  Of  the  42  malignant 
tumors  of  the  thyroid  to  which  I referred  a 
few  moments  ago,  there  were  25  cases  who 
were  operated  upon  five  years  or  more 
previously  and  I classified  them  according 
to  the  age  group.  Of  these,  there  were  ten 
patients  below  the  age  of  50  at  the  time  of 
operation  and  all  those  are  living.  Of  15 
patients  above  50  years,  only  three  are  liv- 
ing and  apparently  well.  One  is  living  with 
extensive  metastases,  ten  are  dead  and  one 
untraced.  I also  summarized  cases  which 
were  operated  upon  less  than  five  years  ago; 
that,  of  course,  has  no  particular  value,  but 
I do  think  it  has  some  bearing  on  the  rela- 
tionship of  age  to  survival.  In  12  cases  be- 
low 50  years  of  age,  11  are  living  and  one  is 
dead.  Of  the  five  cases  above  50  years,  two 


are  living  and  three  are  dead.  Of  course, 
the  normal  life  expectancy  is  greater  below 
50  than  beyond  50  years,  but  it  seems  to  me 
there  are  other  factors.  First,  the  majority 
of  the  younger  patients  had  a more  benign 
type  of  cancer.  Second,  and  also  important, 
the  tumor  had  existed  longer  in  the  older 
patients,  and  in  several  cases,  tumors  which 
were  relatively  benign  from  a histological 
point  of  view  had  invaded  the  trachea  and 
surrounding  soft  tissue  so  extensively  that 
a satisfactory  operation  could  not  be  done. 

DR.  McSWAIN:  Are  there  any  other  com- 
ments? In  conclusion,  we  might  state  that 
in  our  patients  at  Vanderbilt  40  per  cent  of 
them  have  survived  beyond  the  five-year 
period,  and  I should  like  to  state  again  that 
in  two-thirds  of  those  patients,  the  tumor 
was  not  completely  eradicated  by  surgery, 
so  therefore,  one  must  attribute  these  sur- 
vivals to  roentgen-ray  therapy.  It  is  pos- 
sible that  in  some  few  patients  with  well 
differentiated  carcinomas  of  the  thyroid  who 
are  beyond  cure  by  operative  or  X-ray 
therapy,  their  lives  may  be  prolonged  by 
the  use  of  radioactive  iodine.  Most  im- 
portant, I think,  is  the  fact  that  a patient 
with  carcinoma  confined  to  a nodule  of  the 
thyroid  may  be  cured  by  simple  lobectomy. 
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THE  JOHN  GASTON  HOSPITAL* 

History 

This  50  year  old  colored  male  was  admitted  to 
John  Gaston  Hospital  for  the  first  time  complain- 
ing of  exertional  dyspnea  of  two  months’  dura- 
tion. For  two  weeks  there  had  been  signs  of 
ascites.  On  the  day  before  admission  he  had 
noted  the  presence  of  hemorrhoids.  Two  pericar- 
diocenteses were  said  to  have  been  performed  by 
a private  physician  before  admission;  200  cc.  of 
fluid  had  been  removed  on  one  occasion.  A cul- 
ture of  this  fluid  for  tubercle  bacilli  had  been 
reported  negative. 

Inquiry  into  his  past  history  revealed  “flu”  at 
15  years  and  “pneumonia”  at  30  years.  He  had 
had  gonorrhea  at  some  time  in  the  past.  There 
was  a history  of  consumption  of  more  than  a pint 
of  alcohol  daily  over  an  extended  period  of  time. 

His  family  history  was  unrevealing. 

Physical  Findings:  T.  98°  F.  P.  80/minute.  BP. 
118/90. 

The  patient  was  well  developed  and  well  nour- 
ished. There  was  distension  of  the  neck  veins. 
The  sclerae  were  icteric;  the  fundi  showed  no  ab- 
normalities. The  heart  was  enlarged  to  the  an- 
terior axillary  line  in  the  sixth  intercostal  space. 
The  rhythm  was  regular  and  there  were  no  mur- 
murs. Fine  moist  rales  were  heard  over  the  lung 
bases.  There  was  evidence  of  much  free  fluid  in 
the  abdomen  and  the  liver  was  palpated  3 cm. 
below  the  right  costal  margin  in  the  mid-clavicular 
line.  The  rectal  mucosa  was  prolapsed  and  there 
were  hemorrhoids. 

Laboratory  Findings:  Urine  (voided)  PH.  5.5; 
specific  gravity  1.010;  sugar  0;  albumin  1 + ; 10-15 
WBC  and  occasional  hyalin  and  granular  casts  per 
high  power  field.  Hematocrit  46  volumes  %; 
buffy  coat  1 volume  per  cent.  Differential:  3 

bands;  75  segmented  forms;  21  lymphocytes;  1 
monocyte.  Serum  bilirubin,  one  minute  1.9;  total 
3.8.  Serum  total  protein  5.2  Gm.  % with  albumin 
of  3.6  and  globulin  of  1.6  Gm.  %.  Serum  alkaline 
phosphatase  3.5  units.  Plasma  cholesterol  214  mg. 
%;  inorganic  phosphorus  3.7  mg.  per  cent.  Pro- 
thrombin time:  normal  15  seconds,  patient  20  sec- 
onds. NPN  44  mg.  per  cent.  C02  combining  power 
15  volumes  per  cent.  Cephalin  cholesterol  floccu- 
lation 2+  in  24  hours.  PPD  second  strength  2 + 
in  72  hours. 

Electrocardiogram:  Left  ventricular  pattern, 

digitalis  effect,  tendency  to  low  voltage.  Fluoro- 
scopy: The  heart  showed  slight  generalized  en- 
largement and  weak  pulsations.  There  was  a 
slight  pleural  effusion  about  the  left  base.  A bullet 


*From  the  Institute  of  Pathology  and  Division 
of  Medicine,  University  of  Tennessee,  and  John 
Gaston  Hospital,  Memphis,  Tenn. 


was  seen  near  the  midline  in  the  posterior  and 
lower  aspect  of  the  thorax. 

Course  and  Therapy:  He  was  put  on  a low  salt 
diet  and  received  penicillin,  digitalis,  and  mercu- 
hydrin.  The  ascites  responded  well  to  mercurials. 
He  appeared  to  be  doing  remarkably  well. 

On  the  eleventh  hospital  day  a WBC  was  re- 
ported 5,750,  and  a sedimentation  rate  0.65  mm/ 
minute  fall  (corrected).  A pericardiocentesis  and 
a liver  biopsy  for  diagnostic  purposes  were 
planned.  However,  on  the  evening  of  the  eleventh 
hospital  day  he  complained  suddenly  of  chest  pain 
and  expired  almost  immediately  afterwards. 

DR.  RALPH  I.  GOLDMAN:  The  history 
and  physical  findings  in  this  case  indicate 
combined  heart  failure.  We  are  told  that 
the  heart  was  enlarged  and  that  no  murmurs 
were  audible;  but  it  should  be  remembered 
that  in  cardiac  failure  murmurs  previously 
heard  are  often  lost.  Left  sided  heart  failure 
is  borne  out,  of  course,  by  the  history  of 
dyspnea  and  the  finding  of  fine  moist  rales 
in  the  lungs.  Distention  of  the  neck  veins, 
hepatomegaly,  and  large  amounts  of  free 
fluid  in  the  peritoneal  cavity  are  compatible 
with  right  sided  failure.  The  hemorrhoids 
which  this  patient  noted  just  before  ad- 
mission are  merely  indicative  of  prolonged 
increase  in  intra-abdominal  pressure.  The 
development  of  hemorrhoids  in  pregnancy  is 
analogous. 

I believe  that  there  are  two  points  in 
the  history  which  may  be  helpful.  We 
are  told  that  pericardial  fluid  removed 
before  he  was  seen  here  showed  no  tubercle 
bacilli  on  culture.  The  history  of  prolonged 
alcohol  intake  in  itself  is  not  highly  sig- 
nificant, since  people  who  imbibe  heavily 
do  not  necessarily  develop  portal  cirrhosis 
of  the  liver  so  long  as  their  dietary  intake  is 
adequate.  Of  course  we  are  given  no  history 
of  this  man’s  dietary  habits,  but  the  lab- 
oratory findings  are  rather  against  a diag- 
nosis of  cirrhosis.  This  question  will  be 
covered  in  more  detail  later. 

Turning  to  the  electrocardiograms,  I find 
that  these  are  not  very  helpful.  They  do 
show  that  there  is  a tendency  to  low  voltage 
and  have  been  reported  as  showing  a left 
ventricular  pattern  and  digitalis  effect. 
These  tracings  are  not  available  at  this  time. 
This  pattern  is  a point  of  controversy  among 
cardiologists.  Wilson,  for  example,  feels 
that  the  pattern  interpreted  as  left  ventricu- 
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lar  strain  is  entirely  a matter  of  left 
ventricular  hypertrophy;  and  that  strain 
does  not  exist.  Others  believe  that  there 
actually  is  a strain  pattern  which  can  be 
differentiated  from  hypertrophy  of  the  basis 
of  a delayed  intrinsicoid  deflection  which 
appeal's  in  hypertrophy  but  does  not  appear 
in  strain.  Aside  from  this,  we  do  know  that 
he  had  a low  output  type  of  failure  and  the 
history  states  that  he  was  receiving  digitalis. 
May  we  see  the  films? 

DR.  JOHN  BOWEN:  This  plain  PA  film  of 
the  chest  shows  questionable  congestive 
changes  in  the  lung  fields  and  there  is  on 
the  left  side  evidence  of  a small  pleural 
effusion.  There  is  slight  cardiac  enlarge- 
ment, and  from  its  contour  this  might  be 
called  a “water  bottle”  heart.  The  cardiac 
enlargement  is  generalized  and  it  is  not 
possible  to  detect  any  specific  chamber  en- 
largement. As  you  know,  X-ray  diagnosis 
of  pericardial  effusion  may  be  very  difficult 
and  films  may  be  of  more  help  in  ruling  it 
in,  than  in  ruling  it  out.  In  this  film  there 
is  no  positive  evidence.  At  fluoroscopy,  it 
was  noted  that  there  was  diminished  ampli- 
tude of  cardiac  pulsations.  This  second  film, 
made  at  the  time  of  fluoroscopy,  contributes 
nothing  further  other  than  the  presence  of 
a bullet.  It  shows  only  in  this  film,  and  it 
is  imbedded  in  the  spinal  muscles. 

DR.  GOLDMAN:  I believe  the  bullet  is  a 
good  red  herring.  The  congestive  changes 
referred  to  are  shown  here  in  the  so-called 
butterfly  pattern,  that  is,  increased  density 
spreading  out  fan-like  from  each  hilus  into 
the  lung  field.  After  seeing  these  films  I 
would  be  inclined  to  think  that  there  is 
some  pericardial  effusion.  One  sign  that  is 
most  helpful  in  the  X-ray  diagnosis  of  peri- 
cardial effusion  is  a blunting  of  the  cardio- 
phrenic  angle.  Even  though  there  may  not 
be  convincing  radiographic  evidence,  how- 
ever, we  know  that  there  was  a pericardial 
effusion.  The  fact  is  stated  in  the  history. 
Again,  here  is  a case  of  combined  cardiac 
failure  and  failure  of  the  low  output  type. 

Before  going  on  to  the  heart  and  the  ques- 
tion of  why  the  pericardial  effusion,  it  is 
necessary  to  rule  out  cirrhosis  of  the  liver. 
Now  in  congestive  cardiac  failure,  which 
this  man  had,  there  may  be  icterus  on  one 
or  two  bases.  One  of  these  is  chronic  passive 


congestion  of  the  liver  with  actual  paren- 
chymal damage.  The  other  possibility  is 
pulmonary  infarction,  to  which  these  pa- 
tients are  particularly  susceptible,  with  sub- 
sequent breakdown  of  hemoglobin  in  the 
infarcted  areas  and  increase  in  the  circulat- 
ing bilirubin.  As  mentioned  previously,  the 
laboratory  data  at  hand  is  against  cirrhosis. 
A cephalin  cholesterol  flocculation  of  two 
plus  means  nothing.  The  serum  alkaline 
phosphatase  of  3.5  units  is  within  normal 
limits.  The  serum  protein  contributes  no 
useful  information.  Only  the  delayed  pro- 
thrombin time  may  have  some  significance. 
There  is  certainly  nothing  to  strongly  sug- 
gest portal  cirrhosis  and  I believe  we  can 
eliminate  it. 

The  next  problem  is,  what  caused  the 
pericarditis?  Uremia  is  to  be  considered, 
but  this  involves  a fibrinous  exudate  rather 
than  a fluid;  and  he  showed  no  evidence  of 
uremia.  A malignant  tumor  with  pericardial 
metastases  could  produce  a pericardial  ef- 
fusion, in  which  event  the  fluid  could  be 
expected  to  be  bloody.  Boeck’s  sarcoid  can 
produce  a pericardial  effusion,  and  so  can 
some  of  the  collagen  diseases.  I believe  that 
a Chiari  syndrome,  that  is,  thrombosis  of 
the  hepatic  veins  can  be  mentioned  as  a pos- 
sibility. These  last  considerations  are  not 
of  common  occurrence,  but  this  case  obvi- 
ously presents  an  uncommon  situation. 

Finally,  a silent  myocardial  infarct  should 
be  mentioned.  The  sudden  death  of  this 
patient  emphasizes  this,  and  might  be  ex- 
plained by  the  development  of  a ventricular 
tachycardia  or  x'upture  of  the  myocardium 
through  an  infarcted  area.  This  is  not  out 
of  the  question. 

The  colored  male  patient  is  perhaps  a 
little  more  likely  to  suffer  an  infarct  with- 
out pain. 

My  diagnosis,  however,  is  of  myocarditis 
of  unknown  etiology.  This  is  compatible 
with  the  findings.  This  patient  may  have 
expired  in  ventricular  tachycardia. 

Clinical  Diagnosis:  Myocarditis,  etiology 
unknown. 

Pathological  Diagnosis:  Primary 

amyloidosis  of  myocardium. 

DR.  HELEN  PRIETO:  This  is  a case  of 
primary  amyloidosis  of  the  myocardium.  It 
presents,  however,  certain  features  of  the 
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more  common  secondary  type  of  disease. 
Primary  amyloidosis  most  typically  involves 
mesenchymal  tissues,  with  special  reference 
to  cardiac  muscle,  tongue,  the  media  of  small 
blood  vessels,  and  the  gastrointestinal 
tract.  There  is  variability  in  the  staining 
reaction  to  Congo  red  and  methyl  violet; 
methyl  violet  often  produces  a more  defini- 
tive reaction  and  this  has  been  true  in  this 
case.  Secondary  amyloidosis  is  associated 
with  chronic  infectious  diseases,  among 
which  tuberculosis,  syphilis  and  osteomye- 
litis have  been  most  frequently  cited.  In 
this  second  type  there  is  a predeliction  for 
parenchymal  tissues,  including  liver,  kidney, 
pancreas,  and  suprarenal  gland.  Staining 
with  metachromatic  dyes  is  more  reliable. 
In  the  case  considered  today,  there  was  no 
evidence  of  chronic  infectious  disease.  The 
myocardial  involvement,  the  clinical  history, 
and  the  staining  reaction  are  all  typical 
of  the  primary  form.  Involvement  of 
parenchymatous  organs,  however,  follows 
the  pattern  usually  associated  with  the 
secondary  form. 

On  postmortem  examination,  this  man 
showed  an  unusually  robust  muscular  de- 
velopment, and  there  was  no  evidence  of 
wasting  disease.  There  were  200  cc.  of  fluid 
in  each  pleural  cavity,  lOOcc.  in  the  peri- 
cardial sac,  and  2500cc.  in  the  peritoneal 
cavity.  In  the  pleural  and  pericardial  cav- 
ities the  fluid  was  thin,  but  slightly  blood 
tinged.  The  peritoneal  fluid  was  thin,  straw 
colored,  and  entirely  clear.  The  heart  pre- 
sented a most  striking  appearance.  The 
weight  after  removal  of  all  clot  was  590 
grams.  The  atrial  endocardium  presented  a 
somewhat  granular,  glairy  surface  and  a 
mural  thrombus  was  identified  filling  the 
right  auricular  appendage  and  adherent  to 
the  endocardium.  The  valves  showed  no 
significant  abnormalities;  all  presented 
ostia  of  adequate  diameter  and  there  was  no 
evidence  of  insufficient  closure.  The  aorta 
showed  only  slight  sclerotic  changes.  The 
myocardium,  however,  was  of  an  unusual 
consistency  which  can  be  described  only  as 
stiff.  It  showed  a peculiar  homogenous  pale 
reddish  brown,  translucent  surface  upon 
section.  Lugol’s  solution  applied  to  the 
cardiac  muscle  in  the  fresh  state  gave  the 
deep  mahogany  color  characteristic  of 


amyloid.  In  sections,  there  is  marked  de- 
rangement of  the  normal  myocardial  struc- 
ture by  masses  of  a faintly  eosinophilic 
ground  substance  which  replaces  much  of 
the  interstitial  tissue  and  encroaches  upon 
the  muscle  fibei's.  This  heart  is  better 
described  by  the  term  cardiomegaly  than 
cardiac  hypertrophy , since  in  amyloidosis 
the  bulk  of  the  weight  is  accounted  for  by 
the  presence  of  the  ground  substance. 

There  was  gross  evidence  of  involvement 
of  the  spleen,  which  weighed  200  grams  and 
on  section  presented  a glassy,  pale  reddish 
orange  surface.  There  was  pronounced 
staining  with  iodine,  borne  out  on  micro- 
scopic examination  by  the  appearance  of 
amyloid  in  the  splenic  pulp.  This  presents 
a diffuse  type  of  involvement,  completely 
obliterating  the  normal  structure.  In  a few 
areas  remnants  of  follicles  are  represented 
by  thin  aggregates  of  lymphocytes. 

There  was  involvement  of  both  suprarenal 
glands,  as  evidenced  by  positive  staining 
and  microscopic  examination.  The  un- 
stained suprarenals  showed  no  abnormali- 
ties. 

Both  lungs  showed  marked  edema  of  the 
lower  lobes,  which  is  in  keeping  with  con- 
gestive cardiac  failure.  A particularly  care- 
ful examination  for  emboli  in  the  pulmonary 
vessels  showed  none. 

There  was  gross  and  microscopic  evidence 
of  severe  chronic  passive  congestion  of  the 
liver  with  extensive  central  hemorrhagic 
necrosis.  In  several  hepatic  lobules  in  one 
section,  there  is  deposition  of  material  re- 
sembling amyloid  in  the  location  character- 
istic of  secondary  amyloidosis,  namely  be- 
tween von  Kupfer  cells  and  hepatic  cell 
cords.  These  foci,  however,  are  by  no  means 
numerous. 

Several  tissues  presenting  no  gross  ab- 
normalities show  amyloid  deposits  on  micro- 
scopic examination.  These  include  lymph 
nodes  from  the  mesentery  and  supra- 
pancreatic  region,  where  there  is  some  de- 
position in  the  sinusoids.  A section  of 
pancreas  shows  the  ground  substance  in  the 
interstitial  tissue  and  in  some  areas  in  the 
intralobular  connective  tissue. 

The  kidneys  were  rather  large,  the  left 
weighing  310  grams  and  the  right  340  grams. 
Except  for  the  size,  there  were  no  gross  ab- 
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normalities  and  sections  have  failed  to 
demonstrate  conclusively  the  presence  of 
amyloid. 

It  is  pertinent  that  exploration  of  the 
thoracic  portion  of  the  vertebral  column 
was  carried  out  and  no  abnormalities  were 
noted.  Sections  of  bone  taken  near  the  lead 
slug,  which  was  buried  in  the  spinal  muscles, 
have  shown  no  evidence  of  osteomyelitis. 

In  all  sections,  arteries  and  arterioles  ap- 
pear to  be  spared.  Sections  of  the  stomach, 
ileum,  and  colon  show  no  involvement, 
neither  do  sections  of  skeletal  muscle.  The 
brain  showed  no  abnormalities.  In  no  sec- 
tions could  the  granulomatous  reaction  often 
seen  in  primary  amyloidosis  be  identified. 

This  patient  died  in  cardiac  decompensa- 
tion and  his  death  is  well  accounted  for  by 
the  degree  of  myocardial  involvement  as 
well  as  the  evidence  of  failure.  There  were 
no  other  anatomical  findings  to  account  for 
his  rather  dramatic  termination.  Although 
there  was  a mural  thrombus  in  the  right 
auricular  appendage,  no  pulmonary  embolus 
was  found. 

In  summary,  this  is  a case  of  primary 
amyloidosis  with  severe  involvement  of  the 
myocardium  and  pericardial  effusion;  con- 
gestive cardiac  failure  was  present  mani- 
fested by  pulmonary  edema,  pleural  ef- 
fusions, ascites  and  severe  chronic  passive 
congestion  of  the  liver.  In  the  involvement 
of  spleen,  suprarenal  glands,  liver,  pancreas, 
and  lymph  nodes  this  disease  behaves  in  the 
manner  of  secondary  amyloidosis. 


STUDENT:  How  do  you  explain  the 
jaundice? 

DR.  PRIETO:  As  Dr.  Goldman  has  pointed 
out,  on  the  basis  of  severe  chronic  passive 
congestion  of  the  liver.  I do  not  believe 
there  is  significant  hepatic  damage  by  the 
small  amounts  of  amyloid  which  are  present. 

DR.  GOLDMAN:  I should  like  to  ask 
whether  this  patient  showed  a macroglossia, 
or  whether  any  sections  of  tongue  are  avail- 
able. Primary  amyloidosis,  as  you  know, 
frequently  involves  both  cardiac  and 
skeletal  muscle,  particrdarly  the  skeletal 
muscle  of  the  tongue. 

DR.  PRIETO:  No  abnormalities  were 
noted  examination  of  the  mouth.  The 
tongue  was  not  removed  and  sections  are 
not  available. 

DR.  CYRUS  ERICKSON:  I should  like  to 
point  out  that  the  presence  of  lOOcc.  of 
pericardial  fluid  might  well  show  no  X-ray 
changes. 

STUDENT:  How  do  you  account  for  the 
albuminuria? 

DR.  GOLDMAN-  A one  plus  albuminuria 
can  certainly  be  accounted  for  on  the  basis 
of  renal  congestion  in  cardiac  failure. 

DR.  PRIETO:  This  case  agrees  with  mani- 
festations previously  noted  in  many  cases 
of  cardiovascular  amyloidosis.  These  are 
the  appearance  of  congestive  cardiac  failure 
for  no  evident  good  reason,  usually  in  a 
patient  around  50  years  old,  and  accom- 
panied by  a low  voltage  electrocardiographic 
tracing. 
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WE  SHOULD  BE— AND  WE  ARE— PROUD  OF  THEM 


Time  was  when 
members  of  the 
Auxiliaries  to  Med- 
i c a 1 Societies  in 
Tennessee  felt  that 
they  had  no  real 
part  in  the  fight  to 
constantly  improve 
and  extend  medi- 
cal care  to  our  peo- 
ple. Time  is — no  more. 

Whose  fault  was  it  that  the  doctors’  wives 
felt  that  way?  The  answer  may  be  found 
in  the  regulations  and  procedures  followed 
by  auxiliaries.  It  is  customary — even  man- 
datory in  many  cases— that  the  Medical 
Societies  must  request  an  Auxiliary  for  a 
specific  service  before  it  has  the  green  light 
to  do  so.  Did  the  Societies  make  many  such 
requests  five  or  ten  years  ago?  The  record 
shows  that  they  did  not.  So  the  Auxiliaries’ 
hands  were  tied.  They  were  willing,  able, 
even  eager  to  help  but  the  door  to  service 
was  almost  shut  to  them.  Not  so  any  more, 
I am  glad  to  report. 

Look  at  the  splendid  job  done  by  the 
Auxiliaries  in  the  recent  get-out-the-vote 
drive.  It  is  safe  to  say  it  could  not  have 
succeeded  at  all  without  them.  They  used 
their  own  ideas  and  applied  their  talents 
and  energies  with  a determination  that 
would  not  let  go  until  the  job  was  done. 

Four  years  ago  the  TSMA  approved  a 


Statewide  High  School  Essay  Contest  and 
voted  the  funds  for  an  award.  The  State 
and  Local  Auxiliaries  welcomed  this  proj- 
ect, took  it  over,  and  you  have  seen  the 
results.  The  Auxiliary  is  now  in  the  process 
of  promoting  the  third  Annual  Essay  Con- 
tests. 

Local  Auxiliary  Essay  Chairmen  and 
helpers  visit  the  schools,  make  talks,  dis- 
tribute the  regulations,  arrange  for  resource 
material,  and  then  collect  the  county  win- 
ning papers  for  State  judging.  If  the  win- 
ner is  a girl,  the  State  Auxiliary,  and  local 
Auxiliary  in  the  convention  city,  are  hosts 
to  the  young  lady.  They  make  the  occasion 
a day  for  her  memory  book,  an  inspiration 
to  try  for  more  prizes  in  the  game  of  life, 
both  material  and  spiritual. 

Doctors  wives  are  more  active  than  ever 
in  other  organizations  in  which  they  can 
render  Public  Service.  Once  each  year, 
many  of  the  Auxiliaries  devote  one  pro- 
gram to  Public  Relations  and  invite  in  as 
special  guests  the  representatives  of  all 
other  women’s  organizations  in  the  city, 
town  or  community. 

We  should  be — and  I think  we  all  are — 
proud  of  our  State  and  Local  Auxiliaries  and 
the  excellent  job  they  are  doing. 


Dr.  Smith 
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VIRAL  HEPATITIS 

Infectious  hepatitis,  also  known  as  epi- 
demic hepatitis  or  catarrhal  jaundice,  has 
long  been  recognized  as  a clinical  entity. 
It  has  recurred  in  epidemic  form,  notably 
during  wars  among  troops;  it  occurs  in 
smaller  epidemics  in  civilian  practice.  (Sev- 
eral communities  in  Tennessee  have  had 
outbreaks  within  the  past  year.)  It  is  a 
disease  propagated  by  the  ingestion  of  food 
or  water  contaminated  by  fecal  material 
containing  the  etiologic  virus. 

This  editorial  comment  is  to  emphasize 
another  type  of  viral  hepatitis, — the  hom- 
ologous serum  hepatitis.  The  physician 
plays  a part  in  the  transmission  of  this 
disease  and  therefore  should  be  familiar 
with  it.  This  disease  is  acquired  only  by 
the  injection  of  infected  material  into  a 
patient. 

The  viruses  of  the  two  forms  of  hepatitis 
probably  are  distinct,  or  at  least  represent 
different  strains,  because  of  the  difference 
in  the  onset  of  symptoms,  different  incuba- 
tion periods  and  an  absence  of  cross  im- 
munity. These  viruses  are  very  resistant 


to  sterilization  procedures  to  which  other 
infectious  agents  are  susceptible.  For  ex- 
ample, of  importance  in  the  infectious  or 
catarrhal  type  is  the  fact  that  the  usual 
chlorine  concentrations  used  in  drinking 
water  are  ineffectual  in  killing  the  virus. 
If  the  doctor  wishes  to  take  precautions 
against  disseminating  the  serum  hepatitis  in 
his  office,  he  must  set  a limit  of  at  least  ten 
minutes  for  the  boiling  of  needles,  lancets 
and  instruments.  The  irradiation  of  plasma 
by  ultra-violet  light  is  ineffective. 

Clinically,  the  infectious  type  has  an  in- 
cubation period  of  several  weeks  and  has  an 
onset  with  gastrointestinal  symptoms  as 
well  as  those  of  a constitutional  nature. 
Serum  hepatitis  has  an  incubation  period  of 
80-120  days,  has  more  insidious  onset  at  first 
without  fever,  but  at  times  severe  systemic 
manifestations  of  malaise,  headache,  ano- 
rexia, arthralgias  and  at  times  urticaria  and 
less  common  skin  lesions.  Later  in  both 
types  there  is  fever,  jaundice,  tender  hepato- 
megaly, in  some  splenomegaly  and  lympha- 
denopathy.  The  course  may  be  mild  and 
there  are  sub-clinical  instances  of  proven 
disease,  as  shown  by  liver  function  studies. 
Death  due  to  liver  failure  may  occur;  con- 
valescence in  others  is  prolonged. 

Since  viral  hepatitis  may  lead  to  much 
morbidity,  and  even  death,  the  physician 
should  use  every  precaution  to  avoid  trans- 
mitting the  disease  from  person  to  person. 
Human  blood,  plasma  and  serum,  no  matter 
how  prepared,  have  been  the  most  common 
source  of  homologous  serum  hepatitis.  Be- 
cause it  has  been  shown  that  persons  having 
had  hepatitis  may  be  carriers  of  the  virus 
for  years,  the  American  Red  Cross  in  its 
blood-procurement  program  has  eliminated 
those  having  had  jaundice  from  their  donor 
lists.  Hepatitis  has  been  traced  to  human 
thrombin  used  to  control  bleeding.  In  the 
physician’s  office,  in  hospitals  and  clinics 
the  transmission  of  serum  hepatitis  has 
been  in  the  main  by  needles  and  lancets. 
It  has  been  shown  that  only  0.01  cc.  of 
infected  serum  contains  enough  of  the  virus 
to  infect  the  recipient.  Therefore  the 
use  of  multiple  injection  technic,  even  with 
change  of  needles,  is  dangerous.  Epidemics 
of  serum  hepatitis  have  been  traced  to  this 
technic.  The  syringe  loaded  with  vaccine 
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may  be  contaminated  by  aspiration  of  serum 
while  pulling  on  the  plunger  to  avoid  veni- 
puncture. Therefore  the  mere  changing 
of  needles  does  not  insure  against  infection. 
Needles  must  be  sterilized  by  no  less  than 
ten  minutes  of  boiling. 

Serum  hepatitis  has  been  shown  to  be' 
transmitted  by  lancets  or  other  instruments 
used  in  finger  puncture  for  blood  counts. 
Alcohol  is  inadequate  for  the  sterilization  of 
such  equipment,  especially  since  it  coagu- 
lates the  serum  or  blood  with  enclosed  virus 
to  be  transmitted  to  the  next  patient  who  is 
stuck.  The  only  way  the  laboratory  tech- 
nician, nurse  or  physician  can  play  safe  is 
to  have  an  ample  supply  of  Bard-Parker 
blades,  let  us  say,  to  use  one  for  one  patient 
only,  and  then  boil  the  whole  lot  for  ten 
minutes. 

Not  only  should  our  index  of  suspicion  for 
this  disease  be  raised,  but  we  should  be  sure 
our  injection,  venipuncture  and  finger-stick 
technics  are  safe  for  our  patients. 

R.  H.  K. 

* 

IS  THE  TREND  TOWARD  SOCIALISM 
A SYMPTOM  OF  SENESCENCE? 

The  physician  may  view  the  body  politic 
much  as  he  does  the  human  body  since  the 
diathesis  of  the  aggregate  may  be  much  like 
that  of  its  parts. 

The  human  body  in  its  life  span  from  in- 
fancy to  death  in  advanced  years  passes 
through  a number  of  periods  characterized, 
in  general,  by  anticipated  physical  and  men- 
tal attributes.  Within  limits  we  as  physi- 
cians can  predict  the  characteristics  of  the 
seasons  of  life.  At  birth  there  begins  the 
period  of  gradual  development  and  growth 
continuing  through  infancy  and  childhood. 
Then  comes  the  time  of  harum-scarum 
youth,  a time  free  of  judgment,  but  not  of 
fearlessness  and  carelessness, — in  these  days 
the  time  of  reckless  and  abandoned  automo- 
bile driving.  With  maturity,  judgment  be- 
gins to  come  into  its  own,  but  still  there  is 
a certain  joy  in  taking  a risk,  the  age  which 
provides  the  good  combat  pilot, — the  time 
of  virility  and  the  days  filled  with  the  joy 
of  living.  Then  come  the  years  in  which, 
with  increasing  judgment  and  experience, 
most  men  become  more  conservative.  Cau- 


tion replaces  or  modifies  the  spirit  to  gamble 
or  to  take  a chance  either  with  life  or  limb, 
or  in  business  or  finance.  But  it  is  the  most 
productive  period,  the  drive  and  libido  (in 
the  non-sexual  sense)  are  at  their  height. 
This  period  has  been  likened  by  the  poets  to 
the  Summer  of  life.  With  its  passage  into 
the  Fall  years  thoughts  turn  to  security  for 
the  ensuing  years, — thoughts  incompatible 
with  “taking  a chance.”  The  stocks  are  now 
hedged  with  bonds;  the  business  is  not  ex- 
panded. In  other  words,  the  storm  windows 
are  put  up,  the  storm  doors  put  on  and  the 
house  banked  against  the  coming  Winter. 

Then  comes  the  Winter,  the  years  of  old 
age  and  retirement.  Now  with  the  life’s 
work  behind  him,  the  retired  man  has  his 
security,  he  sits  on  the  porch  in  the  rocking 
chair  or  dozes  in  the  sun  on  the  sands  of 
Florida. 

Monarchic  government  in  general  pro- 
vides through  its  line  of  succession  a type 
of  rule  whereby  the  pater  familias  takes  all 
the  responsibility  for  his  people.  Democ- 
racy may  be  likened  to  the  independent  life 
of  the  citizen  unit  of  the  body  politic. 

The  birth  of  democracy  may  be  benign  as 
in  England  as  the  result  of  economic  factors. 
It  may  be  a more  traumatic  lower  forceps 
delivery  as  in  our  Revolutionary  War,  and 
be  a still  more  lacerating  high  forceps  deliv- 
ery as  in  the  French  Revolution. 

The  early  decades  of  our  republic  were  the 
expected  days  of  adjustment,  coordination 
and  integration  among  the  divergent  groups 
in  the  thirteen  states— days  of  learning  to 
walk  alone,  and  yet  to  get  along  with 
our  neighbors.  Then  came  the  adventure- 
some days, — the  expansion  westward, — the 
crossing  of  the  Appalachians  and  the  open- 
ing of  the  Northwest  Territory.  The  exu- 
berant decades  of  westward  expansion  end- 
ed when  the  wilds  were  conquered.  These 
decades  gradually  gave  way  to  a more  ma- 
ture consolidation  of  what  had  been  gained 
in  the  expansion, — still  having  a young  out- 
look, however,  in  the  willingness  to  gamble 
for  high  stakes.  These  were  the  days  of  the 
railroad  barons,  the  oil  kings  and  the  princes 
of  steel.  But  the  people  of  our  democracy 
saw  that  the  wild  gambling  for  great  for- 
tunes in  these  laissez  faire  days  were  waste- 
ful, possibly  dangerous  to  the  health  of  the 
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body  politic  and  thus,  as  with  the  individual 
citizens,  our  Democracy  moved  into  the 
Summer  of  life,  more  conservative  and  cau- 
tious. Labor  unions  limited  the  exploitation 
of  labor.  Anti-trust  laws  forbade  reckless 
disregard  for  other  members  of  society 
(competitors),  and  capital  in  its  investments 
and  industrial  expansion  became  more  or- 
derly and  lost  much  of  the  air  of  gambling 
casinos. 

The  catastrophic  illnesses  of  two  World 
Wars  and  a depression  have  possibly  hurried 
our  Democracy  upon  the  path  of  aging  to  the 
Fall  of  life.  The  prodromata  of  this  season 
of  the  Democracy’s  life  could  be  noted  first 
after  World  War  I.  The  symptoms  and 
signs  of  aging  have  developed  certainly, 
with  progression  in  the  succeeding  decades, 
so  that  now  this  period  of  life  is  well  estab- 
lished. Our  society  has  asked  for  and  is 
receiving  more  and  more  protection  and 
security  in  all  activities  and  walks  of  life. 
This  is  demanded  as  avidly  as  the  man  in 
his  sixth  decade  attempts  to  assure  himself 
of  a steady  income  a dacade  or  more  hence. 

Thereby  it  seems  that  we  as  a people  have 
reached  the  Fall  season  of  our  Democracy, 
analogous  to  the  Fall  in  the  life  of  the  indi- 
vidual citizen. 

Alex  de  Tocqueville,*  a young  French  lib- 
eral, with  the  background  of  the  French 
Revolution  roamed  the  United  States  for 
one  year,  1831-32.  In  the  year  1835  he  pub- 
lished a book  entitled  “Democracy  in  Amer- 
ica,” analyzing  democracy  in  its  many  facets 
and  predicting  the  course  of  such  a form  of 
government.  He  wrote: 

“I  think,  then,  that  the  species  of  oppression  by 
which  democratic  nations  are  menaced  is  unlike 
anything  that  ever  before  existed  in  the  world.  . . . 
Above  this  race  of  men  stands  an  immense  and 
tutelary  power,  which  takes  upon  itself  alone  to 
secure  their  gratifications  and  to  watch  over  their 
fate.  ...  It  provides  for  their  security,  foresees 
and  supplies  their  necessities,  facilitates  their 
pleasures,  manages  their  principle  concerns,  directs 
their  industry,  regulates  their  descent  of  property 
and  subdivides  their  inheritances:  what  remains, 
but  to  spare  them  all  the  care  of  thinking  and  all 
the  trouble  of  living?  ...  It  circumscribes  the  will 
within  a narrow  range  and  gradually  robs  man  of 


*de  Tocqueville,  Alexis:  Democracy  in  America, 
(The  Henry  Reeve  text  revised  by  Phillips  Brad- 
ley). New  York,  Alfred  A.  Knopf,  1948.  Two 
volumes. 


all  uses  of  himself.  The  principle  of  equality  has 
prepared  men  for  these  things;  it  has  predisposed 
men  to  endure  them  and  often  to  look  on  them 
as  benefits.  . . . Every  man  allows  himself  to  be 
put  into  leading-strings,  because  he  sees  that  it  is 
not  a person  or  class  of  persons,  but  the  people  at 
large  who  hold  the  end  of  his  chain.  . . . 

' “By  this  system  the  people  shake  off  their  state 
of  dependence  just  long  enough  to  select  their 
master  and  then  relapse  into  it  again.  . . . Many 
persons  are  quite  contented  with  this  sort  of  com- 
promise between  administrative  despotism  and  the 
sovereignty  of  the  people;  and  think  they  have 
done  enough  for  the  protection  of  individual  free- 
dom when  they  have  surrendered  it  to  the  power 
of  the  nation  at  large.” 

Does  this  prognosis  made  by  a student  of 
government  over  a century  ago  apply  to  the 
events  of  the  past  two  or  three  decades?  If 
such  a man  could  predict  the  course  of 
events  as  accurately  as  we  can  predict  the 
changes  of  senescence,  one  might  need  to 
agree  that  the  change  to  socialism  is  inevita- 
ble,— an  aging  process  to  which  a democracy 
is  subject.  The  rate  of  change  might  be 
modified  by  space  and  nutrition, — in  terms 
of  frontiers  and  national  resources, — so  well 
shown  in  Great  Britain  at  the  moment.  In- 
evitably then  we  may  need  to  look  forward 
to  the  Winter  years, — socialism,  the  state  of 
degeneration  when  security  is  complete. 
Then  Death  must  be  faced.  What  the  re- 
birth will  reveal,  future  generations  only 
will  know  for,  as  de  Tocqueville  says, — “the 
nation,  weary  of  its  representatives  and  of 
itself,  would  create  freer  institutions  or  soon 
return  to  stretch  itself  at  the  feet  of  a single 
master.” 

Some,  even  among  our  profession,  say  if 
this  stage  of  degeneration  is  inevitable,  why 
combat  it, — saying  in  effect  with  Goethe, 
“learn  to  grow  old  gracefully.”  This  is  con- 
trary to  our  whole  philosophy  as  physicians. 
We  of  the  medical  profession  are  devoting 
more  and  more  of  our  time  and  energy  to 
combating  and  postponing  the  wear  and  tear 
of  years,  otherwise  why  the  prostatectomies, 
the  removal  of  cancers,  the  treatment  of  the 
complications  of  arteriosclerosis! 

We  as  a profession  through  training  and 
thought  devote  our  lives  to  the  prevention 
and  cure  of  disease  and  the  prolongation  of 
life.  We  then  must  be  the  last  to  give  up 
when  senescence  becomes  apparent  in  the 
body  politic.  This  means  that  we  must  lend 
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our  weight  to  whatever  therapeutic  and 
preventive  measures  come  to  hand. 

R.  H.  K. 

* 

CHANGING  METHODS  IN 
MEDICAL  EDUCATION 

Elsewhere  in  the  Journal  appears  a de- 
scription of  the  unique  and  interesting  ex- 
periment being  conducted  in  the  educational 
program  of  the  fourth  year  students  at  the 
University  of  Tennessee  College  of  Medi- 
cine. This  is  the  experience  being  given 
them  in  the  General  Practice  Clinic.  Since 
it  takes  some  four  or  five  years  of  experience 
with  any  curricular  change  before  a bal- 
anced evaluation  can  be  made,  medical  edu- 
cators will  await  the  verdict  from  this  ex- 
periment with  great  interest. 

Experimentation  with  the  medical  cur- 
riculum is  nationwide  at  the  present  time, 
alterations  being  toyed  with  in  many 
schools.  The  advances  in  the  science  of 
medicine  and  their  application  to  practice 
were  so  rapid  during  the  twenties  and  thir- 
ties that  many  educators  pointed  to  the  dan- 
gers of  medical  teaching  becoming  so  in- 
volved in  the  science,  that  the  art  of  medi- 
cine and  the  patient  were  being  relegated  to 
a secondary  place.  Thus,  just  before  World 
War  II,  committees  were  established  here 
and  there  to  consider  this  problem  and  to 
explore  possible  curricular  changes  to  com- 
bat the  trend.  With  the  War,  accelerated 
schedules  and  depleted  teaching  staffs,  pro- 
posed changes  had  to  be  postponed.  Now, 
the  last  several  years  have  seen  the  delayed 
application  of  proposals  made  some  years 
ago.  The  next  few  years  will  carry  much 
discussion  concerning  the  relative  merits  of 
the  current  experiments. 

The  final  measure  of  curricular  changes 
must  lie  in  the  graduating  student,  his  per- 
formance in  the  intern  year,  possibly  in  the 
assistant  residency  and  ultimately  as  a doc- 
tor,— as  a doctor  not  only  in  his  first  years 
in  practice  but  as  a doctor  a decade  or  two 
decades  hence.  That  medicine  is  not  static 
is  so  well  illustrated  in  the  reminiscent  pa- 
per appearing  on  the  first  page  of  this  issue. 

Whatever  plan  of  teaching  is  used,  certain 
objectives  must  be  kept  in  mind.  Teaching 
a medical  student  how  to  do  things  in  1952 
is  not  the  ultimate  in  education.  This  meth- 


od may  produce  an  automaton  (dependent 
upon  the  intrinsic  make-up  of  the  student). 
The  instructor  must  always  keep  before  the 
student  the  ‘why  and  wherefore’  in  diagno- 
sis and  treatment,  in  terms  of  pathology 
and  disturbed  physiology  and  biochemistry. 
Only  in  this  way  can  the  good  doctor  of  the 
future  be  graduated.  How  else  can  the  doc- 
tor rationally  apply  new  methods  unheard 
of  at  the  time  of  graduation,  or  be  critical  of 
the  pharmaceuticals  left  on  his  desk  by  the 
detail  man  in  the  decades  of  the  future! 

Therefore  all  of  us  interested  in  medical 
education  and  experimenting  with  new 
methods  must  not  lose  sight  of  our  main 
objective,  the  production  of  a thinking  doc- 
tor. 

R.  H.  K. 


Dr.  Adolphus  Farris  Paschall  died  Satur- 
day night,  October  18,  1952,  at  his  home  in 
Puryear.  Dr.  Paschall  had  been  in  poor 
health  for  several  months.  Aged  85. 

Dr.  Joseph  Conyers  of  Gates,  Tennessee, 
died  Wednesday,  October  8,  1952,  en  route 
to  a Memphis  hospital  after  having  received 
gunshot  wounds  suddenly. 

Dr.  Ernest  M.  Smith,  Selmer,  died  in  his 
home  on  Wednesday,  October  8,  1952,  after 
an  illness  of  several  months.  Aged  63. 

Dr.  H.  L.  Armstrong,  Somerville,  died  sud- 
denly at  his  own  clinic  October  4,  1952.  Dr. 
Armstrong  had  practiced  medicine  in  Fay- 
ette County  for  35  years.  He  was  associated 
with  his  son.  Dr.  John  L.  Armstrong,  in  the 
Armstrong  Clinic.  Aged  64. 

Dr.  J.  F.  Gallagher,  Nashville,  died  on  Oc- 
tober 21,  1952,  of  a cerebral  hemorrhage  at 
his  home.  Dr.  Gallagher,  native  of  Nash- 
ville, had  practiced  medicine  in  his  home 
city  for  nearly  half  a century.  Dr.  Galla- 
gher was  a former  Secretary-Editor  of  the 
Tennessee  State  Medical  Association.  His 
hobbies  were  music  and  flowers.  Aged  68. 

Dr.  Louis  Levy,  Memphis,  EENT  special- 
ist and  community  leader,  died  at  his  home 
in  Parkview  Hotel  on  Monday,  October  20, 
1952,  of  a heart  attack.  Dr.  Levy  was  the 
founder  of  the  Memphis  Eye,  Ear,  Nose  and 
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Throat  Hospital.  He  was  a former  president 
of  the  Memphis  Symphony  Society  and 
sponsor  of  the  Memphis  Symphony  Orches- 
tra. Aged  63. 

Dr.  L.  C.  Olin,  Maryville,  died  Wednesday, 
October  22,  1952,  suddenly  in  his  sleep.  Aged 
54. 

Dr.  John  Milton  Curry  died  at  his  home  in 
Donelson,  September  21,  1952.  Dr.  Curry 
was  a member  of  the  staff  of  the  Tennessee 
Hospital  for  the  Feeble  Minded.  Prior  to 
joining  the  staff  for  the  hospital,  Dr.  Curry 
practiced  medicine  for  42  years  in  Hardiman 
and  Madison  Counties.  Aged  70. 


PROGRAMS  AND  NEWS  Ol 
MEDICAL  SOCIETIES 


Consolidated  Medical  Assembly 

Eighty-three  members  of  the  Assembly 
with  a large  number  of  guests  from  the  sur- 
rounding territory  heard  Dr.  Alton  Ochsner 
of  New  Orleans  discuss  “Venous  Throm- 
bosis” at  a dinner  session  of  the  Assembly  in 
Jackson  on  October  7.  Dr.  John  Riddler  of 
the  Jackson  Clinic  opened  the  discussion 
which  was  participated  in  by  a large  number 
of  those  present. 

M 

Chattanooga  and  Hamilton 
Medical  Society 

The  Society  met  at  6:30  p.m.  on  the  roof 
garden  of  the  Newell  Hospital  for  a buffet 
supper  on  September  25.  Following  the 
supper,  Dr.  Edward  T.  Newell,  Jr.  discussed 
hip  fractures  and  Dr.  Harold  J.  Starr  spoke 
on  poliomyelitis.  Others  on  the  program 
were  Dr.  Gilbert  M.  Roberts,  Jr.  and  Dr. 
David  P.  McCallie. 

* 

The  Society  held  its  semi-monthly  meet- 
ing at  the  Interstate  Auditorium  on  October 
9.  Scheduled  for  this  meeting  was  a con- 
sideration of  new  by-laws  for  the  Society 
with  particular  reference  to  the  election  of 
officers.  The  scientific  program  for  the  eve- 
ning consisted  of  a talk,  a movie  and  sub- 
sequent discussions  on  the  subject  of  “The 
Physiology  of  the  Prostate.”  The  speaker 
was  Dr.  O.  B.  Murray.  Following  the  dis- 


cussion on  Dr.  Murray’s  subject,  Dr.  Arch 
Bullard  and  Dr.  Roy  Young  discussed 
“Vaginal  Hysterectomy  in  Treatment  of 
Uterine  Prolapse.”  Plans  for  the  annual 
dentist-doctors  gold  tournament  were  also 
completed  at  this  time. 

* 

Five  County  Medical  Society 

The  Society  is  sponsoring  a series  of 
monthly  lectures  in  co-operation  with  the 
Tennessee  Academy  of  General  Practice. 
At  the  September  meeting  of  the  Society, 
Dr.  Kenneth  C.  Kohlstaedt,  Chief  of  the 
Medical  Department  of  Indianapolis,  Indi- 
ana General  Hospital,  discussed  the  heart 
and  the  cardiovascular  system.  The  meet- 
ing was  held  in  the  library  of  the  Tennessee 
Polytechnic  Institute. 

* 

Knoxville  Academy  of  Medicine 

The  Academy  cooperated  with  the  East 
Tennessee  Heart  Association  by  giving  over 
its  regular  meeting  time  in  early  October 
to  cooperate  with  the  Association  in  its 
meeting  in  Knoxville.  The  afternoon  ses- 
sion of  the  joint  program  was  conducted  in 
the  Knoxville  Academy’s  building  and  the 
evening  session  was  held  in  the  Andrew 
Johnson  Hotel. 

* 

The  regular  meeting  of  the  Academy  on 
October  21st  was  held  in  the  Academy’s 
Auditorium.  Dr.  Richter  W.  Wiggall  read 
a paper  on  “Cutaneous  Manifestations  of 
Syphilis.” 

* 

Memphis  and  Shelby  County  Society 

The  Society  held  its  regular  session  on 
September  2 in  the  auditorium  of  the  Insti- 
tute of  Pathology  Building.  A list  of  ten 
new  members  of  the  Society  was  presented. 
The  scientific  session  consisted  of  a sympo- 
sium on  “The  Use  and  Abuse  of  Modern 
Drugs.”  “Antibiotics”  was  discussed  by  Dr. 
John  D.  Young,  “Cortisone  and  ACTH”  by 
Dr.  Bernard  M.  Zussman,  “Endocrine  Prep- 
arations and  Vitamins”  by  Dr.  Robert  F. 
Ackerman,  and  “Sedatives  and  Narcotics” 
by  Dr.  D.  C.  McCook 
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Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  meeting  on  October  14  was  a dinner 
meeting  held  at  Vanderbilt  University  Hos- 
pital. The  papers  presented  were:  “Present- 
Day  Concepts  and  Uses  of  Vaginal  Hysterec- 
tomys”  by  Dr.  Carl  S.  McMurray  and  “Fe- 
vers of  Unknown  Origin”  by  Dr.  J.  Cyril 
Peterson. 

A guest  speaker,  Dr.  A.  A.  Weech,  Profes- 
sor of  Pediatrics  at  the  University  of  Cin- 
cinnati School  of  Medicine,  addressed  the 
Academy  and  its  guests,  registrants  at  the 
Nashville  Medical  Assembly,  at  a dinner 
meeting  at  the  Hermitage  Hotel  on  October 
29.  His  title  was  “A  Pediatrician  Looks  at 
the  Behavior  Problems  of  Children.” 


University  of  Tennessee 
College  of  Medicine 

Training  for  General  Practice:  A Report  by  Dr. 
Paul  Williamson 

During  the  past  twelve  months  there  has 
been  in  operation  at  the  General  Practice 
Program  designed  to  give  medical  students 
an  introduction  into  the  problems  of  gen- 
eral practice  and  to  train  family  physicians, 
both  at  the  undergraduate  and  the  graduate 
level.  This  is  a brief  report  of  the  first  year 
of  operation. 

The  General  Practice  Clinic,  an  under- 
graduate clinic  designed  for  eleventh  and 
twelfth  quarter  students,  has  now  been  in 
operation  since  September,  1951.  The  clinic 
is  so  designed  that  it  resembles  as  nearly 
as  possible  a better-than-average  rural  gen- 
eral practitioner’s  office.  Young  men  are 
allowed  to  do  their  own  minor  surgery,  they 
are  afforded  a relatively  complete  labora- 
tory, X-ray,  BMR,  EKG  and  numerous  other 
diagnostic  and  therapeutic  instruments.  Pa- 
tients are  seen  in  this  clinic  without  pre- 
selection so  that  the  medical  student  gets  a 
reasonable  cross  section  of  out-patient  prac- 
tice. 

The  student  is  not  urged  to  watch  mem- 
bers of  the  General  Practice  Staff  do  the 
work  of  medicine,  but  serves  the  function  of 
the  general  practitioner  himself.  He  is 


urged  to  do  whatever  procedure  comes  with- 
in the  realm  of  his  training,  and  he  is  helped 
to  coordinate  the  medical  knowledge  he 
gained  in  the  various  specialty  clinics  in 
preceding  years.  He  is  told  repeatedly  that 
the  patient  is  a person,  not  a carrier  of  dis- 
ease and  that  his  success  in  medical  practice 
will  be  measured  directly  by  his  ability  to 
consider  patients  as  people. 

The  clinic  is  staffed  entirely  by  general 
practitioners  and  is  operated  daily  by  medi- 
cal students  under  the  supervision  of  active 
family  physicians.  The  standard  of  practice 
shown  by  these  young  men  is  good.  In  most 
instances,  patients  have  been  quite  ade- 
quately cared  for  and  there  has  been  a defi- 
nite gain  in  understanding  by  the  medical 
student.  Most  of  the  students  like  the  clinic 
though  there  has  been  dissent  on  the  part  of 
a few.  Most  have  indicated  that  they  feel 
that  the  training  is  valuable. 

During  the  past  few  months,  a home  call 
service  has  been  operated  under  the  super- 
vision of  the  general  practice  staff.  Begin- 
ning early  in  his  training  the  student  se- 
lects a family  toward  whom  he  agrees  to 
perform  all  the  duties  of  family  physician. 
For  one  calendar  year  he  occupies  a position 
of  responsibility  toward  this  family.  It  is 
his  task  to  call  at  the  home  periodically,  to 
make  such  medical  calls  as  may  be  request- 
ed by  any  member  of  the  family,  to  see  the 
patients  in  the  clinics,  the  emergency  room, 
and  to  arrange  for  hospitalization  if  he 
thinks  it  necessary. 

The  most  important  concept  in  this  pro- 
gram has  been  that  of  responsibility  for  the 
individual  student.  The  work  is  not  con- 
ducted in  such  fashion  that  he  is  allowed  to 
watch  the  practice  of  medicine;  rather,  he 
subserves  all  the  functions  of  the  family 
doctor.  A member  of  the  general  practice 
staff  is  available  to  him  day  and  night  to 
help  wherever  necessary,  but  such  help  is 
given  purely  on  a request  basis. 

Perhaps  the  most  pleasing  point  in  the 
relationship  between  general  practitioners 
and  students  has  been  the  fact  that  the  G.  P. 
has  shown  a definite  ability  to  come  down 
to  the  student  level  and  to  attack  with  him 
a common  problem.  Many  good  friendships 
are  growing  up  between  medical  students 
and  general  practitioners  of  our  staff. 
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There  has  been  developed  a night  service 
clinic  which  runs  from  four  o’clock  in  the 
afternoon  until  midnight  each  day,  operated 
by  interns  and  residents  under  the  supervi- 
sion of  the  general  practice  staff.  Intern 
training  in  this  clinic  has  been  a means  of 
illustrating  to  these  young  physicians  the 
field  of  competence  of  the  general  practi- 
tioner, his  policy  and  plan  of  medical  work. 
This  is  one  of  the  busiest  clinics  in  the  insti- 
tution. 

A member  of  the  general  practice  staff 
serves  in  the  emergency  and  admitting 
rooms  of  the  medical  center  from  seven  in 
the  morning  until  midnight  each  night.  Dur- 
ing the  intervening  hours  one  member  is  on 
call.  While  he  is  requested  not  to  interfere 
with  the  judgment  of  the  interns  and  resi- 
dents unless  he  feels  it  to  the  best  interest 
of  the  patient  to  do  so,  the  general  physician 
has  final  decision  as  to  the  disposition  of  all 
emergency  and  admittance  cases.  We  be- 
lieve this  to  be  the  first  instance  in  the 
country  in  which  a major  medical  center 
depends  upon  an  active  general  practice  staff 
for  all  emergency  and  admitting  room  care. 
It  has  proven  most  satisfactory  and,  in  many 
instances,  has  gained  a rappaport  between 
the  trainee  and  the  general  practitioner 
which  we  believe  will  be  valuable  in  the 
future. 

A postgraduate  program  for  general  prac- 
titioners consisting  of  individual  postgrad- 
uate courses  has  been  organized  by  the  gen- 
eral practice  staff.  These  men  are  brought 
into  the  medical  center  for  varying  periods 
of  time  and  serve  essentially  as  residents  on 
the  various  specialty  services  along  with 
spending  some  teaching  time  in  the  general 
practice  clinics.  The  courses  are  scheduled 
on  an  individual  basis  and  are  designed  to 
embrace  the  material  that  the  practitioner 
wishes  to  cover.  A number  of  postgraduate 
trainees  have  gone  through  these  courses 
and  almost  without  exception  have  ex- 
pressed the  opinion  that  they  serve  the 
needs  of  the  general  practitioner  better  than 
many  of  the  lecture  courses  which  are  cur- 
rently available. 

In  addition  to  these  teaching  functions, 
the  General  Practice  Office  is  rapidly  be- 
coming a nationwide  clearing  house  for 
general  practice  thought.  The  office  has 


been  appointed  national  coordinator  for  all 
audiovisual  education  for  the  American 
Academy  of  General  Practice  and,  at  this 
time,  has  an  extensive  audiovisual  program 
in  the  formative  stage. 

An  information  dissemination  service  has 
been  organized  on  a nationwide  basis,  and 
various  problems  of  general  practice  are 
constantly  submitted  to  this  office  for  com- 
ment. At  the  time  of  this  writing,  there  has 
not  been  one  unanswered  inquiry  nor  one 
problem  that  has  gone  unchecked  by  this 
information  dissemination  service. 

A research  survey  is  now  under  way  to 
determine  ways  and  means  of  getting  better 
help  to  the  rural  family  physician.  At  pres- 
ent, we  are  exploring  the  possibility  of 
training  men  as  what  we  call  “clinical  asso- 
ciates.” As  our  program  now  stands,  these 
men  will  have  an  approximate  two-year 
course  covering  medical  economics,  medical 
business  administration,  X-ray,  laboratory, 
physiotherapy,  and  minor  clinical  proce- 
dures which  may  be  done  by  personnel  other 
than  the  physician.  It  is  far  too  early  to 
estimate  the  success  of  this  program,  but  we 
believe  that  some  such  type  of  personnel 
may  be  developed  to  be  of  great  aid  to  the 
practicing  physician. 

A research  program  in  the  evaluation  of 
certain  drugs  has  been  under  way  by  the 
general  practice  staff  during  the  past  several 
months.  No  extremely  complicated  re- 
search is  contemplated  by  the  members  of 
this  staff,  but  some  of  the  clinical  evalua- 
tions now  in  our  files  have  been  labeled  as 
excellent  observational  work,  done  solely 
by  general  practitioners. 

There  ai'e  now  under  consideration  three 
other  developments  by  the  general  practice 
staff  which  will  serve  to  emphasize  the  fam- 
ily physician.  The  general  practice  staff  is 
certainly  one  of  the  most  active  groups  in 
the  University  of  Tennessee  and  has  sub- 
stantiated, to  a great  extent,  the  contention 
that  the  general  practitioner  can  make  a 
valuable  contribution  to  the  medical  school 
and  that  he  has  a place  in  medical  education. 

This  report  is  submitted  not  alone  in 
pride  for  the  work  accomplished  by  this 
staff  but  in  proof  that  general  practitioners 
are  willing  and  able  to  shoulder  their  full 
load  in  leading  the  way  toward  new  and 
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better  medical  education,  and  consequently 
toward  a higher  standard  of  medical  prac- 
tice. 

★ 

East  Tennessee  Heart  Association 

The  Association  had  its  second  annual 
Heart  Symposium  in  cooperation  with  the 
Knoxville  Academy  of  Medicine.  The  meet- 
ing was  held  at  the  Andrew  Johnson  Hotel 
on  October  7,  1952.  Guest  speakers  were 
Dr.  Stanley  Gibson  of  Chicago  and  Dr.  Rob- 
ert P.  Glover  of  Philadelphia. 

* 

The  Central  Association  of  Obstetricians 
and  Gynecologists 

The  Association  held  its  annual  meeting 
in  Memphis  October  30-November  1 with 
headquarters  at  the  Peabody  Hotel.  The 
Memphis  Obstetrical  and  Gynecological  So- 
ciety hosted  more  than  four  hundred  physi- 
cians from  thirty-seven  states  who  attended. 
Dr.  W.  T.  Black,  Jr.,  was  chairman  of  local 
arrangements. 

* 

Neuropsychiatric  Association 

The  28th  annual  convention  of  the  Central 
Neuropsychiatric  Association  was  held  in 
Nashville  on  October  17-18  with  headquar- 
ters in  the  Andrew  Jackson  Hotel.  The  pro- 
gram was  sponsored  by  the  psychiatrists, 
neurologists  and  neurosurgeons  of  the  host 
city.  Three  Nashville  members  of  the  Asso- 
ciation are  Dr.  Frank  H.  Luton,  Dr.  William 
F.  Orr,  Jr.,  and  Dr.  Eric  Bell. 

* 

Postgraduate  Medical  Study 

The  schedule  of  the  postgraduate  course 
in  Internal  Medicine  and  Circulatory  Dis- 
eases for  Circuit  VII  has  been  completed. 
The  first  lectures  will  be  held  the  week  of 
December  1 to  5,  inclusive,  at  the  following 
centers. 

Center 
Clarksville 
Gallatin 
Nashville 
Springfield 
Dickson 


The  Postgraduate  Committee  office  has  al- 
ready received  a number  of  registrations  for 
the  next  circuit.  Mr.  Cummings,  the  Field 
Director,  will  work  in  these  areas  during 
November  completing  the  registration. 

Dr.  John  F.  Dee,  the  instructor,  is  giving 
a very  practical  course  and  one  which  is 
being  enjoyed  by  all  enrolling  for  the  course. 

* 

Knoxville  Surgical  Society 

The  Society  was  addressed  last  month  by 
Dr.  Harwell  Wilson  of  Memphis  on  the  sub- 
ject “Surgical  Implications  of  Sickle  Cell 
Anemia.”  The  meeting  was  held  at  the  An- 
drew Johnson  Hotel  and  was  attended  by  a 
large  number  of  surgeons  in  Knoxville  and 
the  surrounding  areas.  Dr.  Robert  Newman 
is  president  of  this  society. 

* 

Central  State  Hospital 

Dr.  Oscar  S.  Hauk,  Superintendent  of  Cen- 
tral State  Hospital,  announced  the  celebra- 
tion of  the  One  Hundredth  Anniversary  of 
Central  State  Hospital.  The  following  pro- 
gram will  be  given  on  Monday,  December  1: 

Morning  Session 

Welcoming  Address  by  Dr.  John  B.  You- 
mans,  Nashville. 

Historical  Background  of  Central  State  Hos- 
pital by  Dr.  Frank  H.  Luton,  Nashville. 
Factors  Influencing  the  Dischai'ge  of  Pa- 
tients from  State  Hospitals,  Dr.  William 
F.  Orr,  Jr.,  Nashville. 

Progress  in  Hospital  Treatment,  by  Dr.  Os- 
kar Diethelm,  Cornell  University,  New 
York. 

Luncheon  speaker  will  be  The  Honorable 
Gordon  Browning,  Governor  of  Tennessee. 

Afternoon  Session 

Present  Status  of  Treatment  in  State  Hos- 
pitals by  Dr.  Daniel  Blain,  Medical  Direc- 
tor, American  Psychiatric  Association. 
The  Enduring  and  the  Ephemeral  in  Psychi- 

Lecture  Hall 

Sumner  County  Health  Center 
Sumner  County  Health  Center 
Academy  Hall,  Doctors  Building 
Springfield  Hospital 
Dickson  County  Health  Department 


Date 

Time 

Monday,  December  1 

7:30 

P.M. 

Tuesday,  December  2 

7:30 

P.M. 

Wednesday,  December  3 

8:00 

P.M. 

Thursday,  December  4 

7:00 

P.M. 

Friday,  December  5 

8:00 

P.M. 
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atry  During  the  Past  Century  by  Dr. 
Gregory  Zilboorg,  Chairman,  Committee 
on  History  of  Psychiatry,  American  Psy- 
chiatric Association. 

* 

Tennessee  Chapter,  College  of  Surgeons 

The  Tennessee  Chapter  of  the  American 
College  of  Surgeons,  which  was  organized 
in  Knoxville  during  the  annual  meeting  of 
the  Association  last  April,  held  its  first  Sci- 
entific Session  in  Nashville  on  October  28, 
1952. 

The  program  which  was  presented  in  the 
amphitheater  of  the  Vanderbilt  University 
Hospital  was  opened  with  a panel  discussion 
on  “Surgery  of  the  Heart.”  The  moderator 
for  this  discussion  was  David  Strayhorn, 
M.D.,  and  the  collaborators  were  H.  William 
Scott.  M.D.,  Elliott  Newman,  M.D.,  Mildred 
Stahlman,  M.D.,  and  Rollin  A.  Daniel,  M.D. 

Following  this  panel  discussion  was  a 
symposium  on  “Trauma.”  The  various  stud- 
ies on  this  subject  explored  by  William 
Meacham,  M.D.,  who  discussed  “Care  of 
Acute  Head  Injuries”;  Walter  Diveley,  M.D., 
whose  subject  was  “Acute  Chest  Injuries”; 
Sam  Prevo,  M.D.,  who  explained  “Injuries 
to  the  Extremities  with  Emphasis  on  Early 
Treatment  of  Fractures”;  and  James  A.  Kirt- 
ley,  Jr.,  M.D.,  who  concluded  the  symposium 
with  “Management  of  Traumatic  Arterial 
Emergencies.” 

The  program  for  the  afternoon  session  was 
presented  by  Dr.  Cecil  Newell,  M.D.,  of 
Chattanooga,  Tennessee,  who  discussed  “The 
Use  of  Wire  Mesh  in  Surgery.”  His  discus- 
sion was  followed  by  James  L.  Southworth, 
M.D.,  of  Knoxville,  Tennessee,  whose  sub- 
ject was  “Artificial  Circulation  for  Intra- 
cardiac Surgery.”  Following  these  speakers, 
the  business  session  was  held  at  which  time 
the  presentation  of  the  charter  was  made  by 
Prather  Saunders,  M.D.,  who  came  from  the 
home  office  of  the  American  College  of  Sur- 
geons in  Chicago. 

A recess  was  then  held  and  the  afternoon 
discussions  were  presented  as  follows:  John 
Burch,  M.D.,  of  Nashville,  Tennessee,  who 
discussed  “Problems  Related  to  Hysterect- 
omy”; Harwell  Wilson,  M.D.,  of  Memphis, 
Tennessee,  who  discussed  “Stricture  Com- 


mon Bile  Duct:  Prevention  and  Treatment”; 
and  finally  Oliver  DeLozier,  M.D.,  of  Knox- 
ville, Tennessee,  who  concluded  the  after- 
noon session  with  “Aureomycin  in  Preoper- 
ative Preparation  of  Vagina.” 

A dinner  meeting  at  the  Hermitage  Hotel 
was  opened  by  remarks  from  President  R.  L. 
Sanders,  M.D.,  of  Memphis,  Tennessee.  The 
guest  speaker  for  the  evening  was  Ropert  B. 
Turnbull,  Jr.,  M.D.,  from  Cleveland,  Ohio, 
who  chose  for  his  subject  “Surgical  Treat- 
ment of  Ulcerative  Colitis.” 

The  Executive  Council  met  in  a business 
session  on  the  evening  of  October  27.  Mem- 
bers of  this  council  are:  President,  R.  L. 
Sanders,  M.D.,  of  Memphis;  Vice-President, 
E.  T.  Newell,  M.D.,  of  Chattanooga;  Secre- 
tary-Treasurer, H.  Dewey  Peters,  M.D.,  of 
Knoxville.  The  Councilors  are  L.  W.  Ed- 
wards, M.D.,  of  Nashville;  Hiram  A.  Laws, 
M.D.,  of  Chattanooga;  David  H.  Waterman, 
M.D.,  of  Knoxville.  The  Governors  are  as 
follows:  John  C.  Burch,  M.D.,  of  Nashville, 
and  C.  D.  Blassingame,  M.D.,  of  Memphis. 

* 

University  of  Tennessee 
College  of  Medicine 

Dr.  Hilde  Fielder  of  Munich,  Germany, 
has  joined  the  Department  of  Biochemistry 
as  a research  associate. 

* 

A research  grant  of  $1,500  has  been  made 
to  Dr.  James  G.  Hughes  of  the  Department 
of  Pediatrics  by  United  Cerebral  Palsy.  The 
purpose  is  to  investigate  by  the  EEG  for 
evidences  of  birth  injury  which  might  later 
be  revealed  as  palsy. 

The  Memphis  Heart  Association  has 
awarded  a grant  of  $1,500  to  Dr.  Robert 
Brown,  of  the  Department  of  Pharmacology, 
to  study  the  ability  of  the  female  sex  hor- 
mones to  produce  hypertension. 

* 

Newell  Hospital 

This  modernized  hospital  held  open  house 
for  citizens  of  Chattanooga  on  October  8. 
The  building  is  air-conditioned  and 
equipped  with  fifty  beds. 
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Dr.  Dion  A.  Greer  of  Pikeville  was  honored  on 
Sunday,  October  19,  1952,  when  more  than  a thou- 
sand Bledsoe  Countians  paid  tribute  to  the  83 
year  old  doctor  on  “Dr.  D.  A.  Greer  Day.” 

Dr.  Clarence  Shaw  and  Dr.  Foster  Hampton, 

both  of  Chattanooga,  were  scheduled  to  participate 
in  a new  series  of  radio  broadcasts  over  station 
WAGC.  The  series  is  sponsored  by  the  Chatta- 
nooga-Hamilton  County  Health  Council  in  cooper- 
ation with  the  Chattanooga-Hamilton  County  Med- 
ical Society. 

Dr.  Clyde  R.  Kirk,  Chattanooga,  has  opened 
newly  remodeled  offices  in  the  Professional  Build- 
ing. 

Dr.  Louis  A.  Killeffer  and  Dr.  Stratton  Jones, 

both  of  Harriman,  will  move  into  their  new  thir- 
teen room  office  building  in  December. 

Dr.  J.  Pervis  Milnor,  Jr.,  Memphis,  addressed  a 
recent  meeting  of  the  Memphis  Civitan  Club  on 
the  subject  of  heart  disease. 

Dr.  F.  G.  Little  of  Morristown  has  purchased  the 
interest  of  Dr.  M.  J.  Bellaire  in  the  Bellaire  Hos- 
pital and  is  now  the  sole  owner. 

Three  Nashville  physicians  have  arranged  to 
hold  office  hours  at  Mount  Juliet.  They  are  Dr. 

Walter  L.  Dively.  Dr.  Janies  W.  Ellis,  and  Dr.  C. 
W.  Woodcock. 

Dr.  A.  S.  Witherington,  Jr.,  of  the  Munford 
Clinic  plans  to  remodel  the  clinic  and  also  erect 
an  addition  to  the  clinic  building. 

Dr.  S.  D.  Sullenberger,  president  of  the  Hamblen 
County  Society,  approved  the  society  report  of  the 
Red  Cross  Blood  Program  in  a recent  issue  of  the 
Morristown  Sun. 

Dr.  Claude  C.  Snoddy  has  opened  his  office  for 
the  practice  of  medicine  at  111  South  Atlantic 
Street,  Tullahoma. 

Dr.  Jack  Adams,  Chattanooga,  gave  a radio  ad- 
dress recently  over  station  WAPO.  His  subject 
was  “Know  Your  Hospital.” 

Dr.  Milton  Adams,  Memphis,  has  been  named 
president-elect  of  the  American  Society  of  Plastic 
and  Reconstruction  Surgery.  He  was  elected  at 
the  end  of  the  group’s  four-day  meeting  at  the 
Waldorf  Astoria  Hotel  in  New  York.  He  assumes 
office  in  October  of  1953. 

Dr.  William  F.  Meacham,  Nashville,  has  been 
elected  president  of  the  Neurosurgical  Society  of 
America.  The  election  occurred  at  a meeting  of 
the  group  held  recently  at  Sea  Island,  Georgia. 

Among  the  Tennessee  physicians  elected  to  fel- 


lowship in  the  American  College  of  Surgeons  at 
its  recent  annual  meeting  in  New  York  City  were: 

Dr.  Rudolph  Matas  Landry,  Dr.  Edward  G.  John- 
son and  Dr.  George  Shelton  of  Chattanooga;  Dr. 
Henry  T.  Kirby-Smith  of  Sewanee,  Dr.  Thomas  P. 
McKee  and  Dr.  John  M.  Wilson  of  Johnson  City. 

Dr.  Sam  Lambeth,  Maryville,  has  been  appointed 
to  the  Professional  Advisory  Committee  of  the 
Tennessee  Vocational  Rehabilitation  Service. 

Dr.  Murlin  Nester  has  opened  offices  in  Law- 
renceburg  for  the  practice  of  medicine  and  sur- 
gery. Dr.  Nester  is  formerly  from  West  Virginia. 

Two  faculty  members  of  the  University  of  Ten- 
nessee College  of  Medicine  in  Memphis  received 
Distinguished  Service  Awards  at  a ceremony  held 
by  the  University  of  Chicago  on  October  3.  Dr. 
Harwell  Wilson,  professor  and  chief  of  the  Division 
of  Surgery,  and  Dr.  Frank  Whitacre,  professor  and 
chief  of  the  Division  of  Obstetrics  and  Gynecology, 
were  given  the  Distinguished  Service  certificates. 
These  awards  were  given  to  certain  former  resi- 
dents and  graduates  who  made  “outstanding  con- 
tributions in  teaching,  investigation,  and  the  prac- 
tice of  medicine.”  The  University  of  Chicago  was 
celebrating  the  Twenty-Fifth  Anniversary  of  its 
enlarged  University  Clinics. 

Drs.  Jack  Chesney  and  Felix  G.  Line  announce 
the  moving  of  their  office  from  710  West  Hill  Ave- 
nue, Knoxville,  Tennessee,  to  Room  128,  Shel- 
bourne  Towers  Apartments,  Knoxville,  Tennessee. 


BOOK  REVIEW 


Dynamic  Psychiatry:  Basic  Principles,  Vol- 
ume One.  Dynamic  Psychiatry:  Trans- 
vestism— Desire  for  Crippled  Women, 
Volume  Two.  Louis  S.  London,  M.D. 
Washington,  D.  C.,  1952,  Corinthian  Pub- 
lications, Inc.  Price  $2.00  and  $2.50. 
These  two  volumes  are  very  concise  and 
well  written.  Volume  one  presents  an  ex- 
cellent historical  account  of  the  progress 
made  in  psychotherapy  from  its  beginning 
to  modern  day  psychiatry  as  well  as  a very 
good  presentation  of  the  psychology  of  the 
Libido  with  contributions  made  by  various 
leaders  in  psychiatry. 

Volume  two  is  devoted  to  one  phase  of 
psychopathology,  — transvestion.  It  is  a 
presentation  and  discussion  of  an  unusual 
case  of  sexual  deviation  in  which  the  patient 
had  an  abnormal  interest  in  crippled  women 
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and  masqueraded  as  a male  or  female 
cripple.  It  is  concluded  by  an  analysis  of 
this  case. 

These  volumes  are  most  entertaining  and 
enlightening.  They  represent  a vast  amount 
of  research  and  study.  The  subject  is  pre- 
sented in  a very  concise  manner  without 
the  usual  elaborate  and  over  use  of  psy- 


chiatric terminology.  The  size  of  the  text 
is  misleading  since  the  subject  is  very  well 
covered  in  few  pages  with  an  adequate  bib- 
liography. They  would  be  of  value  to  any- 
one with  more  than  just  an  occasional  in- 
terest in  psychiatry. 

A.  Lawrence  White,  M.D. 

Central  State  Hospital 


ROUGH  HANDS 


FROM  TOO  MUCH  SCRUBBING? 


Soothe  rough,  dry  skin  with  AR-EX  Chap  Cream. 
Contains  healing  ingredient,  carbonyl  diamide.  Aids 
severely  chapped  and  broken  skin.  Pleasant  to  use. 
Scented  or  Unscented.  Send  for  sample. 

AR-EX  COSMETICS,  INC-  1036-J  W.  Van  Buren  St.,  Chicago  7,  lit 


GleasuUe.iu 


ON  THE  KRATZVUXE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Golumbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 


Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  MD.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 

Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 

Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 

Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 

J.  B.  Naive,  M.D.,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D.,  546  Mc- 
Callie,  Chattanooga 

Vice-President — W.  E.  Anderson,  M.D.,  Dyersburg 

Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 

Vice-President — J.  B.  Naive,  M.D.,  Knoxville 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  321-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice- Speaker— R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — Joseph  L.  Raulston,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.,  Chattanoaga 
(1954) 

Fourth  District — -Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 
(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville, 
Chairman  (1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton.  Pres. 

R.  C.  Pryse,  La  Follette,  Sec’y. 
Bedford  County 

Sara  Womack,  Shelbyville,  Pres. 
Carl  Rogers,  Shelbyville,  Sec’y. 

Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec’y. 
Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S.  Heron,  Cleveland,  Sec’y. 
Cocke  County 

Fred  Valentine.  Newport,  Pres. 

Glen  Shults,  Newport,  Sec’y. 
Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr..  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec’y. 
Cumberland  County 

R.  M.  Metcalfe,  Crossville,  Pres. 

A.  M.  Taylor,  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End, 
Nashville,  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec’y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville,  Exec.  Sec’y. 
Dickson  County 

W.  A.  Crosby,  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte,  Sec’y. 
Dyer,  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley.  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec’y. 
Franklin  County 

J.  VanBlaricum.  Cowan,  Pres. 
George  L.  Smith.  Winchester.  Sec’y. 
Giles  County 

J.  U.  Speer,  Pulaski,  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 

Dale  Brown,  Mosheim,  Pres. 

Robert  S.  Cowles,  Jr.,  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis,  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R G.  Demos,  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 
Isaac  Jones.  Paris.  Pres. 

Horace  McSwain,  Paris,  Sec’y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec’y. 

Jackson  County 

W T.  Anderson.  Gainesboro,  Pres. 

R.  C.  Gaw.  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville,  Sec’y. 
Lauderdale  County 
O.  F.  Moore,  Jr.,  Ripley,  Pres. 

C.  R.  Webb,  Ripley,  Sec’y. 

Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish,  Loretto,  Sec’y. 

Lincoln  County 

J.  V.  McRady.  Fayetteville,  Pres. 

R.  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E.  Painter,  Lafayette.  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost,  Columbia,  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 
McMinn  County 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville.  Pres. 

D.  F.  Heuer.  Sweetwater,  Sec’y. 
Montgomery  County 

Edward  R.  Atkinson,  Clarksville, 
Pres. 

Sam  N.  Doane,  Jr.,  Clarksville.  Sec’y. 
Obion  County 

R.  M.  Darnall,  Union  City.  Pres. 

H.  W.  Calhoun,  Union  City,  Sec’y. 
Overton  County 

A.  B.  Qualls.  Livingston.  Pres. 
Myrtle  Lee  Smith,  Livingston,  Sec’y. 
Putnam  County 

J.  T.  DeBerry.  Cookeville.  Pres. 
Thurman  Shipley,  Cookeville,  Sec'y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec'y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec’y. 
Rutherford  County 
William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 
Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste,  188  South  Bellevue, 
Memphis,  Sec’y. 

Robert  C.  Bird,  Executive  Secretary, 
1363  Union  Avenue,  Apt.  2. 

Smith  County 

Thayer  S.  Wilson.  Carthage,  Pres. 

L.  R.  Sloan.  Carthage,  Sec’y. 
Sullivan  and  Johnson  Counties 
Hvatt  Brown,  Kingsport.  Pres 
Charles  Harkrader,  Jr.,  Bristol, 
Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland.  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt,  Covington.  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
Washington- Carter- Unicoi  Counties 
J.  R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson,  Johnson  City,  Sec’y. 
Weakley  County 
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Symposium  on  Hypertension 

Hypertension  or  its  complications  touch  every  branch  of  medicine. 
A goodly  number  of  the  readers  of  this  symposium  themselves  suffer 
from  the  disease.  These  papers  should  prove  of  interest. 

ETIOLOGIC  FACTORS  IN  HYPERTENSION* 

E.  WHITE  PATTON,  M.D.,  Chattanooga,  Tenn. 


Hypertension  reflects  a disease  which  to- 
day is  extremely  common.  It  is  estimated 
that  15  million  people  in  the  United  States 
are  hypertensive, — approximately  one  in 
every  ten  individuals.  And  this  number  un- 
doubtedly will  increase  with  the  increasing 
longevity  of  our  population. 

In  spite  of  its  numerical  importance  and 
in  spite  of  entensive  clinical  and  experi- 
mental work,  the  pathogenesis  of  most  in- 
stances of  hypertension  remains  obscure. 
A specific  etiology  can  be  established  in  only 
approximately  5 per  cent  of  the  patients 
suffering  from  hypertensive  disease.  Even 
in  these,  though  the  cause  is  known,  the 
mechanism  of  the  production  of  hyperten- 
sion is  poorly  understood.  The  95  per  cent 
remaining  constitute  that  group  historically 
familiar  as  essential  hypertension. 

In  spite  of  the  relative  rarity  of  instances 
of  hypertension  of  known  cause,  their  im- 
portance is  great.  This  group  furnishes 
those  cases  of  hypertension  most  amenable 
to  cure.  Thus  when  a unilateral  renal 
anomaly  or  pyelonephritis  is  responsible  for 
hypertension,  nephrectomy  may  be  cura- 
tive. Likewise  the  surgical  removal  of 
adrenocortical  tumors  and  pheochromo- 
cytomas  has  resulted  in  cure  of  hypertension. 
The  surgical  correction  of  coartation  of  the 
aorta  has  yielded  similar  results. 

Etiology 

Etiologic  factors  in  the  production  of 
hypertension  can  best  be  classified  as  renal, 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 


neurogenic,  endocrine,  and  mechanical. 

Renal.  Since  the  classic  experiment  of 
Goldblatt1  in  producing  hypertension  by 
partially  constricting  the  renal  arteries, 
much  interest  has  centered  about  the  kid- 
neys as  the  primary  cause  of  hypertension. 
Experimentally  renin  and  related  pressor 
substances  have  been  demonstrated  in  renal 
hypertension.  More  recently  interest  has 
turned  to  various  pressor — depressor  sys- 
tems which  involve  not  only  renal  participa- 
tion but  hepatic  and  adrenal  as  well.  While 
much  similarity  exists  between  experi- 
mental renal  hypertension  and  essential  hy- 
pertension, it  fails  to  satisfy  as  a complete 
etiologic  basis  for  clinical  hypertension. 

Certain  hypertensions  of  known  cause 
definitely  are  of  renal  origin.  These  include 
hypertension  resulting  from  pyelonephritis, 
acute  and  chronic  glomerulonephritis,  and 
the  rare  vascular  abnormalities  resulting  in 
obstruction  to  renal  blood  flow. 

Neurogenic.  Interruption  of  the  flow  of 
neurogenic  impulses  to  vasoconstrictor  end 
organs  results  in  significant  blood  pressure 
reduction  in  certain  instances.  This  has 
been  demonstrated  by  general  anesthesia, 
sympathectomy,  heavy  sedation,  and  various 
blocking  agents  such  as  dibenamine  and 
tetraethylammonium  chloride.  These  find- 
ings suggest  that  some  hypertensives  suffer 
from  their  disease  because  of  augmented 
vasoconstrictor  nerve  activity.  This  in  turn 
may  be  the  result  of  cortico — hypothalmic 
imbalance  or  nervous  tension  mediated 
through  the  medullary  vasomotor  center. 
At  present  this  approach  fails  to  explain  all 
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hypertension  but  undoubtedly  many  pa- 
tients show  a strong  neurogenic  component. 

Endocrine.  Endocrine  factors  have  long 
been  incriminated  in  the  causation  of  hyper- 
tension. Experimentally  it  may  be  pi’o- 
duced  by  injections  of  anterior  pituitary  ex- 
tract and  by  the  administration  of  desoxy- 
corticosterone.  Clinically  the  resistance  of 
the  hypertensive  person  to  insulin,  and  the 
relationship  of  salt  metabolism  to  blood 
pressure  levels  suggest  endocrine  participa- 
tion. Yet  here  again  the  evidence  supports 
anterior  pituitary — adrenal  dysfunction  in 
some  hypertensives  but  it  is  not  a complete 
answer  to  hypertension  in  general. 

Abnormalities  of  the  endocrine  system 
give  three  of  the  most  striking  examples  of 
hypertension  of  known  cause,  namely 
pituitary  basophilism,  adrenocortical  tumors 
a n d pheochromocytomas.  Pheochromo- 
cytomas  as  a cause  of  hypertension  are 
unique  in  that  they  represent  one  of  the  few 
examples  of  a known  cause  and  known 
mechanism  of  the  production  of  hyper- 
tension. The  latter  being  the  excess  pro- 
duction of  epinephrine  or  norepinephrine  by 
the  tumor. 

Mechanical.  Mechanical  factors  in  the 
production  of  hypertension  are  expressed 
almost  exclusively  by  coarctation  of  the 
aorta.  Here  again  we  have  an  instance  of 
hypertension  of  known  cause  and  a reason- 
ably well  defined  mechanism.  Apparently 
the  aortic  constriction  and  mechanical 
impediment  to  blood  flow  is  paramount  in 
production  of  the  hypertension. 

Heredity.  An  etiologic  factor  in  hyper- 
tension which  has  received  relatively  scant 
attention  is  heredity.  For  generations  med- 
ical observers  have  noted  the  predilection  to 
cardiovascular  disease  in  certain  families. 
However,  any  serious  study  of  heredity  and 
hypertension  was  not  possible  until  the 
advent  of  the  sphygmomanometer  in  1896. 

Weitz  in  1923-  was  the  first  to  make  a 
serious  inquiry  into  hypertension  and 
heredity.  In  a study  of  82  patients  having 
essential  hypertension,  77  per  cent  had  lost 
at  least  one  parent  from  cardiovascular  dis- 
ease. In  a control  group  of  267  normo- 
tensives  only  30  per  cent  had  lost  a parent 
from  this  disorder.  He  also  measured  the 
blood  pressure  of  siblings  of  hypertensive 


patients  and  found  the  incidence  of  elevation 
significantly  higher  than  among  siblings  of 
normotensive  patients. 

Ayman3  in  1934  studied  the  blood  pres- 
sures of  1,524  members  of  277  families.  He 
found  that  in  families  whose  parents  had 
normal  blood  pressures,  the  incidence  of 
hypertension  in  the  children  was  only  3 
per  cent.  In  families  in  which  one  parent 
had  hypertension,  the  incidence  in  the  chil- 
dren rose  to  28  per  cent.  In  families  in 
which  both  parents  had  hypertension  the 
incidence  of  hypertension  in  the  children 
reached  the  impressive  level  of  46  per  cent. 

Hines4  studied  cold  pressor  test  reactions 
in  a large  number  of  normotensive  and  hy- 
pertensive individuals.  Analysis  of  the 
family  history  revealed  that  a positive 
family  history  of  cardiovascular  disease  was 
found  to  be  five  times  as  frequent  among 
hypertensive  persons,  or  in  those  who  were 
hyperreactors  to  the  cold  pressor  test  as  it 
was  among  the  normal  reactors. 

Platt5  reported  upon  116  cases  of  hyper- 
tension who  were  carefully  classified  as  to 
their  type.  In  76  per  cent  of  his  hyper- 
tensive patients  there  was  a reliable  family 
history  of  hypertension.  In  the  control 
group  of  normotensives  and  in  a small  group 
of  hypertensives  secondary  to  a known 
cause,  the  figures  were  39  per  cent  and  35 
per  cent  respectively.  These  findings  closely 
resembled  those  of  Weitz. 

These  and  other  investigators  are  of  the 
opinion  that  essential  hypertension  is  a 
hereditary  disease  and  that  hypertension  is 
conveyed  as  a medelian  dominant.  Abso- 
lute proof  of  this  opinion  is  not  possible 
from  the  limited  nature  of  the  studies  avail- 
able. 

Analysis  of  these  studies  of  hereditary  in- 
fluences on  hypertension  indicate  a relation- 
ship of  extreme  practical  value. 

If  the  hypertensive  patient  has  a positive 
family  history  of  hypertension,  the  chances 
are  almost  6 to  1 that  the  patient’s  hyper- 
tension is  essential  in  type.  On  the  other 
hand,  if  the  history  gives  strong  evidence 
against  hypertension  in  the  parents,  the 
chances  are  more  than  3 to  1 in  favor  of  a 
hypertension  secondary  to  a demonstrable 
cause.'4  This  difference  is  indeed  impressive! 
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Summary 

Various  experimental  and  clinical  studies 
on  the  pathogenesis  of  hypertension  have 
been  briefly  outlined.  While  all  represent 
some  advance  in  our  knowledge  of  the  dis- 
ease, the  hereditary  factor  offers  the  most 
practical  help  in  the  clinical  approach  to 
hypertension. 

The  striking  influence  of  family  history 
on  the  classification  of  hypertension, 
whether  essential  or  secondary  to  demon- 
strable cause,  is  of  great  aid  in  diagnosis 
and  subsequent  treatment  of  such  a patient. 
The  simple  expedient  of  obtaining  an  ade- 
quate history  may  yield  more  valuable  in- 
formation relative  to  the  classification  of  a 


hypertensive  patient  than  elaborate  and  ex- 
pensive diagnostic  studies. 
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HYPERTENSION  IN  INFANCY  AND  CHILDHOOD* 


JAMES  G.  HUGHES,  M.D.,f  Memphis,  Tenn. 

The  relative  infrequency  with  which 
arterial  hypertension  occurs  in  infancy  and 
childhood  unfortunately  has  led  to  wide- 
spread indifference  concerning  the  de- 
termination of  the  blood  pressure  of  infants 
and  children  in  health  and  disease.  Ob- 
stacles to  be  overcome  are:  (1)  variations 
in  published  figures  for  normal  pressures, 
implying  uncertainty  concerning  the  normal 
range;  (2)  difficulty  in  keeping  infants  and 
children  quiet;  (3)  difficulty  in  auscultation 
of  the  pulse  beat;  (4)  need  to  use  cuffs  of 
proper  width  for  children  of  different  ages; 
(5)  time  consumed  in  the  procedure.  As 
a result,  all  too  often  the  physician  follows 
the  line  of  least  resistance  and  simply  does 
not  determine  the  blood  pressure. 

However,  experience  amply  indicates  that 
failure  to  ascertain  blood  pressure  in  chil- 
dren often  leads  to  diagnostic  error,  some- 
times of  serious  proportions.  It  is  the  pur- 
pose of  this  paper  to  discuss  the  normal 
blood  pressure  in  infancy  and  childhood, 
and  to  point  out  some  of  the  conditions  as- 
sociated with  hypertension,  in  the  hope  that 
there  will  be  more  general  interest  in  this 
aspect  of  pediatric  practice. 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 

fFrom  the  Division  of  Pediatrics,  College  of 
Medicine,  University  of  Tennessee,  and  the  John 
Gaston  Children’s  Hospital,  Memphis. 


Determination  of  Blood  Pressure  in  Children 

In  this  determination  two  factors  deserve 
special  attention:  (1)  width  of  the  cuff  and 
(2)  an  estimation  of  nervous  tension.  It  is 
well-known  that  the  use  of  a narrow  cuff 
results  in  a falsely  high  pressure  and  an 
inordinately  wide  cuff  results  in  a falsely 
low  pressure.  The  studies  of  Robinow  and 
associates1  indicate  there  is  close  correlation 
between  intra-arterial  pressure  and  that  ob- 
tained by  the  sphygmomanometer  when  a 
cuff  of  2.5  cm.  (1  inch)  width  is  used  for 
infants  less  than  one  year  of  age,  and  a cuff 
of  9 cm.  (approximately  3V2  inches)  width 
for  those  from  one  year  to  13  years  of  age. 
Such  cuffs  are  on  the  market.  Failure  to 
have  cuffs  of  proper  size  available  accounts 
for  many  of  the  erroneous  determinations 
of  blood  pressure  in  children.  If  a cuff  of 
ordinary  width  (for  adults)  only  is  avail- 
able, one  can  get  the  best  results  by  folding 
the  cuff  so  that  it  covers  the  middle  two- 
thirds  of  the  upper  arm  of  the  child. 

A practical  method  for  determining  the 
systolic  blood  pressure  of  infants  has  been 
introduced  recently.2  It  is  based  on  the 
principle  of  compression  of  an  extremity 
to  drive  out  the  blood  and  determination  of 
the  pressure  at  which  the  blood  rushes  back 
into  the  extremity  when  the  external  pres- 
sure is  lowered.  The  extremity,  usually 
the  leg,  is  elevated  and  wrapped  tightly 
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(puttee-fashion)  with  an  elastic  bandage  or 
a piece  of  rubber;  the  blood  pressure  cuff  is 
inflated  to  a level  sufficient  to  prevent  en- 
trance of  blood.  The  wrapping  is  then  re- 
moved and  the  pressure  in  the  sphygmoman- 
ometer is  lowered  slowly.  The  point  at 
which  a pink  flush  rapidly  colors  the  ex- 
tremity correlates  closely  with  the  systolic 
pressure.  Obviously  the  diastolic  pressure 
cannot  be  determined  by  this  method. 

Perhaps  the  most  difficult  aspect  of  de- 
termining blood  pressure  in  children  is  the 
necessity  to  take  into  account,  and  to  dimin- 
ish, if  possible,  nervous  tension  which  ele- 
vates pressure.  Studies  by  Clayton  and 
Hughes’  in  hospitalized  children  revealed 
that  pressure  differences  of  as  much  as 
30mm.  Hg.  occurred  because  of  appre- 
hension at  separation  from  parents,  new- 
ness of  hospital  surroundings,  and  other 
factors  which  make  entry  into  a hospital  a 
terrifying  experience  for  some  children.  A 
kindly,  patient  approach  helps  to  allay  fear. 
Before  the  cuff  is  placed  on  the  arm  of  the 
frightened  child  it  is  advisable  to  show  him 
the  equipment,  to  tell  him  that  it  is  only  a 
little  rubber  balloon  in  a cloth  bag,  to  show 
it  to  him,  to  inflate  it  for  him.  It  is  well  to 
gently  squeeze  his  arm  and  say  that  he  will 
feel  only  such  a sensation,  and  to  have  him 
watch  the  mercury  column  go  up  and  then 
down,  as  if  the  whole  procedure  were  a 
game.  Such  an  approach  is  far  more  re- 
warding and  actually  more  time-saving  than 
a simple  direct  approach  of  determining  the 
pressure  without  consideration  of  psychic 
factors.  Even  then,  one  may  have  to  de- 
termine the  pressure  at  intervals  of  15-30 
minutes  to  find  what  the  true  pressure  is 
when  apprenhension  has  been  allayed. 

The  greatest  rises  in  pressure  due  to  emo- 
tional stress  are  noted  within  the  first  hours 
of  hospitalization,  but  other  events,  such  as 
visits  of  parents,  painful  procedures, 
awakening  from  sleep,  and  increased  physi- 
cal activity,  as  in  a recreational  therapy 
room,  may  all  be  associated  with  transient 
rises  of  pressure,  rarely  to  hypertensive 
levels.  The  point  to  make  is  that  the  child 
must  be  studied  as  well  as  his  pressure  if  one 
is  to  differentiate  between  mild  hypertension 
due  to  emotional  tension  and  that  due  to 
disease. 


Normal  Blood  Pressure  in  Children 

Numerous  studies  have  been  made  to 
evaluate  the  normal  range  of  blood  pres- 
sure in  infancy  and  childhood, 1'4-8  but  one 
is  struck  with  the  discrepancies  of  the  re- 
ports of  various  observers.  From  a practical 
standpoint  differences  in  reported  normal 
values  are  of  little  clinical  importance.  Ex- 
cept possibly  in  the  earliest  stages  of  dis- 
eases causing  hypertension,  the  blood  pres- 
sure clearly  exceeds  the  values  given  in  the 
following  table,  and  one  is  rarely  at  a loss 
as  to  whether  hypertension  is  present  or 
not.  A widely  used  rule,  perhaps  not  com- 
pletely accurate  for  application  in  infants, 
is  to  define  hypertension  in  pediatric  prac- 
tice as  the  presence  of  a systolic  pressure 
greater  than  120  mm.  Hg.  when  a cuff  of 
proper  width  is  employed  and  the  child  is  at 
ease.  Repeated  determinations  of  pressure 
are  required  in  order  to  eliminate  the  factor 
of  apprehension. 

In  the  newborn  infant,  employing  a blood 
pressure  cuff  of  2.5  cm.  (1  inch)  width, 
Clement  Smith9  states  that  the  average 
systolic  and  diastolic  pressures  are  80/46  at 
birth,  85/40  at  one  day,  and  100/50  at  ten 
days. 

Accoi'ding  to  Lyon10  the  average  blood 
pressure  of  children  is  as  follows: 


Age,  Years 

Systolic 

Diastolic 

4 

85 

60 

5 

87 

60 

6 

90 

60 

7 

92 

62 

8 

95 

62 

9 

98 

64 

10 

100 

65 

11 

105 

65 

12  

108 

67 

13  

110 

67 

14  

112 

70 

15 

115 

72 

16  

118 

75 

Classification  of  Causes  of  Hypertension 

Children  have  hypertension  from  most 
of  the  same  causes  which  produce  an  ele- 
vated blood  pressure  in  adults.  The  follow- 
ing classification  of  causes  of  hypertension 
by  Page  and  Corcoran11  is  only  one  of  many 
current  classifications,  indicating  that  there 
is  no  unanimity  of  opinion.  However,  it 
offers  a useful  clinical  approach.  In  the  fol- 
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lowing  pages  certain  of  the  causes  will  be 
discussed,  but  no  attempt  will  be  made  to 
consider  all  possibilities.  When  faced  with 
a puzzling  case  of  hypertension  in  a child 
the  physician  would  do  well  to  consult  this 
classification,  or  a similar  one. 

It  is  not  always  possible  to  ascertain  the 
cause  of  transient  rises  in  blood  pressure 
in  children.  The  pressure  may  fluctuate 
from  one  observation  to  another,  sometimes 
being  a little  higher  than  so-called  normal 
values.  If  this  occurs,  careful  consideration 
should  be  given  to  the  possibility  of  the 
presence  of  a disease  producing  elevation  of 
pressure  but,  most  of  all,  the  child  should 
be  brought  back  for  serial  determinations 
of  pressure  and  every  effort  should  be  made 
to  detect  factors  producing  apprehension  or 
chronic  emotional  tension.  Some  observers 
report  a prepuberty  rise  in  blood  pressure 
without  clinical  symptoms  and  not  of  severe 
degree. 

Classification  of  Hypertension 

(Page  and  Corcoran) 


Renal 

a.  Affections  of  vessels 

Arteriosclerosis 

Arteritis 

Panarteritis  nodosa 
Visceral  lupus 
erythematosus 
Scleroderma 


Vascular  anomalies  and 
obstructions  ( e m - 
holism,  venous  or 
arterial  thrombosis, 
aneurysm,  tumor) 


b.  Affections  of  parenchyma 


Acute  nephritis 
Chronic  nephritis 
Pyelonephritis 
Hydronephrosis 
Polycystic  disease 
Amyloidosis 
Infarcts 
Tumors 


Hypernephroma 

Ectopia 

Toxemia  of  pregnancy 
X-Ray  lesions 
Renal  stones 
Hypogenesis 
Dystopia 


c.  Affections  of  perinephric  structures 
Perinephritis 
Tumors 
Hematoma 


d.  Affections  of  ureter 
Obstruction  (pelvis, 
ureter,  prostate, 
urethra) 

Cerebral 

Increased  intracranial 
pressure  (trauma, 
tumor,  inflammation) 


Retroperitoneal  masses 
causing  pressure  on 
parenchyma;  Wilms’ 
tumor 

Pyelitis 


Anxiety  states 
Lesions  of  brain  stem 
(ascending  paralysis, 


Diencephalic  stimula- 
tion 

Cardiovascular 
Heart  failure 
Arteriovenous  fistula 
Heart  block 

Endocrine 
Pheochromocytoma 
Adrenal  carcinoma 
Adrenal- 

hyperplasia  (?) 
Chorionepithelioma 
Adrenal-like  ovarian 
tumor 

Cushing’s  syndrome 
Unknown 

Essential  hypertension 


poliomyelitis) 
Acute  porphyria 

Coarctation  of  aorta 

Atheromatosis 

Polycythemia 

Pituitary 

basophilism  (?) 
Acromegaly 
Thymic  carcinoma 
Hyperthyroidism 
Arrhenoblastoma 


Malignant  hypertension 


Renal  Causes  of  Hypertension 

Acute  Nephritis.  The  great  majority  of 
children  with  acute  nephritis  have  arterial 
hypertension.  The  abrupt  elevation  of 
pressure  in  nephritis  is  attributed  to  gener- 
alized arteriolar  constriction,  which  in- 
creases peripheral  circulatory  resistance. 
The  heart  pumps  more  strongly  to  force  the 
blood  through  narrowed  arterioles  so  that 
the  nutritional  needs  of  tissue  may  be  met. 
Although  not  proven  it  is  now  believed  that 
the  renin  mechanism  is  responsible  for  the 
hypertension  of  acute  nephritis. 

Arterial  hypertension  of  acute  nephritis 
is  dangerous  for  two  chief  reasons:  (1)  It 
may,  possibly  in  conjunction  with  toxic 
myocardial  changes,  precipitate  cardiac  fail- 
ure, the  most  common  cause  of  death  in 
acute  nephritis.  (2)  Sevei'e  arteriolar  spasm 
of  cerebi’al  vessels  associated  with  such 
hypertension  may,  through  ischemia,  pro- 
duce anoxia  of  the  cortex,  leading  to  cerebal 
manifestations  of  the  disease  commonly 
known  as  hypertensive  encephalopathy. 
These  effects  consist  of  restlessness,  dimness 
of  vision,  diplopia,  sudden  blindness,  head- 
ache, drowsiness,  vomiting,  and  severe  gen- 
eralized convulsions,  sometimes  resulting  in 
death. 

The  vast  majority  of  children  with  acute 
nephritis  have  a systolic  pressure  above  120 
mm.  Hg.  and  a diastolic  pressure  above  90 
mm.  Hg.,  clear  criteria  of  hypertension  in 
this  age  group.  Employing  a 9 cm.  cuff  and 
allaying  nervous  tension  are  prerequisites 
for  the  accurate  determination  of  pressure. 


472 


SYMPOSIUM  ON  HYPERTENSION 


December,  1952 


It  is  important  to  realize  that  mounting 
hypertension  precedes  the  cerebral  mani- 
festations of  acute  nephritis  by  several 
hours,  and  that  high  blood  pressure  in  the 
nephritic  child  is  a danger  signal  indicative 
of  impending  difficulties.  Therefore,  the 
child  with  significant  hypertension  should 
be  hospitalized  and  his  blood  pressure  de- 
termined at  4 hour  intervals.  Reduction  of 
hypertension  is  the  key  to  success  in  the 
management  of  this  disease. 

The  traditional  approach  to  the  control  of 
hypertension  in  the  acute  nephritic  con- 
sists of:  (1)  rest  in  bed,  easily  achieved  in 
the  acute  stage;  (2)  sedation  with  a bar- 
biturate preparation;  (3)  use  of  drugs  to 
relax  constricted  arterioles,  notably  mag- 
nesium sulfate.  Recently,  newer  drugs  have 
been  employed  experimentally  but  it  is  too 
early  to  evaluate  them  fully. 

The  average  child  with  acute  nephritis 
who  has  a blood  pressure  of  less  than  140 
systolic  and  100  mm.  Hg.  diastolic  can  often 
be  managed  successfully  by  strict  bed  rest 
and  moderate  sedation.  If  the  pressure  is 
higher  magnesium  sulfate  should  be  em- 
ployed. The  standard  dose  of  a 50  per  cent 
solution  injected  intramuscularly  is  0.2  cc. 
per  Kg.  (2.2  lbs.)  body  weight.  This  dose  is 
repeated  at  4 hour  intervals  as  required, 
based  on  whether  reduction  in  hypertension 
has  been  maintained  or  whether  the  pres- 
sure is  as  high  or  higher  than  before. 

If  the  child  is  urinating  in  normal  amounts 
this  dose  may  be  insufficient  and  0.3  cc.  per 
Kg.  may  be  injected  for  a few  trial  doses  and 
the  effect  be  observed.  If  marked  oliguria 
is  present  the  dose  may  be  reduced  to  0.1  cc. 
per  Kg.,  to  avoid  potentially  dangerous  re- 
tention of  magnesium  with  central  nervous 
system  depression.  Experience  and  re- 
peated evaluation  of  the  patient  are  re- 
quired in  the  use  of  magnesium  sulfate  when 
there  is  severe  oliguria  or  anuria. 

Magnesium  sulfate  may  be  given  orally 
or  intravenously.  To  patients  with  only 
moderate  hypertension  and  no  evidence  of 
cardiac  failure  1 to  2 ounces  of  50  per  cent 
magnesium  sulfate  may  be  given  orally  3 
to  4 times  a day.  Strangely  enough,  this 
quantity  does  not  usually  produce  catharsis. 
If  the  nephritic  patient  has  convlusions 
from  hypertensive  encephalopathy,  if  the 


pressure  is  rising  despite  intramuscular  in- 
jections and  a cerebral  storm  seems  impend- 
ing, or  if  the  patient  is  in  cardiac  failure 
(largely  due  to  hypertension),  magnesium 
sulfate  may  be  given  intravenously  as  a 1 
per  cent  solution  at  the  rate  of  2 to  3 cc. 
per  minute.  The  total  amount  given  should 
not  exceed  200  cc.  Blood  pressure  de- 
terminations are  taken  frequently  as  the 
drip  infusion  proceeds  at  the  rate  indicated 
above,  and  when  the  pressure  has  reached 
a level  slightly  above  normal  the  infusion 
is  discontinued.  If  respiratory  depression 
occurs  during  the  infusion  (rarely  noted  if 
the  technique  described  above  is  employed), 
a dilute  solution  of  calcium  chloride  should 
be  injected  slowly  intravenously  in  order 
to  counteract  the  depressant  action  of  mag- 
nesium and  other  measures  should  be  in- 
stituted to  stimulate  respiration.  If  the  pa- 
tient has  been  digitalized,  calcium  should 
never  be  injected  intravenously  lest  prompt 
and  permanent  cardiac  arrest  ensue. 

Hypertension  of  acute  nephritis  usually 
responds  excellently  to  the  measures  men- 
tioned. However,  an  occasional  nephritic 
child  will  have  sustained  hypertension  for 
a week  to  10  days,  little  influenced  by 
therapy  and  apparently  not  harming  the  pa- 
tient. Therefore,  if  the  pressure  is  fol- 
lowed carefully,  if  the  patient  seems  to  be 
doing  well  and  has  no  cerebral  manifesta- 
tions, and  if  magnesium  sulfate  is  being 
given  to  prevent  large  upsurges  of  hyper- 
tension there  is  little  reason  for  undue  con- 
cern over  the  fact  that  the  pressure  does 
not  return  promptly  to  near  normal  levels. 

Chronic  Nephritis.  Hypertension  is  one 
of  the  chief  findings  in  chronic  nephritis. 
Although  the  blood  pressure  may  fluctuate 
somewhat  in  the  early  stages  of  the  disease 
it  relentlessly  rises  as  the  disease  pro- 
gresses. Diagnosis  ordinarily  is  not  difficult, 
given  a suitable  period  of  observation,  often 
several  months.  If  the  disease  has  begun 
insidiously  and  an  intercurrent  streptococcal 
infection  causes  an  acute  exacerbation  of 
the  chronic  process,  it  may  prove  difficult 
initially  to  differentiate  early  chronic 
nephritis  from  acute  nephritis.  The  usual 
favorable  course  of  acute  nephritis  with  re- 
covery within  a period  of  weeks  is  in  con- 
trast to  the  continued  hypertension  of 


December,  1952 


SYMPOSIUM  ON  HYPERTENSION 


473 


chronic  nephritis  and  persistence  of  evi- 
dences of  renal  impairment. 

In  the  differential  diagnosis  of  hyper- 
tension in  children  chronic  nephritis  should 
always  be  considered.  Such  children  are 
often  pale,  anemic  and  below  par  in  physical 
vigor  and  weight.  Headache  and  fatigabil- 
ity are  common  complaints.  Puffiness  about 
the  eyes  and  in  the  extremities  may  be 
noted,  and  at  times  edema  is  massive  when 
the  “nephrotic  syndrome”  is  present. 

Polycystic  Disease.  Although  patients 
may  have  polycystic  kidneys  without  hyper- 
tension, elevated  blood  pressure  is  present 
in  some.  It  has  been  attributed  by  some 
to  renal  ischemia  due  to  compression  of 
intrarenal  vessels  by  enlargement  of  the 
cysts.  Presence  of  hypertension  or  evidence 
of  chronic  renal  insufficiency  attract  at- 
tention to  the  kidneys,  and  the  diagnosis  is 
fixed  with  almost  absolute  accuracy  by 
retrograde  urography  which  reveals  a char- 
acteristic “spider”  pelvis  with  flattened 
minor  calyces  and  elongated  major  calyces. 

Unilateral  Kidney  Disease.  The  work  of 
Goldblatt,12  Page  and  Corcoran13  Braun- 
Menendez  and  his  associates14  and  the  con- 
tributions of  many  other  investigators,  have 
revealed  the  role  that  unilateral  renal 
ischemia  may  play  in  the  genesis  of  hyper- 
tension. Various  procedures  causing  unilat- 
eral renal  ischemia  elicit  hypertension  in 
the  experimental  animal.  Best-known  are 
constriction  of  the  renal  artery  by  a silver 
clamp  (Goldblatt),  and  wrapping  the  kidney 
in  an  envelope  of  silk  or  cellophane  (Page) 
which  produces  a contracting  hull  compress- 
ing the  kidney. 

The  subject  is  too  complex  for  discussion 
as  a part  of  a symposium  such  as  this  es- 
pecially since  many  points  are  controversial. 
Certain  facts  deserve  emphasis,  however. 
Renal  ischemia  causes  the  production  and 
release  into  the  circulation  of  a substance, 
termed  renin,  which  acts  with  a substrate 
called  hypertensinogen,  to  produce  a vaso- 
constrictive product  known  as  hypertensin. 
Hypertensin  stimulates  smooth  muscle  con- 
traction of  arterioles  thereby  increasing 
peripheral  resistance  and  causing  hyper- 
tension. If  only  one  kidney  is  rendered 
ischemic  elevation  of  blood  pressure  is  only 
temporary,  whereas  if  ischemia  is  also  pro- 


duced in  the  other  kidney,  or  it  is  excised, 
long-lasting  hypertension  is  achieved.  Hy- 
pertensin may  be  inactivated  by  a hostile 
enzyme,  hypertensinase , believed  to  be  pro- 
duced chiefly  in  the  liver  and  kidneys. 

Experimental  evidence  that  unilateral 
renal  ischemia  produced  hypertension  led 
to  immediate  attempts  to  apply  this  knowl- 
edge to  human  hypertension.  Since  more 
than  90  per  cent  of  adults  with  hypertension 
have  the  so-called  “essential”  form,  efforts 
have  been  made  to  attribute  this  disease  to 
renal  ischemia.  Much  controversy  exists 
and  the  matter  is  far  from  settled.  It  would 
require  considerable  space  to  sketch  even 
briefly  the  conflicting  viewpoints  and, 
furthermore,  essential  hypertension  is  a rare 
event  in  children. 

Of  greater  interest  in  pediatric  practice  is 
the  fact  that  many  instances  of  high  blood 
pressure  due  to  unilateral  renal  ischemia 
have  been  detected,  and  in  some  of  these 
patients  complete  cure  of  hypertension  has 
followed  removal  of  the  diseased  kidney. 
Therefore,  in  every  case  of  otherwise  un- 
explained hypertension  in  a child  evidence 
should  be  sought  for  unilateral  kidney  dis- 
ease as  the  cause.  This  is  all  the  more 
mandatory  because  it  is  believed  there  is 
a time  interval,  possibly  two  years  or  less, 
in  which  nephrectomy  may  result  in  relief 
of  hypertension,  and  after  which  vascular 
changes  in  the  opposite  kidney  and  else- 
where may  make  nephrectomy  fruitless  for 
reduction  of  hypertension. 

However,  it  should  be  pointed  out  that 
unilateral  kidney  disease  often  exists  with- 
out hypertension,  that  it  is  actually  the 
cause  of  elevated  blood  pressure  in  only  an 
occasional  patient,  and  that  it  is  impossible 
to  predict  that  removal  of  the  diseased  kid- 
ney will  certainly  result  in  relief  of  hyper- 
tension. 

Preoperative  evaluation  of  the  function  of 
each  kidney  should  be  performed  requiring, 
among  other  studies,  catheterization  of  the 
ureters  and  clearance  studies,  including  es- 
pecially determination  of  effective  blood 
flow  in  each  kidney.  This  obviously  requires 
hospitalization  in  a properly  equipped  and 
staffed  center. 

If  the  contralateral  kidney  is  normal,  re- 
moval of  the  diseased  kidney  may  result  in 
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cure  of  the  hypertension.  If  it  is  known  that 
the  contralateral  kidney  is  diseased,  or  its 
excretory  function  is  found  to  be  impaired, 
excision  of  the  more  diseased  kidney  should 
not  be  done  for  relief  of  hypertension  but 
may  be  indicated  because  of  the  pathologic 
process  itself  (hydronephrosis,  etc.).  When 
both  kidneys  are  known  to  be  diseased  the 
worse  one  should  never  be  removed  simply 
to  seek  cure  of  hypertension. 

Unfortunately,  studies  of  renal  function, 
including  clearance  studies,  do  not  always 
disprove  intrarenal  vascular  changes  which 
may  account  for  ischemia  and  consequent 
hypertension.  Although  sensitive  methods, 
such  as  modern  clearance  technics,  help  de- 
tect renal  functional  impairment  far  more 
accurately  than  previously  employed  cruder 
methods  (concentration  tests,  PSP  excretion, 
etc.)  unilateral  renal  ischemia  of  some  de- 
gree may  exist  without  detectable  impair- 
ment of  kidney  function.  Nevertheless, 
clearcut  demonstration  of  reduced  blood 
flow  in  one  kidney  in  a patient  with  other- 
wise unexplained  hypertension  would  war- 
rant careful  consideration  of  nephrectomy. 

The  work  of  Trueta  and  his  associates,15 
showing  that  intrarenal  shunting  of  blood 
may  render  the  cortex  ischemic  without  re- 
ducing renal  blood  flow,  imposes  yet  another 
obstacle  in  evaluation  of  renal  function. 
Shunting  of  renal  blood  through  larger 
juxta-medullary  glomeruli  may  occur  from 
many  types  of  stimuli.  Thus,  renal  ischemia, 
setting  in  motion  the  renin  mechanism,  may 
conceivably  be  possible  on  a functional  basis 
as  well  as  on  fixed  organic  occlusive  changes 
in  vessels. 

Among  the  long  list  of  lesions  which  have 
been  found  to  produce  unilateral  renal 
ischemia,  presumably  thereby  accounting 
for  hypertension,  may  be  listed:  unilateral 
pyelonephritis  leading  to  diffuse  scarring 
and  intrarenal  vascular  changes;  unilateral 
hydronephrosis;  renal  tumors  (in  children, 
embryomas — Wilms’  tumors);  cortical  ab- 
scesses of  large  size;  hematomas  and  large 
blood  cysts,  the  result  of  trauma;  hypoplasia 
of  the  kidney,  with  associated  hypoplasia 
of  the  renal  artery;  intermittent  occlusion 
of  the  renal  artery  in  ptosis  of  the  kidney, 
in  which,  in  the  recumbent  position,  blood 
pressure  is  normal  but  hypertension  de- 


velops when  the  patient  stands  and  torsion 
of  the  renal  pedicle  is  produced  by  ptosis 
of  the  kidney;  embolic  occlusion  of  the  renal 
artery;  and,  in  older  individuals,  occlusion 
of  the  renal  artery  by  dissecting  aneurysm, 
atheromatous  plaque,  or  arteriosclerosis. 

Experience  has  shown  that  of  this  long 
list  of  possibilities,  pyelonephritis,  with  re- 
sultant scarring  of  the  kidney,  is  the  most 
common  unilateral  renal  condition  produc- 
ing hypertension  susceptible  to  cure  by 
nephrectomy.  The  vast  majority  of  children 
with  pyelonephritis  make  uneventful  re- 
coveries, and  in  those  in  whom  infection 
persists  hypertension  is  not  an  invariable 
sequel.  However,  the  fact  that  hypertension 
can  result  from  smoldering  kidney  infection 
is  one  of  the  great  reasons  why  treatment  of 
pyelonephritis  should  be  vigorous  and  pro- 
longed sufficiently  to  eradicate  the  infec- 
tion. The  urine  should  invariably  be 
checked  for  at  least  a month  after  apparent 
cure  in  order  to  assure  that  recovery  has 
actually  ensued.  Persistence  of  infection, 
or  recurrence,  immediately  suggests  an  ob- 
structive uropathy  and  makes  urography 
mandatory,  since  failure  to  detect  obstruc- 
tion and  remove  it  will  foster  continued  in- 
fection, not  only  hazardous  from  the  stand- 
point of  destruction  of  one  or  both  kidneys, 
but  a known  cause  of  subsequent  hyper- 
tension. 

It  is  of  clinical  interest  that  temporary 
hypertension  is  not  infrequently  noted  in 
acute  pyelonephritis.  Several  instances 
have  been  observed  in  patients  who  had 
rather  severe  infections,  with  many  pus 
and  blood  cells  in  the  urine,  positive  urine 
cultures  for  bacteria,  and  who  responded 
rapidly  to  appropriate  antibacterial  therapy. 
Hypertension  receded  as  infection  subsided. 
Theoretically,  the  elevated  blood  pressure 
could  result  from  intense  swelling  of  the 
infected  kidneys  within  the  tight  confines 
of  their  capsules,  rendering  the  cortex 
ischemic  despite  presence  of  infection.  It 
is  apparent  how  this  syndrome  of  hematuria 
and  pyuria  associated  with  hypertension  re- 
quires differentiation  from  acute  nephritis, 
which  also  produces  an  excess  of  red  cells 
and  leukocytes  in  the  urine  and  elevated 
blood  pressure.  Absence  of  edema  in  pye- 
lonephritis is  an  excellent  bedside  differ- 
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ential  point,  as  well  as  age  of  the  patient, 
since  acute  nephritis  is  exceptionally  rare  in 
children  under  three  yeai’s  of  age,  the  time 
when  pyelonephritis  is  most  common. 

Cardiovascular  Causes  of  Hypertension 

Coarctation  of  the  Aorta.  Whenever  it  is 
found  that  a child  has  hypertension,  coarcta- 
tion of  the  aorta,  easy  of  diagnosis,  should 
be  considered  in  the  differential  diagnosis. 
This  anomaly  exists  in  two  main  forms: 
(1)  the  “adult”  type,  in  which  there  is  a 
localized  constriction  of  the  aorta  as  if  a 
ligature  had  been  placed  around  the  vessel, 
usually  located  just  above  the  point  of  en- 
trance of  the  ductus  arteriosus;  (2)  the  “in- 
fantile” type,  in  which  there  is  diffuse  nar- 
rowing of  the  aorta  between  the  left  sub- 
clavian artery  and  the  point  of  entrance  of 
the  ductus.  The  “infantile”  type  is  often 
associated  with  generally  severe,  cardiac 
malformations.  Such  patients  ordinarily 
die  in  infancy.  The  following  remarks  will 
be  restricted  to  children  with  localized  co- 
arctation. 

Experimental  studies  indicate  that  the 
cause  of  hypertension  in  coarctation  of  the 
aorta  is  bilateral  renal  ischemia.  Deliberate 
constriction  of  the  aorta  below  the  origin  of 
the  renal  arteries  fails  to  produce  hyperten- 
sion, whereas  constriction  above  their  ori- 
gin produces  it.  Furthermore,  renal  clear- 
ance studies  show  diminished  blood  flow  to 
the  kidneys  before  operation  and  improved 
flow  afterwards. 

Chief  findings  upon  which  a diagnosis  of 
coarctation  of  the  aorta  is  based  are  the  fol- 
lowing, not  all  of  which  are  invariably 
found  in  every  patient:  (1)  hypertension  in 
the  arms;  (2)  hypotension  in  the  legs;  (3) 
extensive  collateral  circulation  over  the 
front  of  the  chest,  the  upper  back  and  the 
axillae,  evident  by  palpable  arterial  pulsa- 
tions and  audible  bruits  in  these  locations; 
(4)  notching  of  inferior  borders  of  ribs  on 
the  roentgenogram,  due  to  erosion  of  pul- 
sating enlarged  intercostal  arteries  taking 
part  in  the  collateral  circulation;  (5)  special 
studies  with  injection  of  radio-opaque  me- 
dia, such  as  visualization  of  the  norrowed 
segment  by  retrograde  carotid  injection  of 
diodrast.  Scalloping  of  the  lower  margins 
of  ribs  may  not  be  noted  in  early  childhood, 


and  usually  not  before  patients  are  twelve 
years  of  age;  resiliency  of  tissue  of  the  young 
is  thought  to  account  for  this. 

If  the  collateral  circulation  is  sufficiently 
extensive,  there  may  be  only  minimal  hy- 
pertension in  the  arms,  but  there  is  invari- 
ably a clear-cut  hypotension  in  the  legs. 

The  ease  with  which  the  condition  can  be 
detected  by  routine  palpation  of  the  femoral 
artery,  the  fact  that  unrelieved  hyperten- 
sion due  to  coarctation  may  subsequently 
result  in  cerebral  hemorrhage,  rupture  of 
the  aorta,  or  cardiac  failure,  and  the  bril- 
liant results  of  surgery  in  eliminating  co- 
arctation should  serve  as  a stimulus  to  phy- 
sicians to  be  continually  alert  for  this  lesion. 

Patent  Ductus  Arteriosus 

Patent  ductus  arteriosus  is  often  associat- 
ed with  systolic  hypertension,  but  the  dias- 
tolic pressure  tends  to  be  low.  Further- 
more, on  exercise  the  diastolic  pressure 
drops  to  lower  levels,  instead  of  rising  as  it 
does  in  normal  individuals.  Diagnosis  is 
based  on  combinations  of  the  following:  (1) 
presence  of  a continuous  “machinery”  mur- 
mur in  the  second  left  intercostal  space,  with 
systolic  accentuation  (the  diastolic  compo- 
nent may  not  be  heard  until  the  child  is  four 
or  five  years  of  age);  (2)  blood  pressure 
changes  as  noted  above;  (3)  in  many  cases, 
characteristic  configuration  of  the  heart  on 
fluoroscopy,  revealing  fullness  or  bulging 
of  the  pulmonary  conus  and  increased  prom- 
inence of  vascular  shadows  in  the  medial 
lungs  fields,  sometimes  producing  a “hilar 
dance”;  (4)  when  the  diagnosis  cannot  be 
fully  established  by  critera  given  above, 
utilization  of  special  studies  such  as  phono- 
cardiography, cardiac  catheterization,  or 
angiocardiography. 

Following  successful  ligation  or  section 
of  the  ductus  the  diastolic  pressure  rises  to 
normal.  There  may  be  transient  hyperten- 
sion for  a week  or  so  following  operation. 

Aortic  Insufficiency 

Aortic  insufficiency,  if  of  marked  degree, 
may  result  in  elevation  of  the  systolic  pres- 
sure without  concomitant  increase  of  dias- 
tolic pressure.  In  children,  aortic  insuffi- 
ciency is  usually  the  result  of  rheumatic 
carditis,  but  it  may  be  present  in  deformi- 
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ties  of  the  aortic  cusps,  as  in  the  Eisenmen- 
ger  complex. 

Endocrine  Causes  of  Hypertension 

Although  decidedly  infrequent  in  occur- 
rence, a variety  of  endocrine  abnormalities 
may  produce  arterial  hypertension:  (1)  hy- 
perthyroidism; (2)  disorders  of  the  adrenal 
gland,  including  (a)  pheochromocytoma,  (b) 
Cushing’s  syndrome,  (c)  adrenal  cortical 
tumor;  (d)  congenital  adrenal  hyperplasia, 
(e)  overdosage  of  desoxycorticosterone  in 
the  treatment  of  adrenal  contical  insuffi- 
ciency; (3)  use  of  ACTH  and  cortisone;  (4) 
ovarian  agenesis. 

1.  Hyperthyroidism.  This  commonly  pro- 
duces hypertension.  Kennedy,10  reporting 
upon  the  large  number  of  children  with 
hyperthyroidism  in  the  Mayo  Clinic  series, 
states  that  “elevation  of  the  systolic  blood 
pressure,  and  consequent  increase  in  pulse 
pressure,  is  an  almost  constant  finding.”  In 
138  hyperthyroid  children  in  whom  blood 
pressure  determinations  were  made  only  9 
per  cent  had  a systolic  pressure  below  110 
mm.  Hg.,  whereas  68  per  cent  had  a systolic 
pressure  ranging  between  120  to  160  mm. 
Hg.  Systolic  pressures  as  high  as  190  mm. 
Hg.  were  encountered.  On  the  other  hand, 
the  diastolic  blood  pressure  was  affected 
little  or  not  at  all.  The  diastolic  pressure 
ranged  from  50  to  90  mm.  Hg.  in  90  per  cent 
of  cases.  As  would  be  expected,  when  these 
children  were  under  basal  conditions  there 
was  a slight  diminution  in  arterial  hyper- 
tension. 

2.  Disorders  of  the  Adrenal  Gland. 

A.  Pheochromocytoma.  This  is  a tumor 
of  chromaffin  tissue  which  liberates  large 
quantities  of  the  vasopressor  substances 
epinephrine  or  nor-epinephrine  (arterenol), 
thereby  causing  hypertension  which  may  be 
either  sustained  or  paroxysmal.1^-1  Only 
8 verified  cases  have  been  reported  in 
children,  although  approximately  180  cases 
have  been  recorded  in  adults.  In  58  pa- 
tients operated  upon,  45  cures  and  13  deaths 
have  been  reported.  This  entity  represents 
one  of  the  types  of  hypertension  amenable 
to  surgery. 

When  the  chromaffin  tumor  arises  from 
the  adrenal  medulla,  as  it  usually  does,  it 
is  termed  a pheochromocytoma;  when  it 


originated  from  the  parasympathetic  ganglia 
outside  the  adrenal  gland  it  is  called  a para- 
ganglioma. The  physiologic  effects  are  the 
same  regardless  of  site  of  origin!  In  10  per 
cent  of  cases  both  adrenal  glands  are  af- 
fected. In  the  minority  of  cases  in  which 
the  tumor  is  not  within  the  adrenal  gland  it 
may  be  located  retroperitoneally  anywhere 
from  the  organ  of  Zuckerkandl  at  the  bifur- 
cation of  the  aorta  to  a point  as  high  as  the 
thoracic  sympathetic  ganglia.  In  approxi- 
mately 90  per  cent  of  cases  the  tumors  are 
benign,  in  about  10  per  cent  malignant.  In 
only  one-third  of  cases  can  they  be  palpated. 

Some  tumors  secrete  enormous  amounts 
of  epinephrine,  which,  in  addition  to  hyper- 
tension, produces  increased  metabolic  rate, 
hyperglycemia  and  glycosuria.  Others  se- 
crete predominately  nor-epinephrine,  which 
causes  hypertension  but  without  such  strik- 
ing effects  on  metabolic  rate,  blood  glucose 
or  excretion  of  glucose. 

Two  clinical  syndromes  may  occur:  (1) 
Bouts  of  paroxysmal  hypertension  of  ex- 
treme degree,  associated  with  pounding  of 
the  heart,  throbbing  headache,  pallor,  hy- 
perhidrosis,  weakness,  apprehension,  pares- 
thesias, dilation  of  the  pupils,  blurring  of 
vision,  sense  of  fullness  in  the  epigastrium 
and  other  less  common  symptoms.  The 
sudden  attacks  last  from  a few  minutes  to 
several  hours.  Pulmonary  edema,  dyspnea 
and  cardiac  failure  may  supervene.  (2) 
Sustained  hypertension  without  paroxysms. 
If  the  elevation  of  blood  pressure  is  contin- 
ued over  a long  period  of  time,  secondary 
arteriolar  sclerotic  changes  may  perpetuate 
hypertension. 

Although  admittedly  a rare  lesion,  diag- 
nosis should  certainly  be  suspected  in  indi- 
viduals with  paroxysmal  hypertension,  and 
should  be  considered  in  the  differential  diag- 
nosis of  all  patients  having  unexplained 
elevation  of  blood  pressure. 

The  following  factors  assist  in  diagnosis: 
(1)  history  of  attacks;  (2)  observation,  in- 
cluding determination  of  blood  pressure, 
during  an  attack;  (3)  in  those  instances  in 
which  epinephrine  is  the  predominant  vaso- 
pressor substance  secreted  in  abnormal 
amounts,  detection  of  elevated  metabolic 
rate,  hyperglycemia  and  glycosuria;  (3)  pal- 
pation of  both  renal  areas;  (4)  chest  roent- 
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genograms  to  detect  the  occasional  case  in 
which  the  tumor  is  visible  as  a shadow  pro- 
jecting laterally  from  the  densities  cast  by 
the  vertebral  bodies;  (5)  excretory  urogram 
to  reveal  downward  displacement  of  the 
kidney  by  large  pheochromocytomas  of  the 
adrenal  gland;  (6)  perirenal  aerogram, 
which  is  not  without  danger;  (7)  massage 
of  both  renal  areas  in  an  effort  to  produce 
a rise  in  blood  pressure  from  liberation  of 
increased  amounts  of  the  vasopressor  sub- 
stance; (8)  finally,  and  much  the  most  ac- 
curate approach,  demonstration  of  a precipi- 
tous fall  in  blood  pressure  by  slow  intra- 
venous injection  of  adrenergic  blocking 
agents,  notably  the  hydrochloride  salt  of 
piperoxan  (Benodaine  [R  | ),  formerly  known 
as  benzodioxan.  Intravenous  injection  of 
histamine  to  produce  sudden  accentuation 
of  hypertension,  according  to  the  method  of 
Roth  and  Kvale,  is  now  considered  too  dan- 
gerous by  some  observers. 

Surgical  extirpation  of  pheochromocyto- 
mas is  attended  by  certain  well-known  dan- 
gers, including  paroxysmal  hypertension 
when  the  gland  is  handled  at  operation, 
severe  hypotension  when  the  gland  is  re- 
moved and,  in  some  instances,  postoperative 
adrenal  cortical  insufficiency.  These  dan- 
gers can  be  minimized  by  careful  preoper- 
ative preparation,  use  of  adrenolytic  agents 
during  operation,  ligation  of  the  vascular 
supply  prior  to  removal  of  the  tumor,  in- 
jections of  epinephrine  in  large  amounts  if 
hypotension  occurs  and  use  of  cortisone  in 
some  cases. 

B.  Cushing’s  Syndrome.  Cushing’s  syn- 
drome is  a relatively  rare  cause  of  hyperten- 
sion in  children.  According  to  Wilkins22  26 
cases  of  this  syndrome  have  been  reported 
in  children  under  10  years  of  age,  all  due  to 
adrenal  tumor.  He  states  that  after  10  years 
of  age  the  syndrome  may  be  due  to  adrenal 
tumor,  adrenal  hyperplasia  or  basophil  ade- 
noma of  the  pituitary. 

Various  combinations  of  the  following 
findings  serve  to  suggest  the  diagnosis: 
“moon”  face;  “buffalo”  type  obesity,  with 
fat  especially  prominent  about  the  shoulders 
and  upper  trunk,  with  relative  slenderness 
of  the  lower  trunk  and  extremities;  ruddy, 
plethoric  complexion;  striae;  acne;  hirsut- 
ism; hypertension  in  most  cases;  in  older 


children;  pain  in  the  back  due  to  osteoporo- 
sis with  atrophy  and  crushing  of  vertebrae; 
renal  calculi  in  some  cases;  early  appearance 
of  sexual  hair;  at  times,  glycosuria  and  a 
diabetic  type  glucose  tolerance  test;  and 
increased  excretion  of  11-oxysteroids  and 
17-ketosteroids  in  the  urine. 

Since  the  syndrome  in  children  is  usually 
due  to  adrenal  tumor,  operative  removal  of 
the  tumor  offers  best  hope  of  cure,  but 
adrenal  insufficiency  may  develop  postop- 
eratively.  Further  details  of  therapy  are 
given  by  Wilkins.22 

C.  Adrenal  Cortical  Tumor.  Hyperten- 
sion may  be  due  to  a virilizing  tumor  of  the 
adrenal  glands.  Males  develop  secondary 
sexual  characteristics  at  an  unusually  early 
age:  increase  in  size  of  penis,  but  not  in 
size  of  testes;  development  of  sexual  hair; 
frequent  erections;  acne;  deep  voice;  rapid 
growth  in  height  and  weight  with  marked 
muscular  development  (“infant  Hercules”) ; 
advanced  bone  age  and  early  fusion  of  epi- 
physes so  that  eventual  stature  is  less  than 
normal.  Girls  with  such  tumors  have  simi- 
lar masculinizing  findings.  Characteristic 
of  the  syndrome  in  both  sexes  is  the  abnor- 
mally high  urinary  excretion  of  17-ketoste- 
roids. 

D.  Congenital  Adrenal  Hyperplasia.  Hy- 
pertension is  noted  in  the  adrenogenital  syn- 
drome due  to  congenital  adrenal  hyperpla- 
sia, an  entity  which  may  have  a familial 
distribution.  Although  reported  cases  differ 
in  some  respects,  combinations  of  the  fol- 
lowing findings  serve  as  a basis  of  diagnosis: 
early  enlargement  of  the  penis  without  con- 
comitant testicular  enlargement  or,  if  a fe- 
male, early  enlargement  of  the  clitoris;  ten- 
dency in  some  cases  to  crises  of  acute  adren- 
al cortical  insufficiency,  with  Addisonian- 
like  picture;  rapid  development  of  secondary 
characteristics  along  lines  described  above 
under  adrenal  cortical  tumor.  In  the  new- 
born period,  the  chief  problem,  not  present 
in  every  case,  is  the  great  tendency  to 
weight  loss,  dehydration  in  spite  of  high 
fluid  intake,  acidosis,  severe  vomiting  and 
in  some  instances  diarrhea.  Dehydration  is 
the  result  of  inability  to  retain  sodium  and 
chloride,  which  pass  into  the  urine  with 
large  quantities  of  water;  despite  frequent 
clyses  dehydration  rapidly  returns,  as  if 
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one  tried  to  fill  a bucket  with  a hole  in  it. 
The  diagnosis  is  substantiated  by  the  clinical 
picture  and  chemical  findings,  including 
diminution  of  serum  sodium  and  chloride, 
elevation  of  potassium  and  blood  NPN,  de- 
creased carbon  dioxide  combining  power, 
usually  in  the  range  of  25  to  30  volumes  per 
cent,  and  excessive  urinary  excretion  of  17- 
ketosteroids.  Adequate  therapy  with  salt- 
containing  fluids,  incorporation  of  salt  in  the 
formula,  and  use  of  desoxycorticosterone 
(DOCA)  or  cortisone  may  suffice  to  combat 
the  episodes  of  adrenal  insufficiency.  These 
may  recur,  or  the  child  may  be  spared  them, 
only  to  grow  unusually  rapidly  and  to  de- 
velop secondary  sexual  characteristics  at  an 
extremely  rapid  rate.  Acne,  hirsutism,  deep 
voice,  advanced  bone  age  and  eventual  early 
closure  of  epiphyses  are  some  of  the  find- 
ings. 

In  the  differential  diagnosis  of  hyperten- 
sion this  syndrome  should  be  kept  in  mind. 
The  clinical  picture  usually  suffices  to  sug- 
gest the  diagnosis,  but  chemical  evaluation 
fixes  it  with  more  certainty. 

E.  Overdosage  of  Desoxycorticosterone. 
Overdosage  of  desoxycorticosterone 
(DOCA)  may  produce  hypertension,  pre- 
sumably by  great  increase  of  blood  volume 
due  to  retention  of  sodium  and  water.  It  is 
one  of  the  hazards  in  use  of  this  agent. 

3.  ACTH  and  Cortisone.  ACTH  and  corti- 
sone do  not  usually  produce  hypertension, 
but  when  therapy  has  been  continued  for 
10  to  14  days  it  is  not  unusual  “to  observe  a 
slight  rise  (20-40  mm.  Hg.  systolic,  10-30 
mm.  Hg.  diastolic”).22  Such  therapy  re- 
sults in  retention  of  sodium  and  chloride, 
hence  water,  and  blood  volume  is  thereby 
increased,  leading  to  hypertension.  This 
possible  adverse  effect  should  be  kept  in 
mind,  especially  when  these  agents  are  used 
in  individuals  with  damaged  hearts,  partic- 
ularly those  with  rheumatic  carditis. 

4.  Ovarian  Agenesis.  Hypertension  may 
be  present  in  the  syndrome  of  ovarian  age- 
nesis.22 In  some  of  the  patients  elevated 
blood  pressure  seems  due  to  concomitant 
coarctation  of  the  aorta,  a frequently  asso- 
ciated anomaly,  especially  if  the  patient 
with  ovarian  agenesis  also  has  a webbed 
neck.  The  patients  are  stunted,  have  a 
boyish  configuration  of  the  trunk,  and  have 


persistence  in  infantile  nipples,  breasts,  la- 
bia, vagina  and  uterus.  Laparotomy  reveals 
only  a whitish  ridge  of  tissue  where  the 
ovary  should  be,  containing  stroma  cells  but 
no  epithelial  or  germ  cells.  The  patients 
develop  sexual  hair  but  have  no  female  sex- 
ual characteristics.  A characteristic  diag- 
nostic feature  is  the  great  increase  of  folli- 
cle-stimulating hormone  (FSH)  in  the  urine, 
which  may  not  be  noted  until  the  child  is 
about  10  years  of  age. 

Intracranial  Causes  of  Hypertension 

Increased  Intracranial  Pressure.  Increased 
intracranial  pressure  from  a variety  of 
causes  may  produce  hypertension.  How- 
ever, Ford21  states  that  “contrary  to  the  pop- 
ular impression,  increased  intracranial  pres- 
sure due  to  brain  tumor  does  not,  as  a rule, 
cause  persistent  elevation  of  the  blood  pres- 
sure.” Any  child  whose  hypertension  can- 
not be  easily  explained  on  another  basis 
should  be  investigated  carefully  from  the 
standpoint  of  whether  an  intracranial  proc- 
ess is  responsible.  Tumors,  abscesses,  hem- 
orrhages, lead  poisoning,  and  sudden  devel- 
opment of  hydrocephalus  from  any  cause 
are  among  the  possible  etiologic  factors. 
Adequate  investigation  requires  a general 
medical  history  and  examination;  meticu- 
lous neurologic  examination,  including  ex- 
amination of  the  optic  fundi;  complete  stud- 
ies of  the  spinal  fluid,  including  pressure; 
skull  roentgenograms;  and,  in  special  in- 
stances, more  detailed  evaluation,  including 
electroencephalography  and  pneumoenceph- 
alography. The  consulting  neurosurgeon 
can  be  relied  upon  to  guide  this  phase  of  the 
investigation. 

Malignant  Hypertension 

Malignant  hypertension  with  arteriolar 
sclerosis  is  very  rare  in  children,  but  has 
been  observed  even  in  infants.  According 
to  Ford,21  it  is  more  common  in  children 
more  than  6 years  of  age,  has  no  predilec- 
tion for  sex  and  is  not  familiar  in  incidence. 
Renal  insufficiency  may  not  be  present  in 
the  early  stages,  but  when  it  occurs  later 
typical  changes  similar  to  those  in  adults 
are  observed:  arteriolar  sclerosis,  degener- 
ation and  necrosis  of  vessels  and  tissues 
supplied,  albuminuric  retinitis  and  progres- 
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sive  rapid  impairment  of  renal  function  with 
early  exitus.  The  blood  pi’essure  may  rise 
to  exceptionally  high  levels  and  focal  or 
generalized  convulsions  often  occur,  as  well 
as  “transient  or  persistent  hemiplegia,  hemi- 
paresis,  aphasia  and  hemianopsia.”24  Early 
symptoms  of  malignant  hypertension  in 
children  consist  of  severe  and  frequent  head- 
aches, often  accompanied  by  vertigo  and 
vomiting.  There  is  no  treatment  of  any 
avail. 

Periarteritis  Nodosa  and  Lupus  Erythematosus 

Periarteritis  nodosa  and  disseminated  lu- 
pus erythematosus,  both  rare  in  the  pedia- 
tric age  group,  may  produce  hypertension. 

Poliomyelitis 

It  is  well  known  that  poliomyelitis  may 
produce  temporary  hypertension.  This  is 
especially  true  of  the  bulbar  form.  Consid- 
ering a diastolic  elevation  of  10  mm.  Hg. 
above  standard  values  as  hypertension,  Gru- 
lee  and  Panos25  noted  hypertension  in  72 
per  cent  of  70  patients  with  bulbar  polio- 
myelitis, 7 per  cent  of  243  patients  with 
spinal  paralytic  poliomyelitis,  and  12  per 
cent  of  114  cases  with  nonparalytic  polio- 
myelitis. Although  some  have  thought  such 
hypertension  was  produced  by  hypoxia,  par- 
ticularly in  the  bulbar  form,  these  authors 
were  of  the  opinion  that  damage  to  the  bul- 
bar cardiovascular  centers  was  the  probable 
causative  mechanism.  The  basis  for  this  be- 
lief was  the  persistence  of  hypertension  in 
the  face  of  adequate  oxygenation. 

Drugs 

Certain  drugs  may  produce  hypertension, 
but  their  role  as  the  cause  of  hypertension 
in  children  offers  little  diagnostic  difficulty. 
Among  the  many  drugs  which  produce  ele- 
vation of  blood  pressure  may  be  mentioned 
BAL  (dimercaptopropanol),  amphetamines 
(Benzedrine  and  Dexedrine),  epinephrine, 
ephedrine,  and  neo-synephrine. 

Summary  and  Conclusions 

1.  There  is  need  for  greater  interest  in 
determining  blood  pressure  in  infants  and 
children. 

2.  Special  requirements  for  accurate  de- 
termination involve  chiefly  the  width  of  cuff 
and  degree  of  apprehension. 


3.  Palpation  of  the  femoral  artery  should 
become  a part  of  routine  physical  examina- 
tion. 

4.  A table  of  normal  values  for  pressures 
at  various  ages  has  been  presented. 

5.  A classification  of  causes  of  hyperten- 
sion has  been  given. 

6.  From  this  classification,  certain  enti- 
ties of  pediatric  interest  have  been  selected 
for  discussion.  Chief  causes  of  hypertension 
fall  into  categories  of  renal,  cardiovascular, 
endocrine  and  intracranial  factors. 

7.  Far  from  being  relatively  simple,  the 
causes  of  hypertension  in  the  child  are  var- 
ied and,  at  times,  complex. 

8.  Advances  in  diagnostic  techniques,  sup- 
portive pediatric  care,  particularly  endo- 
crine therapy,  and  increased  surgical  skill 
offer  hope  of  cure  of  hypertension  in  selected 
cases. 
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MEDICAL  TREATMENT  OF  HYPERTENSION* 


THOMAS  F.  FRIST,  M.D.,  Nashville,  Term. 

In  dealing  with  a subject  of  such  magni- 
tude as  the  Medical  Treatment  of  Hyperten- 
sion one  could  easily  spend  all  of  the  fifteen 
minutes  allocated  on  any  one  of  the  newer 
drugs  or  in  a short  discussion  of  all  of  them. 
To  do  so  would  only  add  to  the  present  state 
of  confusion  and  uncertainty  and  gain  noth- 
ing in  so  far  as  the  practical  treatment  of 
hypertension  is  concerned. 

Therefore,  I shall  attempt  to  deal  with 
this  subject  in  as  practical  a manner  as  pos- 
sible, discussing  those  things  that  we  advise 
in  everyday  practice,  mentioning  a number 
of  controversial  subjects  and  giving  our  in- 
terpretation of  the  literature  and  personal 
experiences. 

After  arriving  at  a diagnosis  of  any  dis- 
ease I have  found  it  practical  and  wise  to 
outline  for  the  patient  a schedule  of  treat- 
ment as  follows:  (1)  General  Measures.  (2) 
Diet.  (3)  Rest.  (4)  Exercise.  (5)  Habits. 
(6)  Medication.  We  shall  approach  the  sub- 
ject of  hypertension  from  these  six  aspects. 

General  Measures 

It  is  my  belief  that  in  dealing  with  hyper- 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 


tension  the  advice  we  give  the  patient  under 
this  heading  is  by  far  the  most  important, 
and  all  other  advice  is  of  secondary  impor- 
tance. One  might  actually  change  the  head- 
ing, General  Measures,  to  Psychotherapy. 

There  are  a number  of  important  facts 
concerning  hypertension  which  the  physi- 
cian should  recognize  so  that  he  may  impart 
them  to  his  patient  in  a judicious  manner. 
In  the  first  place  the  physician  must  recog- 
nize that  despite  all  of  the  brilliant  work  of 
Harvey,  Bright,  Goldblatt,  Page,  Harrison, 
and  others,  the  real  cause  of  hypertension 
remains  obscure  at  this  time.  Of  equal  im- 
portance is  the  fact  that  since  there  is  no 
known  etiology  of  essential  hypertension, 
there  is  no  cure  except  in  the  occasional 
case  of  pheochromocytoma,  coarctation  of 
the  aorta,  or  a true  “Goldblatt  kidney.”  At 
best  our  efforts  thus  far  are  directed  only 
at  symptomatic  relief.  Also  of  importance 
is  the  fact  that,  though  there  is  no  known 
cause,  there  are  many  factors  which  greatly 
aggravate  the  disease.  We  must  not  think 
in  terms  of  drug  therapy  relieving  these 
aggravations,  but  we  must  turn  our  atten- 
tion to  the  hypertensive  individual  as  a sub- 
ject for  study.  It  is  at  this  stage  that  a wise 
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and  patient  physician  renders  his  most  valu- 
able service  to  the  hypertensive  patient. 

The  first  and  most  important  step  in  treat- 
ing the  patient  with  hypertension  is  impart- 
ing to  him  the  knowledge  of  its  existence. 
The  physician  must  have  a real  knowledge 
of  the  personality  of  the  patient,  for  there 
must  not  be  a stereotyped  approach  to  one 
with  hypertension.  The  patient’s  entire  fu- 
ture course  can  be  altered  either  for  better 
or  for  worse.  The  physician  should  realize 
that  the  patient  with  essential  hypertension 
has  a hereditary  tendency  to  disease,  and  is 
born  with,  or  in  very  early  life  begins  to 
show  certain  physical  and  emotional  reac- 
tions to  his  environment  which  we  term  the 
hypertensive  personality.  Such  a personal- 
ity results  in  the  development  of  various 
psychoneurotic  symptoms  in  many  cases.  It 
is  most  important  to  refrain  from  expressing 
anxiety  or  concern  over  the  blood  pressure. 
We  have  often  seen  a doctor  or  a nurse  whis- 
tle when  taking  a blood  pressure  as  an  ex- 
pression of  surprise,  alarm,  or  distress,  and 
such  can  do  irreparable  damage  to  the  psy- 
che of  the  patient.  In  the  majority  of  indi- 
viduals it  is  best  not  to  mention  the  exact 
blood  pressure  reading,  because  by  so  doing 
the  patient  becomes  point  conscious  and 
from  then  on  will  be  in  either  a state  of 
unwarranted  jubilation  or  a state  of  depres- 
sion depending  on  the  slight  variation  of  the 
point  reading.  It  is  most  important  at  this 
time  to  explain  to  the  patient  the  really 
excellent  prognosis  of  the  disease  if  he  will 
follow  a few  simple  measures. 

It  is  well  at  this  point  to  tell  the  patient 
of  the  successful  cases  he  has  had,  never 
mentioning  a case  by  name.  I often  men- 
tion two  patients  whom  I have  watched  with 
interest.  The  first  I have  watched  for  four- 
teen years  and  have  never  seen  her  blood 
pressure  less  than  260/140.  The  second  I 
have  observed  for  ten  years  and  have  never 
seen  her  blood  pressure  less  than  280/150. 
Both  of  these  women  are  relatively  asymp- 
tomatic and  carry  on  their  duties  as  house- 
wives. It  is  interesting  that  the  second  pa- 
tient consulted  me  because  a friend  told  her 
that  she,  too,  had  high  blood  pressure  and 
was  under  my  care  and  that  I never  told 
her  just  what  her  blood  pressure  reading 
was,  but  always  assured  her  that  should  any 


complication  of  high  blood  pressure  arise, 
I would  handle  it  as  best  I could.  The 
patient  with  severe  hypertension  said  that 
previously  she  had  consulted  her  physician 
about  once  a week  at  which  time  her  blood 
pressure  was  taken  and  each  time  she  would 
come  away  from  the  office  quite  discouraged 
and  depressed  because  of  the  extreme  height 
of  her  blood  pressure  and  because  of  the 
weekly  admonitions  and  warnings  given  to 
her  by  her  physician.  For  ten  years  now 
I have  followed  this  patient,  and  I always 
tell  her  that  her  blood  pressure  is  perfectly 
satisfactory  but  never  reveal  to  her  the  ex- 
act reading.  I never  see  her  more  than 
three  times  a year. 

I believe  the  only  justifiable  reasons  for 
having  a patient  return  to  the  office  for 
repeated  checks  on  the  blood  pressure  (such 
visits  should  be  very  infrequent,  not  over 
three  or  four  times  a year  in  the  average 
case  of  hypertension)  are:  (1)  Reassurance 
to  the  patient.  (2)  Adequate  determination 
of  the  progress  of  his  disease  not  according 
to  the  height  of  his  blood  pressure  but  ac- 
cording to  the  size  of  his  heart,  the  decrease 
in  his  renal  function,  and  the  cerebral 
changes  as  evidenced  perhaps  by  eyeground 
changes.  (3)  Cardiac  evaluation,  determin- 
ing the  size  of  his  heart,  the  appearance 
of  the  electrocardiogram  and  determining 
whether  left  heart  strain  is  appearing. 
Should  these  three  or  four  criteria  show 
quite  progressive  changes  and  deterioration, 
then  in  spite  of  our  present  day  medical  care 
we  should  consider  the  possibility  of  sym- 
pathectomy. 

It  seems  so  difficult  for  us  to  realize  that 
blood  pressure  is  not  an  entity  in  itself  but 
simply  one  small  expression  of  a fundamen- 
tal disease  which  has  many  more  important 
expressions  than  the  height  of  the  blood 
pressure.  We  often  see  far  greater  disease 
process  in  a patient  with  blood  pressure 
around  170/110  than  in  one  with  blood  pres- 
sure of  220/120.  Dr.  D.  W.  Atchley  gives  us 
good  advice  when  he  says:  “Do  not  take  the 
cowardly  course  of  mentioning  every  serious 
possibility,  remote  though  it  may  be,  merely 
to  be  on  record  against  the  event.  It  is  com- 
forting to  the  patient  to  indicate  that  no 
alteration  of  life  is  necessary  other  than 
which  is  wise  for  anyone  of  his  own  age 
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provided  he  be  over  forty-five.  It  is  rare 
that  a career  will  have  to  be  completely  in- 
terrupted and  this  should  never  be  suggested 
on  the  first  visit.” 

Until  we  do  have  definite  knowledge  of 
the  cause  and  cure  of  hypertension,  it  is 
imperative  that  the  clinician  be  an  optimist 
concerning  blood  pressure.  If  he  is  not, 
pessimism  will  be  projected  on  to  the  pa- 
tient with  no  possible  beneficial  results  but 
with  many  deleterious  ones.  It  is  important 
to  impart  to  the  patient  the  knowledge  we 
have  that  patients  exhibiting  lability  of 
blood  pressure  often  to  abnormally  high 
levels  are  not  necessarily  predestined  to 
develop  established  disease.  Also  they 
should  know  that  hypertension  developing 
in  later  life  is  either  of  an  unusually  benign 
type  or  is  due  entirely  to  unrelated  arterio- 
sclerotic factors;  and  that  these  patients 
have  a normal  life  expectancy  and  the  in- 
cidence of  pathological  changes  is  similar  in 
most  respects  to  a normotensive  population 
of  the  same  age  group.  In  the  series  of  hy- 
pertensive cases  carefully  studied  by  Dr. 
George  Pererro  for  a period  of  ten  to 
twenty-seven  years  with  average  duration 
of  seventeen  years  he  came  to  the  conclu- 
sions that  the  initial  height  of  blood  pres- 
sure, the  symptoms  such  as  headache,  pal- 
pitation, the  presence  of  cardiac  enlarge- 
ment, minimal  albuminuria,  minor  electro- 
cardiographic changes,  and  retinal  arterio- 
venous compression  bore  no  relationship  to 
prognosis  and  that  essential  hypertension 
may  be  compatible  with  many  years  of  sur- 
vival and  well-being. 

It  is  important  to  lend  a sympathetic  ear 
to  the  many  symptoms  of  which  the  patient 
with  high  blood  pressure  complains.  Be- 
cause of  the  great  pressure  of  time  under 
which  most  physicians  are  required  to  work 
it  is  a great  temptation  to  simply  take  the 
patient’s  blood  pressure  using  the  blood 
pressure  instrument  as  an  artificial  fort  to 
protect  us  from  the  time-consuming  effort 
to  explain  his  symptoms.  We  must  not  yield 
to  this  great  temptation  to  explain  the  pa- 
tient’s symptoms  of  headache,  dizziness,  fa- 
tigue, nervousness,  irritability  and  insomnia 
purely  on  the  basis  of  high  blood  pressure. 
We  actually  know  that  most  of  these  symp- 
toms are  just  a§  common  in  people  with  low 


pressure  as  in  people  with  high  blood  pres- 
sure. We  are  doing  a great  injustice  to  our 
patient  and  are  not  being  honest  with  our- 
selves if  we  attribute  these  many  symptoms 
to  the  high  or  low  blood  pressure  as  the 
case  may  be.  We  must  take  the  time  to  ex- 
plain to  the  patient  that  actually  the  various 
symptoms  of  which  he  complains  have  little 
or  nothing  to  do  with  the  level  of  the  blood 
pressure,  but  are  an  expression  of  his  emo- 
tional and  nervous  make-up.  It  is  our  duty 
to  search  for  the  precipitating  emotional 
factors  and  to  try  to  help  the  patient,  and 
attempt  to  remove  the  factors,  to  better  un- 
derstand his  problems,  aid  in  finding  some 
substitution  for  his  problems  and  to  aid  him 
in  making  a better  adjustment  to  the  inevi- 
table problems  that  might  arise.  Always 
we  should  reassure  the  patient  that  the 
headache,  the  dizziness  and  the  pain  in  his 
chest  are  not  due  to  the  blood  pressure  and 
are  not  forerunners  of  some  serious  compli- 
cation such  as  a stroke  or  heart  failure. 

Diet 

Little  time  need  be  spent  in  discussing 
this  aspect.  As  everyone  knows,  all  sorts 
of  diets  have  had  their  ardent  advocates;  the 
low  protein,  the  high  protein,  the  low  salt, 
the  sodium  free,  the  low  fat,  and  the  rice 
diet.  Such  a wide  variety  of  diets  in  itself 
proves  that  the  diets  thus  far  recommended 
have  little  or  no  specific  value.  However, 
the  literature  is  filled  with  those  who  say 
the  rice  diet  is  of  no  value  and  others  who 
strongly  advocate  it.  It  is  my  belief  from 
personal  experience  as  well  as  from  reading 
the  literature  that  there  is  little  doubt  that 
a goodly  number  of  patients  who  rigidly 
adhere  to  the  rice  diet  or  Kempner’s  regime 
will  show  a substantial  drop  in  blood  pres- 
sure, and  perhaps  a retardation  of  the  pri- 
mary pathological  process.  However,  fol- 
lowing a strict  Kempner  regime  is  almost 
impossible  unless  the  patient  is  in  an  envi- 
ronment where  everyone  else  is  eating  in  a 
rice  house  or  is  on  the  same  diet.  Occasion- 
ally, there  is  an  exceptional  type  of  indi- 
vidual who  will  follow  the  diet,  cooperate 
and  benefit  considerably  from  such  a regime. 

In  regard  to  the  rice  diet  as  well  as  to  a 
drastically  low  cholesterol  diet,  Dr.  Dock 
states  that  the  patient  should  be  informed 
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that  on  such  a regime  life  will  not  only  seem 
much  longer  but  statistically  it  may  actually 
be  much  longer. 

Therefoi'e,  it  would  seem  that  with  our 
present  knowledge  one  should  prescribe  a 
normal,  well  balanced  diet  for  hypertensive 
individuals,  with  the  number  of  calories 
depending  on  the  weight  of  the  individual, 
and  perhaps  some  protein  limitation  for 
those  patients  with  severe  kidney  damage. 

I must  admit  without  any  sound  justifica- 
tion that  I prefer  to  give  my  patients  a low 
fat  diet.  It  is  an  easy  way  to  reduce  the 
obese,  and  if  there  is  any  virtue  in  a reduc- 
tion of  the  Gofman  Bodies,  this  can  be  ac- 
complished. I might  add  that  the  losing  of 
excess  weight  rarely  has  any  permanent 
effect  on  true  hypertension  but  it  certainly 
does  seem  to  take  a very  definite  load  off  of 
the  heart. 

Rest 

This  is  of  utmost  importance  in  the  treat- 
ment of  patients  with  hypertension  or  any 
cardiovascular  disease,  and  they  should  be 
urged  to  rest  for  an  hour  in  the  middle  of 
each  day.  After  doing  this  for  a few  weeks 
they  all  realize  that  this  is  one  of  the  most 
valuable  habits  they  can  form,  and  they 
usually  cooperate  very  well.  These  patients 
should  rest  in  bed  for  eight  hours  each  night, 
and  if  unable  to  sleep  after  psychotherapy, 
then  a mild  sedative  as  % grain  of  Seconal 
should  be  prescribed.  If  possible,  these  pa- 
tients should  have  a week  away  from  their 
work  every  three  months. 

If  the  hypertension  and  nervous  tension 
state  is  severe,  patients  get  considerable  re- 
lief by  remaining  in  bed  one  Sunday  out  of 
each  month. 

Exercise 

In  the  average  patient  with  hypertension 
exercise  is  usually  permitted  as  it  would  be 
permitted  in  normotensive  persons  though 
it  may  be  important  to  ask  the  patient  not 
to  engage  in  vigorous  or  competitive  exer- 
cises. Such  sports  as  golf,  hunting,  fishing, 
horseback  riding,  and  hiking  are  not  only 
harmless  but  are  strongly  advocated.  (It  is 
important  to  note  that  we  are  not  attempt- 
ing to  deal  with  the  complications  of  hyper- 
tensive cardiovascular  disease  such  as  early 
heart  failure,  etc.) 


Habits 

It  is  well  for  the  hypertensive  to  pay  spe- 
cial attention  to  normal  hygiene.  He  should 
eat  slowly  and  should  have  regular  elimi- 
nation. It  is  important  that  he  be  instructed 
not  to  do  anything  that  might  result  in  the 
Valsalva  experiment  such  as  straining  at  the 
stool,  lifting  heavy  objects,  or  any  such 
maneuvers  that  will  suddenly  cause  a rise 
in  blood  pressure.  Certainly  this  must  be 
the  cause,  along  with  arrhythmias,  that  re- 
sults in  so  many  vascular  accidents. 

Regarding  the  use  of  tobacco.  The  an- 
swer to  this  is  not  clear.  It  cannot  be  doubt- 
ed that  in  many  individuals  tobacco  causes 
very  definite  vasoconstriction.  Therefore, 
it  would  seem  wise  to  restrict  the  use  of  to- 
bacco, certainly  for  a trial  period  to  see  if 
there  is  any  beneficial  effect  on  the  blood 
pressure.  Here  again  one  must  know  the 
individual  and  carefully  weigh  any  possible 
benefits  against  many  emotional  problems 
that  often  arise  when  tobacco  is  discontin- 
ued. 

It  is  now  popular  to  tell  all  hypertensives 
to  take  cocktails  before  evening  meals  be- 
cause of  the  relaxation  and  vasodilatation 
that  result.  Here  again  one  must  consider 
the  individual,  never  losing  sight  of  the  fact 
that  alcoholism  is  a worse  disease  than  hy- 
pertension. I have  seen  several  cases  of 
alcoholism  have  their  inception  from  the 
advice  of  the  physician  to  take  alcohol  as  a 
relaxer.  Coffee,  tea,  and  other  beverages  do 
not  seem  contraindicated  unless  they  aggra- 
vate the  emotional  state  of  the  patient. 

Drugs 

In  discussing  the  drug  treatment  of  hyper- 
tension I think  it  well  to  refer  to  the  work  of 
Dr.  David  Ayman  who  in  1930  analyzed  the 
literature  and  disclosed  that:  “The  success- 
ful treatment  of  essential  hypertension  by 
the  use  of  many  methods  of  treatment  has 
been  reported  at  least  two  hundred  times  in 
the  preceding  decade.”  Since  1930  there 
must  have  been  at  least  four  times  as  many 
articles  on  the  Successful  Treatment  of  Hy- 
pertension. However,  the  constant  employ- 
ment of  new  drugs  and  methods  which  usu- 
ally are  discarded  after  brief  popularity 
indicates  that  none  of  these  methods  are 
actually  specific. 
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I believe  that  the  same  holds  true  today 
as  in  1930,  though  it  does  seem  that  we  are 
on  the  eve  of  some  really  great  discovery 
for  the  control  of  the  hypertensive  state 
rather  than  the  cure  of  the  disease.  It  is 
important  to  again  point  out  that  whatever 
method  we  might  employ  in  treating  a hy- 
pertensive individual,  there  is  usually  con- 
siderable relief.  I have  always  been  im- 
pressed with  the  work  also  done  by  Ayman 
in  which  he  treated  forty  hypertensive  pa- 
tients with  dilute  hydrochloric  acid  using  10 
drops  in  a little  water  before  meals  for  a 
period  of  about  four  months.  Thirty-three 
or  82  per  cent  of  these  showed  marked  im- 
provement both  in  blood  pressure  levels  and 
in  their  symptoms,  particularly  the  symp- 
toms of  insomnia,  headache,  nervousness, 
fatigue,  weakness,  loss  of  appetite,  dyspnea 
and  dizziness.  Obviously,  this  placebo  used 
by  Dr.  Ayman  certainly  could  have  no  effect 
on  the  actual  pathological  process  of  the 
hypertension.  There  is  only  one  explana- 
tion for  these  universally  successful  results 
in  the  treatment  of  symptoms  of  hyperten- 
sion, namely,  that  the  symptoms  associated 
with  essential  hypertension  are  so  frequent- 
ly of  psychic  origin  that  they  may  be  re- 
lieved by  suggestion  inherent  in  any  drug 
or  method  utilized  by  the  physician. 

It  is  my  firm  conviction  that  at  the  present 
time  the  only  drug  available  to  the  physi- 
cian and  of  any  proven  value  in  aiding  the 
patient  with  hypertension  is  some  mild  sed- 
ative such  as  phenobarbital  gr.  V2  three 
times  a day,  and  perhaps  potassium  thiocy- 
anate. There  is  absolutely  no  factual  proof 
of  any  true  value  of  many  other  prepara- 
tions that  are  used  in  treating  hypertension, 
such  as  the  nitrates  and  other  such  drugs 
commonly  known  to  us  as  Stolic  Tablets, 
Nitranitol,  Manitol,  Erythrol,  Tetranitrate, 
Theominal,  Octan,  Banthine,  T S C Tablets, 
Veratrite,  and  Veraloid. 

I think  the  last,  that  is  the  veratrum  vir- 
ide  preparations,  have  recently  come  in  for 
the  most  voluminous  reports  in  the  litera- 
ture and,  indeed,  as  in  all  other  drugs  there 
have  been  rather  excellent  reports  on  mod- 
erate reduction  of  blood  pressure.  This 
drug  has  been  in  vogue  during  several  pe- 
riods for  the  past  many  years,  always  to  be 
discarded  as  most  of  the  others.  I might  say 


that  I have  followed  the  exact  schedule  as 
recommended  in  the  treatment  of  fifteen  pa- 
tients with  hypertension  with  the  use  of 
Verati’ite  and  not  in  one  hypertensive  have 
I had  any  more  lowering  of  blood  pressure 
than  we  had  already  obtained  with  psycho- 
therapy and  phenobarbital. 

The  newer,  rather  dramatic  drugs  that  are 
sympatholytic  are  worthy  of  note  and  may 
prove  extremely  beneficial,  but  certainly  at 
this  time  are  in  the  experimental  stage  and 
probably  are  not  ready  to  be  used  by  the 
clinician  on  his  private  patients.  Bistrium 
bromide  of  Hexamethonium  ( C,;)  is  a potent 
ganglionic  blocking  agent  and  inhibits  the 
transmission  of  nerve  impulses  through  both 
the  sympathetic  and  parasympathetic  gan- 
glia of  the  autonomic  nervous  system.  It 
probably  has  some  value  in  the  treatment  of 
peripheral  vascular  disease  and  in  episodes 
of  severely  elevated  blood  pressure  crises. 

Apparently,  the  same  can  be  said  of  Ciba’s 
preparation,  Apresoline,  a brand  of  hydrala- 
zine hydrochloride,  though  this  drug  is 
slightly  more  effective  than  Bistrium,  slight- 
ly less  toxic,  can  be  taken  orally  as  well  as 
parentally,  and  acts  in  an  adrenolytic  and 
sympatholytic  nature.  However,  this  too 
has  many  side  effects  and  toxic  reactions, 
and  is  far  from  the  desired  drug,  although 
we  put  most  hope  in  it. 

I think  that  we  must  mention  potassium 
or  sodium  thiocyanate.  Time  will  not  per- 
mit a desired  discussion  of  this  drug.  Suffice 
to  say,  there  is  only  one  indication  for  the 
use  of  this  rather  dangerous  drug.  It  should 
be  restricted  to  those  patients  who  have 
high  blood  pressure  with  associated  severe 
headaches  who  have  not  been  relieved  by 
the  aforementioned  regime  and  in  whom 
sympathectomy  is  not  advised.  In  a good 
majority  of  these  patients  the  headaches 
will  be  relieved  and  blood  pressure  lowered 
slightly.  However,  to  use  this  drug  one 
must  watch  the  blood  level  frequently  as 
there  is  a very  narrow  margin  between  the 
therapeutic  and  toxic  levels. 

Summary 

My  thoughts  may  be  summarized  by  mak- 
ing a plea  that  all  of  us  recognize  that  high 
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blood  pressure  is  in  itself  only  one  evidence 
of  a general  systemic  process.  We  must 
approach  patients  with  essential  hyperten- 
sion with  an  optimistic  attitude  and  simply 
use  good  common  sense  in  helping  them 
adjust  their  lives  so  that  they  will  strive  to 


be  moderate  and  happy  in  their  way  of  liv- 
ing. 

Finally,  let  drugs  be  our  last  thought  in 
the  treatment  of  hypertensive  individuals 
until  there  is  developed  a drug  of  undoubted 
proven  value. 


THE  SURGICAL  TREATMENT  OF  HYPERTENSION:  EFFECT  OF 
SYMPATHECTOMY  ON  LIFE  EXPECTANCY* 


HARWELL  WILSON,  M.D.,f  Memphis,  Term. 

The  importance  of  hypertension  as  one  of 
our  most  serious  medical  problems  is  readily 
appreciated  when  one  realizes  that  cardio- 
vascular disease  is  the  leading  cause  of 
death.  Studies  by  the  Metropolitan  Life 
Insurance  Company  reveal  that  cardiovas- 
cular disease  accounts  for  almost  five  times 
as  many  deaths  each  year  as  does  cancer. 
Hypertension  is  one  of  the  most  prominent 
symptoms  of  cardiovascular-renal  disease. 
Because  of  the  frequency  and  seriousness  of 
this  malady  it  behooves  all  clinicians  to  lend 
every  effort  to  conquering  the  problem. 

Diagnosis  of  Essential  Hypertension 

The  diagnosis  of  essential  hypertension  is 
made  by  a process  of  exclusion.  This  is  true 
since  by  definition  essential  hypertension  is 
a type  of  elevated  blood  pressure  for  which 
no  cause  can  be  demonstrated.  There  are 
many  theories  advanced  and  much  worth- 
while study  has  been  given  to  factors  which 
aggravate  high  blood  pressure  and  to  effects 
which  may  be  produced  by  the  elevated 
pressure.  However,  the  true  cause  of  this 
condition  remains  unknown. 

Types  of  Hypertension  Other  Than  the  Essential 
Also  Amenable  to  Surgery 

Unilateral  Kidney  Disease  with  Renal 
Ischemia 

Goldblatt  demonstrated  in  the  experi- 
mental laboratory  that  the  gradual  reduc- 
tion of  the  arterial  blood  supply  to  the 
kidney  over  a period  of  months  would  fre- 
quently result  in  the  development  of  the 
hypertensive  state.  He  applied  a a small 
silver  screw  clamp  to  the  renal  artery  of  the 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April  8-9,  1952. 

fFrom  the  Department  of  Surgery,  the  Univer- 
sity of  Tennessee  College  of  Medicine,  Memphis. 


dog  and  at  subsequent  operations  gradually 
produced  more  occlusion  of  the  renal  arter- 
ies, thereby  producing  renal  ischemia.  Ani- 
mals subjected  to  this  procedure  developed 
an  abnormal  elevation  of  the  blood  pressure. 

This  observation  has  led  to  the  clinical 
observation  that  in  a very  occasional  patient 
hypertension  may  be  due  to  long-standing 
unilateral  renal  disease  where,  as  a result 
of  fibrosis  from  infection  or  other  causes, 
there  has  been  a significant  decrease  in  the 
blood  supply  to  the  kidney.  Nephrectomy 
has  resulted  in  a restoration  of  normal  blood 
pressure  in  some  such  individuals.  Unfor- 
tunately, very  few  patients  with  hyperten- 
sion fall  into  this  category. 

Adrenal  Tumor 

It  has  long  been  know  that  certain 
tumors  of  the  adrenal  gland  result  in  the 
hypertensive  state.  Surgery  offers  such 
patients  a definite  chance  for  cure  by  re- 
moving the  cause  of  the  abnormality.  Grim- 
son  has  called  attention  to  the  usefulness  of 
the  drug  Regitine  in  the  diagnosis  of  pheo- 
chomacytomas.  Although  tumors  of  the 
adrenal  gland  may  produce  hypertension, 
such  tumors  are  quite  rare  in  comparison 
to  the  number  of  patients  who  suffer  from 
hypertension. 

Coarctation  of  the  Aorta 

Until  the  work  of  Craaford  and  of  Gross 
a few  years  ago,  a patient  suffering  from 
coarctation  of  the  aorta  did  not  benefit  from 
any  definitive  treatment.  The  diagnosis  of 
this  condition  can  usually  be  established  by 
finding  a markedly  elevated  blood  pressure 
in  the  arms  and  an  absence  of  the  femoral 
pulse.  The  characteristic  erosion  of  the  low- 
er border  of  the  ribs  may  often  be  seen  in 
an  X-ray  film  of  the  chest.  Many  of  these 
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patients  may  now  be  relieved  by  resection 
of  the  constricted  area  of  the  aorta  and  the 
performance  of  an  end  to  end  anastamosis 
of  the  aorta. 

Indications  for  Surgical  Treatment  in  Essential 
Hypertension 

It  is  my  belief  that  patients  with  essential 
hypertension  whose  condition  has  not  been 
controlled  and  whose  disease  is  progressing 
in  spite  of  adequate  medical  treatment 
should  have  the  benefit  of  thoracolumbar 
sympathectomy.  The  adjustment  of  the 
mode  of  life  of  the  individual,  the  use  of  a 
low  sodium  diet,  coupled  with  weight  re- 
duction and  the  proper  use  of  certain  seda- 
tive and  hypotensive  drugs,  offers  a measure 
of  relief  for  many  patients  with  hyperten- 
sion. It  is  true  that  the  majority  of  patients 
with  this  disease  have  in  the  past  and  should 
in  the  future  be  treated  by  the  family  phy- 
sician and  the  internist.  However,  in  pa- 
tients in  whom  the  disease  is  progressing 
in  spite  of  such  measures,  serious  thought 
should  be  given  to  the  possibility  of  sympa- 
thectomy. 

Contraindication  to  Surgery 

Severe  kidney  damage  with  an  associated 
persistently  high  nitrogen  retention  in  the 
blood  is  a contraindication  to  surgery  since 
this  calls  attention  to  irreparable  kidney 
disease. 

We  have  successfully  operated  upon  pa- 
tients who  in  the  past  have  suffered  from  a 
paralytic  stroke  as  a result  of  the  hyperten- 
tion.1'  We  have  also  operated  upon  patients 
who  have  recovered  from  a coronary  occlu- 
sion and  do  not  consider  this  a contraindi- 
cation to  surgical  treatment.  We  do  not  feel 
that  a patient  should  be  operated  upon  who 
at  the  time  is  in  a state  of  heart  failure  or 
who  at  the  time  has  cerebral  edema  as  a 
result  of  hypertension. 

Risk  of  Operative  Procedure 

A thoracolumbar  sympathectomy  is  defi- 
nitely a major  operative  procedure.  Under 
carefully  controlled  conditions  and  done  by 
the  experienced  surgeon,  however,  the  mor- 
tality for  the  operation  per  se  has  been  no 
higher  than  that  for  the  usual  case  of  appen- 
dicitis. 


Effect  of  Thoracolumbar  Sympathectomy  on  the 
Life  Expectancy  of  Patients  with  Essential 
Hypertension 

Patients  with  hypertension  are  known  to 
follow  a variable  course  as  regards  life  ex- 
pectancy. In  a given  individual  it  may  be 
difficult  to  definitely  predict  the  life  expec- 
tancy. Keith,  Wagener,  and  Barker1  at  the 
Mayo  Clinic  in  1939  were  perhaps  the  first 
to  recognize  and  to  call  attention  to  the  fact 
that  following  a careful  study  of  the  patient, 
especially  the  changes  in  the  eyegrounds, 
that  the  prognosis  varies  according  to  the 
patient’s  status  when  first  examined.  They 
reported  a series  of  219  patients  whom  they 
divided  into  four  groups,  depending  upon 
the  changes  in  the  eyegrounds.  After  a 
period  of  time  varying  from  five  to  nine 
years  had  elapsed,  the  mortality  expectancy 
figures  for  each  group  was  determined. 

Since  this  study  it  has  been  apparent  that 
any  comparison  of  results  from  various 
forms  of  therapy  must  be  based  upon  pa- 
tients with  similar  findings  at  the  beginning 
of  the  treatment.  For  this  reason  careful 
comparisons  of  the  value  of  various  forms 
of  therapy  are  difficult  to  obtain  and  such 
studies  require  a long  period  of  observation. 

There  have  been  two  significant  studies 
which  throw  light  upon  this  problem. 
Smith  wick1  compared  the  results  as  regards 
the  five-year  survival  rate  in  411  medically 
treated  patients  with  the  five-year  survival 
rate  of  538  patients  whom  he  had  treated 
surgically.  These  patients  were  divided  into 
four  groups  according  to  the  criteria  of 
Keith,  Wagener,  and  Barker.  In  Group  I 
cases,  those  that  were  least  severe,  it  was 
found  that  in  the  non-surgically  treated 
cases  37.6  per  cent  of  the  patients  were  dead 
after  a five  to  ten  year  period;  whereas  in 
Group  I cases  treated  by  thoracolumbar 
sympathectomy  only  15.1  per  cent  of  the 
patients  were  dead  after  a five  to  twelve 
year  interval. 

In  Group  II  50.5  per  cent  of  the  patients 
not  treated  by  surgery  were  dead  after  five 
to  ten  years;  whereas  only  26  per  cent  of  the 
patients  operated  upon  were  dead  after  five 
to  twelve  years. 

Also  it  is  striking  to  note  that  in  Group  III, 
while  an  84.5  per  cent  mortality  was  report- 


December,  S952 


SYMPOSIUM  ON  HYPERTENSION 


487 


ed  for  the  five  to  ten  year  period  in  the  med- 
ically treated  cases,  the  rate  for  five  to 
twelve  years  of  the  surgically  treated  cases 
of  a similar  severity  was  only  45  per  cent. 

In  type  IV  cases  the  mortality  rate  for  the 
cases  treated  only  by  medical  means  was 
99.5  per  cent,  whereas  only  56  per  cent  of 
the  surgically  treated  patients  in  this  group 
had  died  after  five  to  twelve  years. 

A comparative  study  of  a smaller  group 
of  cases  treated  by  medical  means  alone 
made  with  a similar  number  treated  by  tho- 
racolumbar sympathectomy  has  recently 
been  made  by  one  of  the  nation’s  most  re- 
spected cardiologists,  Dr.  P.  D.  White5  of 
Boston.  White  reported  that  the  prognosis 
of  patients  with  the  severer  forms  of  cardio- 
vascular change  was  much  improved  by  sur- 
gery. Studies  by  Hammarstrom  and  Bech- 
ard‘;  and  Woods  and  Peet7  are  in  agreement 
with  the  findings  of  Smithwick  and  of 
White. 

Summary  and  Conclusions 

1.  Hypertensive  cardiovascular  disease  is 
one  of  the  serious  problems  confronting  the 
medical  profession  today. 

2.  Hypertensive  disease  due  to  adrenal 
tumor,  coarctation  of  the  aorta  and  to  uni- 
lateral renal  disease  may  be  cured  by  sur- 
gery in  many  cases. 


Coronary  Occlusion  in  Young  Adults.  Review  of 

One  Hundred  Cases  in  the  Services.  M.  New- 
man, Lancet,  1,  1045,  May  12,  1951. 

The  author  reviews  his  second  fifty  cases  of 
coronary  occlusion  and  presents  the  clinical  and 
pathological  observations  arising  from  the  study 
of  the  combined  first  and  second  series  of  fifty 
cases  each. 

Of  the  100  English  subjects,  99  were  male,  91 
were  soldiers,  the  others  were  officers.  Ages 
ranged  from  20  to  36. 

Ninety-one  per  cent  were  graded  physically  fit, 
or  I,  on  entry;  8 were  graded  less  fit  because  of 
minor  defects;  one  was  graded  II  because  of  car- 
diac enlargement. 

The  majority  was  of  good  physical  development. 
Before  entry  into  the  services,  14%  led  sedentary 
lives  and  about  half  had  occupations  involving 
heavy  labor.  Some  served  overseas,  some  were  in 
combat. 

Symptoms  and  signs  were  exceedingly  rare. 
One,  complaining  of  anginal  pain  and  showing  a 
normal  EKG  was  considered  to  have  an  “irritable 
heart”;  while  cardiac  enlargement  in  a second  case 
was  disclosed  on  entry  into  service,  by  physical 
examinations  and  was  confirmed  by  X-ray.  Some 


3.  Patients  with  essential  hypertension 
treated  by  thoracolumbar  sympathectomy 
have  a definitely  better  five-year  prognosis 
as  regards  life  expectancy  as  compared  with 
patients  given  non-surgical  treatment. 

Bibliography 

1.  Wilson,  Harwell:  The  Surgical  Treatment  of 
Essential  Hypertension,  Southern  Surgeon,  March, 
1948,  pp.  185-191. 

2.  Wilson,  Harwell,  Patterson,  R.  H.,  and  Diggs, 
L.  W.:  Sickle  Cell  Anemia:  A Surgical  Problem, 
Ann.  Surg.,  131:641,  1950. 

3.  Keith,  N.  M.,  Wagener,  H.  P.,  and  Barker, 
N.  W.:  Some  Different  Types  of  Essential  Hyper- 
tension: Their  Course  and  Prognosis,  Am.  J.  M. 
Sci„  197:332,  1939. 

4.  Smithwick,  R.  H.:  Hypertensive  Cardio- 

vascular Disease,  J.A.M.A.,  147:1611,  1951. 

5.  White,  P.  D.,  Dimond,  E.  G.,  and  Williams,  A.: 
A Follow-up  Study  of  100  Private  Hypertensive 
Patients  with  Cardiovascular  Complications, 
J.A.M.A.,  143:1311,  1950. 

6.  Hammarstrom,  S.,  and  Bechgaard,  P.:  Prog- 
nosis in  Arterial  Hypertension:  A Comparison  be- 
tween 251  Patients  After  Sympathectomy  and  a 
Selected  Series  of  435  Non-Operated  Patients, 
Am.  J.  Med.,  8:53,  1950. 

7.  Woods,  W.  W.,  and  Peet,  M.  M.:  The  Surgical 
Treatment  of  Hypertension:  Comparison  of  Mortal- 
ity Following  Operation  with  That  of  the  Wagener- 
Keith  Medically  Treated  Control  Series:  A Study 
of  76  Cases  from  5 to  7 Years  After  Operation, 
J.A.M.A.,  117:1508,  1941. 


had  their  coronary  occlusion  in  service,  some  after 
discharge.  Of  this  group  of  100  cases,  80  had  fatal 
attacks  and  all  but  6 were  found  dead  or  died 
almost  immediately  after  a collapse.  Coronary 
occlusion  occurred  in  11  persons  whose  ages  ranged 
from  20  to  24. 

Post  mortem  studies  revealed  cardiac  enlarge- 
ment in  38;  involvement  of  the  left  eoronai'y  in 
40%  and  of  the  right  in  10%.  Both  arteries  were 
affected  in  45%.  About  a third  showed  old  and 
new  myocardial  infarcts.  A similar  proportion 
disclosed  a thrombus.  In  the  non-thrombus  cases 
occlusion  resulted  from  gross  atheroma  or  from  an 
atheromatous  plaque  blocking  the  lumen.  Degen- 
erative coronary  changes  were  characterized  by 
thickening,  tortuosity,  and  calcification — changes 
similar  to  those  found  in  older  age  groups. 

Attention  is  drawn  to  the  existence  of  advanced 
degenerative  changes  in  the  coronaries  of  these 
young  adults  who  appeared  to  be  in  excellent 
health.  These  observations,  the  author  feels,  sup- 
port the  view  that  genetic  influences  are  the  most 
important  factors  in  the  etiology  of  coronary  dis- 
ease in  young  people.  (Abstracted  for  the  Middle 
Tennessee  Heart  Association  by  Robert  T.  Terry, 
M.D.,  Nashville,  Tenn.) 
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Vanderbilt  University  Hospital* 

A 49-year-old  white  housewife  was  admitted  to 
the  Medical  Service  of  Vanderbilt  University 
Hospital  on  March  5,  1947  because  of  diarrhea 
and  cramping  abdominal  pain.  She  dated  her 
illness  to  the  late  Fall  of  1945  when  insidiously 
increasing  weakness  occurred  in  association  with 
discomfort  in  the  left  upper  abdomen.  She  con- 
sulted a physician  who  discovered  an  enlarged 
spleen  and  anemia  in  the  absence  of  generalized 
lymphadenopathy.  It  was  said  that  she  had  no 
fever,  chills,  gastro-intestinal  or  respiratory  com- 
plaints. 

She  was  admitted  to  a Nashville  hospital  in 
January,  1946,  and  a splenectomy  was  performed. 
The  spleen  was  examined  histologically  at  Vander- 
bilt University  Hospital  and  was  said  to  have 
shown  no  evidence  of  pathological  changes  to 
explain  the  splenomegaly.  She  apparently  im- 
proved during  her  3 weeks  of  hospitalization  and 
continued  improvement  occurred  during  3 months 
of  convalescence.  She  was  able  to  resume  her 
housework. 

In  July,  1946,  she  suddenly  developed  severe 
abdominal  pain,  nausea,  vomiting,  fever,  and  ap- 
parently collapsed.  After  2 days  in  a local  hos- 
pital, where  she  was  given  only  sedatives  she  was 
admitted  to  the  Surgical  Service  of  Vanderbilt 
University  Hospital.  The  record  of  this  admission 
was  lost.  Operation  was  deferred.  Two  days 
after  admission  she  had  a generalized,  erythemat- 
ous eruption,  associated  with  the  development  of 
profuse,  watery  diarrhea  and  abdominal  cramp- 
ing. 

This  had  not  entirely  subsided  at  the  time  of 
her  discharge  from  the  hospital,  and  it  apparently 
persisted  during  the  following  8 months  until 
her  last  admission.  However,  the  frequency  of 
stools  diminished  from  approximately  15-20  per 
day  to  no  more  than  4-7  per  day.  The  stools 
never  contained  pus  or  blood,  but  were  described 
as  being  liquid  and  varying  from  yellow-  to 
cream-colored.  Abdominal  cramping  pain  was 
so  severe  at  times  as  to  require  the  use  of  opiates. 
She  was  troubled  by  fever  and  night  sweats,  and 
lost  weight  continuously.  Weight  loss  amounted 
to  52  lbs.  during  the  latter  8 months  and  to  109 
lbs.  during  her  entire  period  of  illness. 

About  3 months  prior  to  her  last  admission  she 
developed  thrombophlebitis  in  the  right  lower  ex- 
tremity, with  fever,  severe  pain,  local  heat  and 
swelling.  This  was  treated  in  a local  hospital 
with  penicillin.  A similar  affection  of  the  left  leg 
developed  after  the  first  had  subsided.  The  latter 
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had  not  entirely  disappeared  at  the  time  of  her 
admission  to  Vanderbilt  University  Hospital. 

A review  of  her  past  and  personal  and  family 
histories  yielded  no  significant  information. 
System  review  was  non-contributory  except  for 
nocturia,  2 to  3 times  nightly,  for  many  years. 
Respiratory  complaints  were  specifically  denied, 
as  was  skin  pigmentation  and  craving  for  salt. 

PHYSICAL  EXAM:  T 100  R 20  P 90  B.P.  90/75. 
She  was  an  extremely  emaciated,  chronically  ill 
woman  complaining  of  abdominal  cramping.  The 
skin  was  dry,  and  a blotchy,  purplish  color  was 
present  over  the  abdomen  and  posterior  trunk 
(said  to  be  a result  of  the  skin  rash  8 months 
previously).  No  areas  of  brown  tanning  were 
noted.  There  was  no  generalized  adenopathy;  a 
soft,  palpable  node  was  present  in  the  left  axilla. 

The  eyes  were  not  significantly  abnormal  except 
for  atrophy  of  the  lower  half  of  the  right  retina. 
Several  vesicles,  some  crusted,  were  present  on  the 
lower  lip.  The  mucous  membranes  of  the  mouth 
and  pharynx  were  clear  except  for  injection  of 
the  pharynx.  Thyroid  and  trachea  were  normal. 
Impairment  of  the  percussion  note  was  present  in 
the  right  infraclavicular  region  and  at  both  bases 
posteriorly.  No  significant  changes  in  breath 
sounds  were  observed  and  rales  were  not  heard. 
The  heart  was  not  enlarged,  the  rhythm  was 
regular,  and  there  were  no  murmurs.  The 
abdomen  was  flat,  very  tender,  tense  and  doughy 
in  consistency.  Apparently  no  localized  muscle 
spasm  was  present.  No  masses  were  palpable,  and 
free  fluid  seemed  absent.  Peristaltic  sounds  could 
be  heard  without  the  use  of  a stethoscope.  Pelvic 
and  rectal  exams  were  not  done.  The  extremities 
showed  no  clubbing.  There  was  soft  2+  edema 
to  the  knee  on  the  left  and  a trace  of  edema  on 
the  right.  The  reflexes  were  normally  active. 

Laboratory  Examinations: 

Urine: 

Appearance:  Amber,  cloudy 
Sp.  Gr.:  1.020 
Reaction:  pH  6 
Albumin:  Negative 
Sugar:  Negative 
Urobilinogen:  Positive 

Micro.:  3-5  WBC;  no  RBC;  occasional  granular 
cast 

Stool: 

Appearance:  Gray-green,  soft 
Bile:  Positive 
Blood:  Negative 
Parasites:  None,  including  ova 
Fat:  No  excess 

Acid-fast  bacteria:  None  seen 
Blood: 

RBC  3.81  Million— MCV  94 
Hgb  11.3  Gm.% — MCH  29 
PCV  36% — MCHC  31 
ESR  11/4 

Wassermann  and  Kahn  tests  negative 
Agglutinins  negative  against  typhoid  H & O; 
paratyphoid  A & B 
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WBC  7,550-6,350 

Differential:  Stabs  8%,  Segmenters  80.5%, 

Eosinophils  1%,  Lymphocytes  10.5%,  Mono- 
cytes 5% 

Smear:  Adequate  platelets;  no  malarial  parasites; 
Otherwise  not  remarkable 

Icteric  index  6 

NPN  23  mg.% 

CO  . 57.9  vols.  % 

Cl  89.1  meq/L 

TSP  4.76  Gm.%  (Alb.  2.55;  Glob.  2.21) 

Carotene  35  ug% 

Vit.  A 53  I.U. 

Tocopherols  0.81  mg.% 

Gastric  Analysis:  Bile  present.  No  free  acid  on 
fasting  or  after  alcohol.  14  free  acid  after 
histamine. 

COURSE  IN  HOSPITAL:  She  was  given  pare- 
goric in  an  attempt  to  control  her  diarrhea,  and 
was  placed  on  a liquid,  high-calorie,  high-vitamin 
diet.  Parenteral  fluids  were  necessary  in  addition, 
and  she  received  a 500  ml.  blood  transfusion. 
Spiking  fever  continued  with  daily  elevations  to 
101-102  . She  ceased  having  stools,  and  it  was 
noted  that  she  was  becoming  distended  on  March 
7.  This  situation  apparently  relieved  itself  with- 
out intervention.  Because  of  her  worsening  con- 
dition, tube  feedings  were  instituted.  By  March 
10  she  appeared  moribund  and  the  abdomen  had 
become  “fairly  boardlike.”  Later  in  the  day  she 
expired  quietly. 

DR.  HUGH  J.  MORGAN:  I have  the  feel- 
ing that  I am  faced  with  a very  difficult 
situation  here  on  the  clinical  side,  and  am 
sure  the  staff  felt  the  same  way  at  the  time 
of  this  patient’s  admission  to  the  hospital. 
I take  it  that  the  reason  we  do  not  have 
some  very  essential  information  about  this 
case  is  that  she  was  much  too  sick  for  cer- 
tain examinations.  It  would  have  been 
very  comforting  indeed  and  probably  help- 
ful, maybe  even  diagnostic,  to  have  had  a 
careful  gastro-intestinal  X-ray  examination 
and  a careful  proctoscopic  examination.  Just 
these  two  things  alone,  and  possibly  a biopsy 
might  have  helped  us.  However,  as  I said, 
all  these  things  were  not  done  I suppose 
because  she  was  too  sick.  So  we  have  to 
take  what  has  been  given  us  and  try  to  make 
a diagnosis.  As  far  as  I’m  concerned,  I do 
not  believe  a diagnosis,  a reasonable  diag- 
nosis, a diagnosis  based  on  adequate  reason- 
ing or  adequate  foundation,  is  possible.  We 
have  no  basic  information  here. 

Tuberculous  enteritis  comes  to  mind.  The 
preponderance  of  enteric  symptoms,  but 
with  a paucity  of  peritoneal  symptoms  un- 


til terminally,  makes  the  diagnosis  of  a 
tuberculous  process  unlikely.  It  would  be 
an  unusual  illustration  of  such  disease. 

When  one  tries  to  relate  the  story  to  possi- 
ble malignancy  of  the  pancreas  one  faces  a 
similar  problem.  To  be  sure  she  had  a wast- 
ing disease.  The  features  of  her  illness,  the 
combination  of  long-continued  diarrhea, 
fever,  and  cramping  pain  are  pretty  difficult 
to  relate  to  carcinoma  of  the  pancreas.  This 
woman  had  hyperperistalsis  for  many 
months  of  her  life,  with  pain  due  to  ex- 
cessive smooth  muscle  spasms  in  the  small 
intestine.  It  is  most  difficult  for  me  to  think 
that  a localized  neoplasm  in  the  body  of  the 
pancreas  should  give  such  manifestations. 

Could  one  postulate  abdominal  carcinoma- 
tosis originating  in  the  pelvis?  Pelvic  car- 
cinoma of  the  ovary  with  abdominal 
metastases  but  without  a palpable  tumor  or 
tumors  seems  an  unlikely  diagnosis. 

Chronic  ulcerative  colitis  is  certainly  a 
condition  to  be  considered  in  the  differential 
diagnosis.  However,  to  have  had  chronic 
ulcerative  colitis  for  a year  and  a half  and 
then  to  die,  without  a history  of  having  had 
blood  and  mucus  in  the  stools,  would  be  a 
very,  very  uncommon  circumstance.  Even 
in  the  absence  of  diarrhea,  blood  and  mucus 
in  the  stool  are  common  in  chronic  ulcera- 
tive colitis.  One  has  only  to  remember  what 
the  lesions  and  the  bowel  look  like  to  recog- 
nize the  certainty  of  bleeding  at  some  time. 
Therefore,  in  this  case,  I am  conditioned 
against  serious  consideration  of  the  diag- 
nosis of  chronic  ulcerative  colitis  in  the 
absence  of  a story  of  blood  and  mucus. 
Blood  in  the  stool  is  so  conspicuous  it  is 
hard  to  believe  the  patient  could  have  over- 
looked it.  A proctoscopic  examination,  of 
course,  would  have  settled  the  matter  in 
this  case.  Furthermore,  chronic  ulcerative 
colitis  would  have  caused  a leukocytosis 
and  probably  a spiking  temperature  of  101° 
to  102°.  Terminally,  in  addition  to  a high 
leukocytosis  one  might  have  expected  a 
positive  blood  culture,  which  wasn’t  made. 
The  terminal  event  suggestive  of  obstruc- 
tion and  then  perforation  would  have  been 
perfectly  compatible  with  chronic  ulcerative 
colitis. 

The  likelihood  of  regional  ileitis  going  on 
to  death,  without  there  being  a mass  in  the 
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abdomen,  nor  a fistulous  tract  either  ab- 
dominal or  perineal  is,  I think,  improbable. 
Again,  a negative  proctoscopic  examination 
and  positive  X-ray  findings  would  have  set- 
tled the  matter,  since  the  X-ray  examina- 
tion is  usually  quite  diagnostic  in  regional 
ileitis. 

This  leads  us  to  raise  the  question  of  a 
nutritional  disorder.  Could  sprue  have  been 
this  woman’s  disease?  I do  not  think  she 
had  sprue.  She  had  fever,  and  people  with 
sprue  have  sub-normal  temperatures.  She 
did  not  have  fatty  stools  as  far  as  we  know, 
and  we  must  accept  what  we  find  in  the 
records.  It  states  definitely  she  did  not  have 
fatty  stools, — I say,  no  fat,  no  sprue. 

Abdominal  Hodgkins  disease  must  be  con- 
sidered. Hodgkins  disease  could  cause  diar- 
rhea through  involvement  of  the  lymphoid 
tissue  of  the  gut.  Whether  you  can  call  it 
Hodgkins  disease  or  lymphosarcoma  is  im- 
material, but  such  involvement  might  ex- 
plain the  whole  picture.  Patients  with  these 
diseases  do  sometimes  have  fever.  There  is 
a rare  form  of  lymphosarcomatosis,  I have 
never  seen  it,  but  have  looked  it  up,  which 
involves  the  bowel.  It  can  do  just  what 
happened  in  this  case.  It  could  well  explain 
her  cramping  pain,  fever  and  very  marked 
intestinal  dysfunction  with  poor  absorption. 
It  might  explain  the  axillary  node  which 
she  had.  This  was  not  an  inflammatory 
node  because  it  was  not  soft,  tender  or  hot. 

I have  thought  of  the  possibilities  which  I 
have  discussed,  and  am  sure  we  could  name 
some  others.  As  a matter  of  fact,  when  we 
look  at  Walter  Palmer’s  list  of  the  causes  of 
diarrhea,  we  see  some  of  the  things  I’ve  con- 
sidered in  trying  to  arrive  at  a notion  as  to 
what  disease  this  case  represents.  Of  all 
the  guesses  I might  make,  I have  a feeling 
that  perhaps  disseminated  lymphosarcoma- 
tosis of  the  intestine  might  really  come  the 
closest.  If  one  is  ever  going  to  make  a diag- 
nosis with  inadequate  evidence,  today  is  the 
time  to  do  it.  Perforation  with  peritonitis 
was  the  terminal  event. 

DR.  JOHN  SHAPIRO:  I think  a diagnosis 
in  this  case  could  not  be  made  clinically.  It 
presents  numerous  interesting  features 
though,  and  has  aroused  considerable  inter- 
esting discussion.  So  I think  it  a worth- 
while case  to  present. 


At  the  autopsy  examination,  when  the 
abdominal  cavity  was  opened,  there  was 
generalized  peritonitis  of  an  acute  sort  and 
about  1,000  cc.  of  purulent  fluid;  there  were 
diffuse  fibrinous  adhesions.  The  immediate 
cause  of  death  was  undoubtedly  generalized 
peritonitis  of  an  acute  type.  The  reason 
for  this  peritonitis  was  explained  when  we 
examined  the  gastro-intestinal  tract.  In  the 
jejunum  there  was  an  ulcer,  some  5 or  6 
cm.  in  diameter,  which  ran  around  the  per- 
imeter of  the  gut  in  an  annular  fashion. 
This  ulcer  had  perforated  and  there  were 
several  other  ulcers  farther  down  in 
the  gut  which  had  not  perforated.  In  addi- 
tion to  this,  on  the  gross  examination,  there 
was  hepatomegaly  with  the  liver  weighing 
some  2,000  grams,  and  showing  minute  foci 
of  infiltration.  The  lymph  nodes  in  the  ab- 
dominal cavity  were  moderately  enlarged, 
though  no  specific  type  of  lesion  could  be 
found  gi’ossly.  In  the  lungs  there  were  a 
couple  of  nodules,  one  in  each  lower  lobe, 
each  described  as  being  about  1.5  cm.  in 
diameter  without  frank  caseation  but  re- 
sembling tubercles.  The  gross  diagnosis  ivas 
tuberculous  enteritis  and  tuberculous  in- 
volvement elsewhere. 

However,  on  the  basis  of  microscopic  ex- 
amination we  were  forced  to  change  our 
mind.  In  the  sections  from  the  ulcers  of  the 
gut  there  were  innumerable  organisms  his- 
tiologically  identical  with  Histoplasma  cap- 
sulatum.  This  then  was  the  etiologic  agent. 
This  organism  was  grown  on  culture  from 
the  ulcer  of  the  gut.  Numerous  acid-fast 
stains  for  study  were  done  on  various  or- 
gans and  guinea  pigs  were  inoculated.  It 
was  impossible  to  isolate  any  acid-fast  or- 
ganism. 

So  our  final  diagnoses  were  as  follows: 
Histoplasmosis  of  the  gastrointestinal  tract, 
with  generalized  peritonitis,  due  to  perfor- 
ation of  a jejunal  ulcer;  histoplasmosis  of 
the  lung,  liver  and  adrenal  glands. 

One  adrenal  was  markedly  involved  with 
histoplasma  infection,  though  not  sufficient- 
ly to  render  it  absolutely  afunctional,  I be- 
lieve. The  abdominal  lymph  nodes  were 
also  involved.  This  case  illustrates  some- 
thing I will  mention  in  passing.  It’s  the 
reason  I called  attention  to  statements  in 
the  clinical  chart,  to  the  effect  that  this 
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spleen  was  normal  on  histologic  examina- 
tion. Now  that  was  a quotation  by  some- 
one, and  it  was  an  erroneous  quotation  I am 
sure  because,  after  the  autopsy  examination, 
sections  of  the  spleen  were  obtained  from 
St.  Thomas  Hospital,  and  there  were  gran- 
ulomas in  the  spleen.  They  could  not  be 
diagnosed  as  either  tuberculous  or  histo- 
plasmosis, or  any  other  type  of  specific  le- 
sion, but  certainly  were  diagnosable  as  gran- 
ulomas. So  in  preparation  of  the  protocol 
we  included  only  the  information  in  the 
clinical  chart.  This  is  an  example  of  the 
erroneous  information  which  may  creep  into 
charts.  The  lesions  of  the  lip  were  not 
examined  since  we  are  not  permitted  rou- 
tinely to  obtain  tissue  from  that  area. 

DR.  MORGAN:  It  was  not  until  after  the 
autopsy  that  we  knew  the  spleen  had  granu- 
lomatous lesions  in  it.  We,  on  the  clinical 
side,  should  have  gotten  an  authoritative 
statement  as  to  what  was  found  in  the  other 
hospital  to  help  us  determine  what  was  the 
matter  with  the  patient.  That  was  careless- 
ness on  our  part.  We  might  not  have 
known,  prior  to  death,  that  this  woman  had 
histoplasmosis,  but  we  would  have  known, 
prior  to  death,  that  she  had  an  inflammatory 
process,  of  a granulomatous  type,  in  her 
spleen  a year  and  a half  before  death. 
(There  are  several  granulomatous  lesions 
one  has  to  be  concerned  with.)  It  would 
cei'tainly  be  unlikely  that  she  would  have 
had  granulomas  in  the  spleen  a year  and  a 
half  before  death  which  did  not  have  some 
relationship  to  what  killed  her. 

Well,  here  we  have  histoplasmosis  again, 
involving  the  small  intestine,  leading  to  ob- 
struction, perforation  and  peritonitis  ter- 
minally and,  during  a whole  year  and  a half 
of  symptomatic  illness,  leading  to  intestinal 
dysfunction  with  faulty  absorption  and  loss 
of  food  stuffs  by  rapid  elimination.  I take 
it  she  died  perhaps  as  a result  of  poor  nu- 
trition as  much  as  of  infection.  However 
that  may  be,  I think  it’s  a fine  case  with 
which  to  end  the  school  vear. 

Really,  the  history  of  histoplasmosis  is 


Vanderbilt.  It’s  a fascinating  thing  that  it 
was  first  here  that  the  nature  of  the  disease 
was  defined.  Until  Demonbreun’s  work  in 
the  Department  of  Pathology,  it  was  thought 
that  in  some  way  or  another  this  was  a dis- 
ease due  to  animal  rather  than  plant  life, 
and  that  the  things  we  saw  in  the  bodies  and 
lesions  represented  unicellular  organisms 
not  of  plant  origin.  And  of  course,  Dr.  De- 
monbreun  settled  that  point  once  and  for  all. 
And  he  will  always  be  known  as  the  person 
who  made  that  terribly  important  discovery. 

I think  it  is  also  interesting  from  the  clinical 
side  that  the  first  time  this  disease  was  ever 
recognized  during  life  was  in  the  Depart- 
ment of  Pediatrics.  Drs.  Dodd  and  The  rnp- 
kins  found  the  organisms  in  the  bleed  of  an 
infant  and  for  the  very  first  time  in  history  a 
diagnosis  of  this  disease  was  made  ante- 
mortem. Dr.  Demonbreun  found  that  dogs 
had  the  disease  and  this  made  possible  the 
study  of  the  disease  as  it  had  never  been 
studied  before  in  the  living  animal.  (It  is 
epidemic,  at  times  in  kennels.)  Within  your 
medical  lifetime  the  infectious  agent  has 
been  found  for  the  first  time  outside  the 
living  organism.  Before  that  you  had  to 
assume  the  fungus  did  exist  somewhere, 
but  there  are  now  a fair  number  of  re- 
ported instances  of  its  isolation.  The  second 
time  it  was  isolated  from  nature  was  in 
this  region  under  the  stimulus  of  Dr. 
Christie  and  his  group.  Perhaps  the  most 
important  single  thing  that  has  been  done, 
from  the  clinical  point  of  view,  in  relation 
to  this  disease,  is  the  demonstration  by  Drs. 
Christie  and  Peterson  that  this  disease  is 
almost  surely  responsible  for  a high  percent- 
age of  the  pulmonary  calcification  we  have 
been  calling  tuberculous.  It  was  in  Dr. 
Goodpasture’s  department  that  Dr.  Demon- 
breun had  his  training  and  did  the  work  that 
set  off  a series  of  developments  which  has 
made  the  disease  one  about  which  we  now 
know  a great  deal.  It  is  a disease  about 
which,  only  a few  years  ago,  we  had  no  ideas 
concerning  its  etiology. 
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Hyperglycemia  in  Coronary  Thrombosis,  Ellenberg, 

M.  Osserman,  K.  E.,  and  Pollack  H.:  Diabetes 

1:16,  1952. 

Seventy-five  cases  of  coronary  thrombosis  with 
postmortem  examinations  have  been  correlated 
from  the  standpoint  of  clinical  observations  and 
pathologic  findings.  Transitory  hyperglycemia  or 
glycosuria  have  been  reported  with  an  incidence 
as  high  as  50  per  cent.  Blood  value  levels  were 
nearly  always  less  than  200  mg.  per  cent.  The 
cases  were  divided  into  two  groups,  diabetic  and 
nondiabetic.  Fifteen  cases  (20%)  were  non- 
diabetic-hyperglycemic, and  45  cases  (60%)  were 
nondiabetic-normoglycemic. 

The  most  striking  clinical  difference  between 
the  hyperglycemic  and  normoglycemic  groups  was 
the  presence  or  absence  of  shock.  In  the  group 
showing  an  elevation  of  blood  sugar,  shock  was 
present  in  all  cases  except  one;  whereas,  it  ap- 
peared only  twice  in  the  normoglycemic  group. 
The  survival  time  of  the  hyperglycemic  group  was 
one-third  (6.3  days)  as  compared  with  the 
normoglycemic  group. 

Thirteen  of  the  15  patients  with  hyperglycemia 


had  central  liver  cell  necrosis;  whereas,  only  2 of 
the  40  normoglycemic  cases  showed  this  pathologic 
finding.  The  authors  believed  that  the  sequence 
of  events  in  the  production  of  hypoglycemia  was 
as  follows:  (1)  The  insult  of  the  occlusion  results 
in  shock.  (2)  There  is  an  immediate  outpouring 
of  epinephrine,  which  stimulates  hepatic  glyco- 
genolysis.  (3)  As  shock  continues,  the 
adrenocortical  mechanism  comes  into  play,  and  a 
sharp  increase  in  gluconeogenesis  results.  (4) 
Vasospasm  is  active  and  produces  local  anoxia. 
(5)  The  spasm  and  anoxia  eventually  lead  to 
central  liver  cell  necrosis. 

In  the  11  diabetic  patients  with  shock,  liver 
cell  necrosis  was  present  in  9 of  them.  The  patho- 
logic pictures  were  identical  with  the  necrosis 
seen  in  the  nondiabetic  cases  in  which  hyper- 
glycemia and  shock  were  present.  Hyperglycemia 
is  a clinical  manifestation  of  shock,  and  central 
liver  cell  necrosis  is  an  anatomical  manifestation 
of  shock.  (Abstracted  for  the  Tennessee  Diabetes 
Association  by  Cleo  W.  Stevenson,  M.D.,  Mem- 
phis.) 


FOUND — Gabardine  Topcoat  at  Middle  Tennessee  Medical  Association  Meeting, 
Shelby ville,  November  20,  1952. 

Owner  write  Secretary, 

FRANK  G.  WITHERSPOON,  M.D. 

2122  West  End  Avenue,  Nashville,  Tennessee 
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GP  MAY  WELL  BECOME  SYNONYMOUS  WITH  PG 


The  General 
Practitioners’  offi- 
cial organization  is 
casually  known  as 
the  GP  movement. 
The  progress  made 
by  that  group  in 
bringing  Postgrad- 
uate Education  to 
its  members  is 
worthy  of  com- 
mendation. It  occurs  to  me  that  “GP”  may 
well  become  the  symbol  of  PG  study. 

The  Tennessee  Academy  of  General  Prac- 
tice should  be  proud  of  its  Postgraduate 
Courses,  most  of  them  of  a pioneering  na- 
ture. The  TAGP  is  stressing  an  intensified 
campaign  to  have  all  of  its  members  keep 
abreast — almost  ahead  of  the  swift  advances 
of  medical  science.  The  organization  is  do- 
ing a fine  job  in  this  field,  its  primary  func- 
tion. 

The  TAGP  is  sponsoring,  through  its  State 
and  Local  Chapters,  three  new  types  of  PG 
courses.  They  were  reported  by  Dr.  C.  B. 
Roberts  of  Sparta,  President  of  the  TAGP. 
in  his  address  at  the  recent  Symposium  on 
Respiratory  Diseases  in  Knoxville.  We  want 
to  relay  this  report  to  the  entire  membership 
of  TSMA  in  this  page. 

First,  the  Andrew  Jackson  Academy  of 
General  Practice  has  completed  the  first 
year  of  a PG  course  covering  Middle  Ten- 
nessee, in  which  Vanderbilt  University 
School  of  Medicine  provided  the  lectui’es. 
This  course  made  it  possible  for  the  GP  to 
build  up  from  20  to  30  hours  of  formal  edu- 
cation in  one  year.  In  addition  to  the 
monthly  evening  classes,  the  doctors  may 
attend  two  day-long  “classes”  at  Vanderbilt 
during  the  year  and  add  some  10  hours  more 
credit  toward  maintaining  membership  in 
the  American  Academy  of  General  Practice. 

It  is  significant  that  this  year-long  course 
cost  the  Treasury  of  the  TAGP  the  small 


sum  of  approximately  $300.  This  may  well 
be  watched  by  the  TSMA  as  a pilot  test. 

Second,  the  Five-County  Medical  Society 
and  the  TAGP  are  conducting  another  new- 
type  of  program.  The  world-wide  pharma- 
ceutical courses  and  laboratories  provide 
one  speaker  each  month  to  lecture  at  Cooke- 
ville. This  course  will  make  available  ap- 
proximately 20  hours  of  formal  education 
within  a year.  The  cost  to  the  Five-County 
and  TAGP  is — zero.  I was  privileged  to 
hear  the  first  lecture.  I might  add  that  the 
subject  was  presented  in  excellent  style. 

The  third  innovation  sponsored  by  the 
TAGP  was  the  recent  compact  (one-day) 
Symposium  on  respiratory  diseases  in  Knox- 
ville, in  which  the  Knoxville  Academy  of 
Medicine  shared  the  sponsorship.  The  sym- 
posium consisted  of  outstanding  speakers. 
This  meeting  was  the  first  of  its  type,  in  the 
nation,  in  that  Lederle  Laboratories  provid- 
ed all  the  speakers  and  paid  all  the  expenses. 
Yet,  Lederle,  in  a most  self-effacing  manner, 
did  not  mention  a single  product  it  produces. 
Nor  was  there  any  exhibit  of  products  what- 
ever. 

At  the  Knoxville  meeting.  Dr.  H.  L.  Mon- 
roe of  Erwin,  a GP  leader  and  Councilor  of 
the  TSMA,  reported  that  53-plus  per  cent 
of  some  450  GP’s  have  taken  at  least  one 
complete  Postgraduate  Course  within  the 
past  three  years.  He  gave  other  figures  from 
a recent  survey  showing  that  GP’s  of  Ten- 
nessee are  well  ahead  of  many  other  com- 
parable areas  in  keeping  abreast  of  the 
march  of  medical  science. 

It  is  hoped  that  all  GP’s  will  support  this 
program  and  demonstrate  to  others  what 
can  be  done.  Only  those  who  fail  to  attend 
these  meetings  have  cause  to  regret. 


Dr.  Smith 
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CAT  SCRATCH  DISEASE 

Non-bacterial  Regional  Lymphadenitis  is 
another  name  given  the  viral  disease  trans- 
mitted by  the  scratch,  at  times  the  bite,  of 
cats. 

Though  this  was  first  recognized  as  a clin- 
ical entity  in  1932  by  Foshay,  it  has  not  been 
known  to  the  medical  profession  generally 
until  in  very  recent  years.  It  is  probable 
that  many  physicians  have  seen  instances 
of  the  disease  but  have  not  recognized  it. 
American  investigators  found  a tuberculin- 
like reaction  in  victims  of  the  disease  with 
an  antigen  prepared  from  affected  lymph 
nodes.  Eetween  1947  and  1951  papers  on 
the  clinical  aspects  of  the  disease  appeared 
in  the  French  literature,  after  the  visit  of 
a Frenchman  to  Foshay’s  laboratory. 
French  investigators  found  a serologic  re- 
lationship to  the  lymphopathia  venereum— 
pittacosis  virus  group.  The  first  reported 
case  in  the  American  literature  was  pub- 
lished in  1951.* 

Recently  Daniels  and  McMurrayf  report- 
ed 60  cases,  24  of  which  were  personally 
studied,  the  remainder  being  patients  tested 


with  antigen  supplied  by  the  authors,  clini- 
cal data  being  furnished  by  their  attending 
physicians. 

Most  of  the  cases  were  found  in  those  be- 
low twenty  years  of  age.  Geographically 
they  have  occurred  in  fifteen  states,  Hawaii 
and  Canada.  All  but  five  could  recall  expo- 
sure to  cats.  Thirty-three  had  had  a scratch 
in  the  region  drained  by  the  affected  nodes; 
three  had  been  bitten  by  cats;  in  14  cases  the 
information  was  inadequate  for  establishing 
the  mode  of  inoculation.  The  authors  had 
seven  household  epidemics  affecting  sixteen 
persons.  Cats  seem  to  be  temporary  car- 
riers since  they  react  negatively  to  cat- 
scratch  antigen.  The  disease  is  unknown  to 
veterinarians. 

The  primary  lesion,  usually  in  an  un- 
clothed area,  at  the  site  of  inoculation  is 
either  the  whole  or  a portion  of  the  scratch, 
or  a papule  raised  and  inflamed,  (at  times 
suggesting  insect  bites)  again  as  a purple  or 
dusky  red  scar.  The  time  interval  from  in- 
oculation to  primary  lesion  seems  to  be  from 
three  to  seven  days. 

The  lymphadenopathy  appears  to  develop 
in  from  a matter  of  a few  days  to  as  long  as 
forty  days.  The  most  frequently  involved 
nodes,  as  would  be  anticipated,  are  the  ax- 
illary ones,  though  cervical  and  inguinal 
lymphadenopathy  is  not  infrequent.  The 
nodes  may  be  tender  or  non-tender,  at  times 
are  fixed,  rubbery  in  consistency  with  red- 
ness and  heat  of  the  overlying  skin.  Sup- 
puration with  sterile  pus  developed  in  22  of 
the  60  cases. 

The  systemic  symptoms  of  fever,  usually 
mild,  at  times  high,  lasting  from  3 to  5 
weeks,  malaise,  anorexia,  weakness,  lassi- 
tude, aching  and  headaches  are  common. 
Six  of  the  60  had  a rash  of  a maculo-papular 
type.  There  have  been  instances  of  the  so- 
called  Parinaud’s  ocidoglandular  syndrome, 
proven  to  be  examples  of  cat  scratch  dis- 
ease. Most  of  the  cases  had  leucocyte  counts 
of  7-31,000.  The  antigen  used  by  the  authors 
was  prepared  from  nodes  removed  surgical- 

*Your  editor  studied  an  unreported  case  with 
Dr.  Ralph  Larsen  in  1947. 

tDaniels,  W.  B.  and  McMurray,  F.  G.:  Cat 
Scratch  Disease;  Non  bacterial  Regional 
Lymphadenitis:  A Report  of  60  Cases,  Ann.  Int. 
Med.  37:697,  1952. 


December,  1952 


EDITORIAL 


495 


ly  in  the  same  manner  we  used  to  manufac- 
ture the  Frei  antigen  for  testing  for  lym- 
phopathia  venereum  before  the  days  of  Ly- 
granum.  All  60  cases  reported  by  Daniels 
and  McMurrav  reacted  positively  to  the  an- 
tigen. Cultures  from  lymph  nodes  were  ster- 
ile. Agglutination  tests  for  tularemia  and 
heterophile  antibodies  have  been  negative; 
Frei  tests  were  negative. 

Unquestionably  all  of  us  have  seen  in- 
stances of  this  disease  but  have  not  recog- 
nized the  true  etiology.  Tularemia  is  the 
disease  most  likely  to  be  confused  with  cat 
scratch  disease.  However,  Daniels  and  Me- 
Murray  point  to  cases  thought  originally  to 
represent  lymphomas,  tuberculous  adenitis, 
lymphopathia  venereum,  infectious  mono- 
nucleosis, thyroglossal  duct  cyst  and  pyo- 
genic lymphadenitis. 

If  one  of  the  pharmaceutical  houses  will 
produce  an  antigen  from  the  chick  embryo 
similar  to  the  Frei  antigen  Lygranum,  all  of 
us  will  have  a means  of  classifying  at  least 
some  of  our  undiagnosed  lymphadenopathies 
which  we  see  at  intervals. 

R.  H.  K. 

* 

THE  CONSULTANT  IN  THE 
ROLE  OF  INSTRUCTOR 

Postgraduate  education  of  the  physician 
is  generally  thought  of  in  terms  of  attending 
lectures,  demonstrations  and  clinics  at  some 
medical  center,  or  by  a circuit  riding  or  vis- 
iting instructor  in  the  doctor’s  own  commu- 
nity. “Continuation  instruction,”  if  it  is 
feasible,  is  the  better  instruction.  Here  the 
consultant  or  visiting  instructor  can  use  the 
doctor’s  own  patient  as  the  subject  for  de- 
veloping the  new  thinking  in  given  diseases 
and  in  reviewing  unused  knowledge  of  past 
days.  This  type  of  instruction  is  used  rather 
extensively  in  certain  areas  of  the  country. 
In  some  it  is  by  circuit-riding  instructors 
from  the  state  university,  the  instructor  con- 
sulting with  the  doctor  at  the  bedside,  at  the 
local  hospital  or  in  the  home.  In  other  areas 
the  doctor  is  invited  to  the  diagnostic  center 
to  which  he  has  referred  his  diagnostic  or 
treatment  problems. 

In  Tennessee  the  proportion  of  general 
practitioners  to  specialists  is  roughly  four 
to  one.  The  one-fourth  or  one-fifth  of  the 


profession  in  the  specialty  field  probably  see 
many  of  the  diagnostic  and  therapeutic 
problems  of  the  general  practitioner  on  a 
consultant  basis.  One  wonders  to  what  ef- 
fect these  cases  are  used  for  continuation 
teaching!  Your  editor  is  in  a peculiar  po- 
sition which  permits  him  to  be  aware  of  the 
great  variability  in  consultant’s  letters  after 
study  of  referred  cases.  Some  consider  the 
pros  and  cons  of  the  problem  under  scru- 
tiny; others  give  a bare  outline  of  findings 
and  an  opinion.  Possibly  the  busy  general 
practitioner  does  not  wish  to  read  a long 
letter  about  his  patient  any  more  than  the 
busy  consultant  wishes  to  dictate  a lengthy 
clinical  evaluation.  Yet  your  editor  does 
know  that  some  doctors  do  complain  of 
sketchy  letters  by  the  consultant.  If  the 
referring  physician  keeps  case  records,  it 
would  seem  that  an  adequate  letter  in  the 
record  would  be  invaluable  in  some  in- 
stances for  future  reference  even  if  the  press 
of  work  prevents  adequate  digestion  of  its 
contents  at  the  time  of  its  arrival. 

Your  editor  would  raise  for  discussion  and 
thought  items  in  this  regard  which  might 
well  be  sponsored  by  the  Tennessee  State 
Medical  Association.  The  referring  physi- 
cian faced  with  a diagnostic  or  therapeutic 
problem  can  ascertain  the  general  status  of 
the  patient  from  the  viewpoint  of  the  history 
and  physical  examination  as  well  as  any 
specialist,  or  even  better,  if  he  will.  The 
major  reason  for  reference  in  diagnostic 
cases  is  the  utilization  of  special  methods  of 
investigation  by  the  specialist.  Commonly 
these  are  carried  out  in  the  laboratory, 
X-ray  room  and  the  like.  They  may  or  may 
not  be  reported  in  detail  in  the  descriptive 
letter  to  the  family  doctor.  Even  if  the  con- 
sultant thinks  the  results  of  tests  not  signifi- 
cant and  therefore  needless  of  description, 
the  referring  physician  often  wonders  what 
“such  or  such”  a test  showed,  or  if  it  was 
done.  Again,  with  rapid  progress  in  labor- 
atory procedures  the  referring  physician 
often  does  not  know  the  values  of  reported 
findings. 

What  would  be  the  reaction  on  the  part  of 
the  general  practitioners  and  of  the  special- 
ists to  something  of  the  nature  of  the  follow- 
ing? If  the  Tennessee  State  Medical  Asso- 
ciation sponsored  a form  for  the  reporting 
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of  all  laboratory  results,  whether  normal  or 
abnormal,  EKG,  X-ray,  biopsy  or  autopsy, 
would  such  a form,  if  used  by  the  consultant, 
offer  a valuable  contribution  in  carrying  the 
facilities  of  the  medical  center  into  the  gen- 
eral practitioner’s  office?  Such  a form 
would  need  to  include,  for  teaching  pur- 
poses. the  normal  limits  for  each  laboratory 
test.  It  would  save  the  consultant  time  in 
reporting  findings;  it  would  give  the  refer- 
ring physician  the  benefit  of  all  findings, 
normal  or  abnormal.  It  would  not  replace 
the  consultant's  letter.  His  duty  still  would 
be  the  communication  of  what  he  learned  in 
his  history,  in  his  examination  with  or  with- 
out special  technics  and  finally  the  interpre- 
tation of  his  findings  from  the  diagnostic 
and  therapeutic  viewpoint. 

With  a little  thought  the  type  of  form 
your  editor  visualizes  could  be  prepared  and 
be  passed  upon  by  various  specialty  groups 
for  the  sake  of  completeness.  It  could  be 
printed  by  the  State  Association  and  be 
made  available  to  the  specialists  at  a negli- 
gible cost. 

Your  editor  would  be  interested  to  hear 
any  expressions  of  interest  on  this  means  of 
continuation  education,  either  from  general 
practitioners  or  specialists. 

R.  H.  K. 

* 

UNITED  MINE  WORKERS  WELFARE 
AND  RETIREMENT  FUND 

One  of  the  most  controversial  actors  on 
the  national  stage  is  John  L.  Lewis.  His 
actions  and  demands  are  extolled  by  a great 
segment  of  the  population  and  especially  by 
his  mine  workers.  On  the  other  hand,  he  is 
considered  to  be  ruthless  and  dictatorial  by 
those  who  subscribe  to  a laissez  faire  atti- 
tude toward  labor  and  business.  Though  he 
may  use  government  agencies  to  attain  his 
ends,  he  cannot  be  labeled  a socialist.  He  is 
as  much  a product  of  the  capitalistic  system 
as  is  a manufacturing  trust,  and  he  said  as 
much  at  the  annual  convention  of  UMWA 
last  October. 

No  matter  what  the  individual  doctor’s 
feelings  may  be,  the  profession  must  be 
aware  of  the  Lewis  philosophy.  He  has 
injected  into  the  problem  of  adequate  med- 
cal  care  a plan  of  buying  medical  attention 


for  those  of  lower  economic  levels  in  an 
open  market,  without  asking  a cent  from  the 
taxpayer.  This  philosophy  was  clearly  stat- 
ed by  Lewis  in  the  following: 

‘‘The  principle  on  which  this  Welfare  Fund  is 
written  in  our  contract  is  in  plain  words  for  all 
men  to  see,  and  that  principle  declares  that  the 
men  who  own  the  coal  mines  in  this  country  and 
who  use  up  the  man  power  of  our  industry  in 
those  mines  will  pay  the  cost  of  that  usage  and  that 
the  finished  product,  the  commodity,  the  ton  of 
coal  that  goes  into  the  city  bins  shall  bear  its 
share  of  the  cost  of  caring  for  those  men,  just  the 
same  as  the  cost  is  provided  for  rails,  lubricating 
oils,  fuels,  tipples,  cars,  taxes  or  any  other  item 
that  goes  to  the  cost  ol'  production.  It  is  a part 
of  the  cost,  and  as  far  as  I am  concerned  it  will 
remain  a part  of  the  cost  of  production.” 

He  then  goes  on  to  present  his  philosophy 
concerning  that  part  of  his  program  of  vital 
interest  to  the  medical  profession: 

‘‘I  am  glad  to  note  also  in  passing  that  this 
plan  of  the  United  Mine  Workers  is  not  socialized 
medicine.  . . . This  plan  contemplates  the  purchase 
of  the  services  of  the  medical  profession  and  es- 
tablishes the  best  possible  service  at  a fair  and 
just  cost.  That  is  free  enterprise.  That  is  not 
socialized  medicine.  And  in  this  work,  more  and 
more  as  the  days  go  by,  the  eminent  figures  in  the 
American  medical  world  are  coming  to  understand 
more  and  more  the  value  of  this  great  arrange- 
ment in  our  industry  and  more  and  more  are  ex- 
tending their  cooperation  and  their  helpfulness  to 
make  it  the  most  successful  of  any  plan  in  the 
country.” 

(The  efficiency  of  the  UMWA  Welfare  and 
Retirement  Plan  is  attested  to  by  the  expen- 
diture of  only  2.7  per  cent  of  total  revenue 
for  administrative  purposes.  This  is  the 
efficiency  of  big  business.) 

Finally,  John  L.  Lewis  believes  that  his 
Union  has  made  a great  contribution  in  a 
free  economy,  when  he  says: 

“I  have  the  feeling  that  in  the  field  of  medicine 
and  in  the  field  of  industrial  research,  in  the  field 
of  industrial  hygiene  it  has  made  practically  a new 
approach,  a new  consideration  for  many  of  the 
inherent  and  tremendous  problems  which  are  faced 
by  the  medical  profession.  . . . Our  Union  recog- 
nized that  new  value  can  come  in  our  country 
and  under  our  system  of  free  enterprise  only 
from  new  production  and  we  encourage  that  new 
production.  We  stand  for  the  usage  of  all  modern 
equipment  and  scientific  devices  and  forms  that 
will  take  the  raw  materials  which  God  gave  our 
people  and  make  them  of  increasing  value  in  the 
marts  of  trade.” 
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John  L.  Lewis  is  buying  medical  attention 
on  a free  enterprise  basis  and  has  shown  no 
disposition  to  alter  his  course.  He  knows, 
from  past  expressions  of  opinion,  that  social- 
ized medicine  does  not  mean  the  good  medi- 
cine which  he  is  looking  for.  He,  through 
his  medical  representatives,  has  dealt  ethic- 
ally with  organized  medicine,  setting  no 
fees  for  service,  permitting  freedom  of  ac- 
tion on  the  part  of  the  doctor,  but  asking 
only  for  good  medical  care.  Lewis  is  prob- 
ably not  a man  to  ask  or  to  give  favors.  In 
dealing  with  him  the  medical  profession  has 
only  to  look  to  its  practices, — are  they  good 
and  honest  and  are  the  fees  fair.  If  not, 
John  L.  Lewis  is  unlikely  to  turn  to  state 
medicine  for  he  recognizes  its  inevitable 
mediocrity,  but  he  will  in  one  way  or  an- 
other buy  that  care  he  desires  for  his  people. 

R.  H.  K. 


With  the  approve I of  the  Legislative  and  Public 
Policy  Committee  of  the  T ennessee  State  Medical 
Association , a bill  for  the  licensing  of  physical 
therapists  will  probably  be  introduced  into  the 
Legislature  by  the  physiotherapists  of  the  State. 

What  Licensing  of  Physical  Therapists 
Should  Mean  to  the  Physician 

Odon  P.  von  Werssoweti,  M.D.,*  Nashville,  Tenn. 

Physical  therapy  offers  a necessary  and 
valuable  adjunct  in  the  treatment  of  various 
affections,  especially  in  disabilities  of  the 
locomotor  system.  It  is  treatment  depend- 
ent to  a large  degree  upon  the  individual 
responsibility  of  the  person  actually  admin- 
istering it.  The  treatment  method  is  se- 
lected and  prescribed  by  the  attending  phy- 
sician after  consideration  of  the  specific 
needs  of  the  individual  patient.  No  matter 

*Chief,  Physical  Medicine  Rehabilitation  Serv- 
ice, Thayer  Hospital  and  Pi'ofessor  of  Physical 
Medicine,  Meharry  Medical  College,  Nashville, 
Tennessee. 

Published  with  permission  of  the  Chief  Medical 
Director,  Department  of  Medicine  and  Surgery, 
Veterans  Administration,  who  assumes  no  respon- 
sibility for  the  opinions  expressed  or  the  con- 
clusions drawn  by  the  author. 


how  detailed  the  prescription  may  be,  there 
will  be  a number  of  factors  during  the  treat- 
ment period  that  will  vary  from  day  to  day, 
or  even  from  hour  to  hour.  These  factors 
may  be  pain  threshold,  fatigue,  water  and 
electrolyte  balance  of  the  body,  variations 
of  atmospheric  pressure,  etc.  The  therapist 
administering  treatment  must  vary  and  ad- 
just it  to  meet  the  needs  as  prescribed  and, 
at  the  same  time,  to  do  no  harm  to  the  pa- 
tient. One  must  remember  that  any  treat- 
ment or  drug  likely  to  be  beneficial  must  be 
powerful  and,  if  used  incorrectly,  will  cause 
great  harm.  Thus  the  administration  of 
physical  therapy  cannot  be  left  safely  to  the 
haphazard  technic  of  any  person  who  hap- 
pens to  have  been  practicing  massage  or 
electrotherapy  over  a course  of  years. 
Physical  therapy  is  a scientific  form  of  treat- 
ment which  is  constantly  being  changed  and 
improved  in  technic.  Therefore  it  can  only 
be  properly  entrusted  to  a qualified  physical 
therapist  who  is  thoroughly  conversant  with 
modern  methods. 

The  relationship  between  the  physician 
and  the  therapist  is  comparable  to  that  of 
the  physician  and  the  pharmacist  in  pre- 
scribing and  dispensing  drugs.  (Physical 
agents  should  be  considered  as  drugs  used 
externally.)  The  doctor  does  not  have  to 
know  how  to  compound  medicines;  he  tells 
the  pharmacist  what  he  desires.  Having 
confidence  in  the  pharmacist,  performing 
the  technical  work,  the  doctor  knows  that 
if  there  is  ambiguity  in  his  prescription,  it 
will  be  called  to  his  attention.  The  same 
relationship  exists  between  the  physician 
and  a qualified  physical  therapist. 

For  the  protection  of  the  sick  or  injured, 
this  relationship  should  be  legalized,  per- 
mitting only  well  qualified  persons  to  be 
licensed  for  this  purpose.  Prescribing  phy- 
sicians should  demand  this  for  their  own 
protection,  as,  after  all,  the  final  responsi- 
bility for  treatment  rests  on  the  prescribing 
physician.  Only  when  the  physical  therapist 
is  licensed  by  the  State  will  the  referring 
physician  know  and  be  assured  that  his 
patient  will  receive  the  desired  treatment 
in  accordance  with  his  prescription  and  ac- 
companied by  all  appropriate  safeguards. 
Licensing  of  physical  therapists  will  assure 
adequate  training  and  will  encourage  high 
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standards.  Of  course  it  will  hurt  some  per- 
sons, especially  the  irregular  practitioners 
who  claim  “wonder  cures”  by  physical 
agents  without  adequate  basis.  Licensing  of 
physical  therapists  would  eliminate  such 
assertions. 

Licensing  also  would  raise  the  dignity  of 
such  physical  treatment  to  the  rightfully 
high  place  it  has  reached  in  the  medical 
field.  It  is  rather  amusing,  and  at  the  same 
time  depressing,  to  drive  along  our  high- 
ways and  see  all  sorts  of  advertisements 
proclaiming  cures  that  cannot  be  realized, 
giving  hope  where  none  can  be  expected, 
and  commercializing  on  the  ignorance  of  the 
suffering.  Such  individuals,  working  on 
their  own,  lack  medical  knowledge  and  are 
not  under  the  supervision  of  physicians. 

Several  years  ago,  while  driving  through 
one  of  the  main  streets  in  Chattanooga,  I 
saw  a sign  about  6 by  9 feet  in  size  adver- 
tizing a naturopath  who  was  specializing  in 
all  branches  of  physical  medicine.  I was 
told  that  this  individual  took  a six  weeks 
course  somewhere  in  Florida  and  thus  be- 
came a specialist  in  physical  medicine.  Nor- 
mally, it  takes  twelve  years  of  hard  work 
to  become  a physiatrist,  i.e.,  an  M.D.  spe- 
cializing in  physical  medicine.  There  are 
numerous  instances  of  individuals  with  in- 
adequate training  who  have  claimed  to  be 
physical  therapists  because  they  had  been 
graduated  from  some  so-called  Physical 
Therapy  School.  There  is  such  a school  here 
in  Nashville;  it  is  associated  with  a barber 
shop.  The  student  first  takes  a course  of 
instruction  in  barbering  and  then  is  ad- 
vanced to  the  postgraduate  course  in  physi- 
cal therapy,  consisting  of  meager  instruc- 
tions with  meager  equipment  and  without 
clinical  material.  This  type  of  education  is 
grossly  inadequate,  but  “graduates”  of  such 
a school  create  confusion  in  the  mind  of  the 
general  public  as  well  as  physicians.  The 
busy  physician  has  no  time  to  check  the 
qualifications  of  all  people  who  represent 
themselves  to  be  physical  therapists. 

This  chaos  can  be  eliminated  if  appropri- 
ate licensing  is  required.  The  patient  should 
be  assured  of  receiving  at  all  times  the  best 
medical  and  scientific  care  possible.  If  the 
use  of  physical  agents  is  essential,  the  need 
can  be  met  satisfactorily  only  by  physical 


therapists  trained  to  use,  with  skill  and  re- 
straint, those  complicated  measures  which 
are  the  basis  of  physical  treatment.  Good 
medical  care  under  proper  medical  super- 
vision can  only  be  assured  in  this  way,  be- 
cause the  nationally  registered  physical 
therapists  are  bound  by  their  code  of  ethics 
not  to  practice  their  skills  independently. 
They  accept  patients  for  treatment  only  if 
the  patients  are  referred  bv  physicians. 
Therapists  administer  treatment  as  pre- 
scribed, reporting  progress,  complications, 
or  other  pertinent  observations  to  the  physi- 
cian. 

There  seems  to  be  no  real  major  disad- 
vantage to  the  licensing  of  physical  thera- 
pists. There  may  be  some  minor  disadvan- 
tages of  which  the  most  important  is  the 
scarcity  of  qualified  therapists,  but  this  is 
only  a temporary  situation,  which  is  being 
gradually  corrected.  This  shortage  would 
be  reduced  materially  if  a School  of  Physical 
Therapy  were  established  at  one  of  our  lead- 
ing medical  colleges.  I believe  that  the 
licensing  of  physical  therapists  is  desirable 
and  necessary.  The  law  should  be  specific 
so  that  it  will  protect  the  public  from  un- 
scrupulous quacks  who,  without  adequate 
training,  profess  to  practice  physical  ther- 
apy and  who,  by  their  treatment,  often  cause 
grave  physical  and  mental  harm. 


Dr.  W.  A.  K.  White,  Washington  County’s 
oldest  physician,  died  suddenly  in  his  home 
on  October  28,  1952.  Aged  83. 


* 

Dr.  Paul  DeWitt,  prominent  retired  physi- 
cian and  surgeon  of  Madison,  died  suddenly 
of  a heart  attack  at  his  home  on  November 
6,  1952.  Dr.  DeWitt  was  a member  of  a large 
number  of  professional  societies  and  a 33rd 
degree  Scottish  Rite  Mason.  Aged  74. 

* 

Dr.  William  R.  West  of  Knoxville  died  on 
November  8,  1952.  In  his  long  career,  Dr. 
West  practiced  medicine  in  Ashevile,  New- 
port and  Knoxville.  Aged  91. 
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November  25 

R.  H.  Kampmeier,  M.D. 

Editor — Journal  Tennessee  State  Medical  Assn. 
Nashville,  Tennessee 

Dear  Doctor  Kampmeier: 

I would  like  very  much  to  have  this  plea  pub- 
lished in  our  State  Journal.  The  various  county 
medical  societies  call  on  young  specialists  in  the 
various  fields  to  give  talks  at  their  monthly  meet- 
ings. We  are  always  glad  to  go  and  try  to  give 
all  we  can  to  our  colleagues  concerning  practical 
applications  of  newer  forms  of  therapy  and  any- 
thing else  which  might  be  to  their  benefit.  We 
want  to  help  in  any  way  we  can  in  the  dissemina- 
tion of  medical  knowledge,  as  required  of  us  by 
our  Hippocratic  Oath.  We  realize  that  we  are 
called  upon  because  the  older  and  better  estab- 
lished men  will  not  make  these  trips.  Usually 
we  are  assured  upon  completion  of  our  talk,  that 
the  presentation  has  been  good  and  that  consid- 
erable benefit  has  been  obtained  by  the  local 
society. 

Then  the  members  of  the  local  society  keep 
mechanically  referring  their  cases  to  the  estab- 
lished man  and  never  give  the  younger  man  an- 
other thought.  I think  that  any  doctor  will  agree 
that  an  occasional  case  referred  to  a doctor  dur- 
ing his  first  few  years  in  practice  will  not  harm 
the  practice  of  the  older  specialists  (who  probably 
wish  they  were  not  faced  with  such  a full  wait- 
ing room  anyhow).  It  would  give  considerable 
boost  to  the  morale  of  the  younger  man  to  feel 
that  his  efforts  were  appreciated  by  the  referral 
of  an  occasional  patient  from  the  men  to  whom 
he  has  recently  talked.  I think  that  if  the  practi- 
tioner in  the  small  towns  will  think  about  this, 
he  will  realize  that  what  I have  said  is  true  and 
that  he  has  not  sent  “just  one  case”  to  see  if  the 
young  specialist  really  knew  what  he  was  talking 
about. 

Very  truly  yours, 

(Name  withheld) 

* 

November  26,  1952 

Dear  Doctor: 

Have  you  thought  about  income  taxes  and  sav- 
ings in  the  same  breath  lately? 

All  of  us  in  the  medical  profession  are  faced 
with  daily  demands  for  financial  contributions  to 
some  worthy  cause.  Making  your  decisions  about 
supporting  these  many  causes  demands  the  selec- 
tion of  a plan  which  will  give  full  utilization  of 
your  philanthropic  dollar  at  a minimum  cost  to 


you.  I feel  that  it  is  my  personal  responsibility  to 
call  your  attention  to  certain  advantages  in  the 
form  of  tax  savings  which  you  may  realize  by 
making  a contribution  to  the  American  Medical 
Education  Foundation. 

The  basis  of  our  present  enviable  system  of  med- 
ical care  is  an  equally  enviable  system  of  medical 
education.  Your  contributions  will  materially  as- 
sist in  maintaining  the  upward  progress  of  medical 
education  which  this  nation  has  enjoyed  for  the 
past  sixty  years.  It  is  my  firm  conviction  that  we 
cannot  fail  our  medical  schools  in  this  time  of 
financial  stress.  The  success  of  the  American 
Medical  Education  Foundation  will  play  a major 
role  in  the  continuing  high  quality  of  medical 
training  and  health  care.  It  is  therefore  of  the 
utmost  importance  that  every  member  of  the  med- 
ical profession  give  his  immediate  whole-hearted 
financial  support  to  this  project. 

I know  you  will  give  this  matter  your  im- 
mediate and  serious  consideration.  Write  your 
check  today.  I shall  look  forward  to  hearing 
from  you  in  the  near  future. 

Sincerely  yours, 

Louis  H.  Bauer,  M.D. 

President 

American  Medical  Association 


Chattanooga  and  Hamilton  County 
Medical  Society 

The  society  held  its  semi-monthly  meeting 
on  October  30  in  the  auditorium  of  the  In- 
terstate Building.  Dr.  J.  M.  Higginbotham 
and  Dr.  Robert  J.  Boehm  presented  a sum- 
mary of  a recent  meeting  of  the  American 
College  of  Surgeons.  Dr.  Fay  B.  Murphey, 
Jr.,  presented  a paper  on  “Coincident  Cho- 
lecystic and  Coronary  Disease”  while  Dr. 
Philip  H.  Livingston  discussed  the  subject. 
* 

The  November  13  meeting  of  the  society 
was  a dinner  session  at  the  Chattanooga 
Golf  and  Country  Club.  Dr.  Henry  Doubil- 
let,  clinical  professor  of  surgery  at  New 
York  University,  and  Dr.  Emmerson  Ward 
of  the  Mayo  Clinic,  were  guest  speakers. 

* 

Knoxville  Academy  of  Medicine 

Dr.  George  T.  Novinger  was  the  essayist 
for  the  regular  meeting  of  the  Academy  on 
November  4.  The  ^.cademy  along  with 
many  of  the  medical  societies,  sponsored  the 
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annual  Diabetes  Detection  Drive  during  the 
week  of  November  16.  This  was  the  fourth 
consecutive  year  that  the  Academy  has  par- 
ticipated in  this  program. 

-* 

At  the  November  18  meeting,  Dr.  Phillip 
C.  Thomas  read  a paper  on  “Diabetes  Melli- 
tus.”  Dr.  Charles  Sienknecht  discussed  Dr. 
Thomas'  paper.  An  interesting  project  of 
the  Academy  has  been  the  restoration  of  the 
auditorium  to  its  original  appearance  when 
it  was  constructed  in  1812  bv  William  Park 
who  completed  the  original  construction  be- 
gun by  John  Sevier  in  1792.  The  restoration 
included  reconstruction  of  the  fireplace  to 
its  original  dimensions  adding  Belgium 
black  and  gold  marble.  The  addition  of 
brass  andirons  and  logs  with  a hand  carved 
mantel,  and  with  the  addition  of  six  Paul 
Revere  type  lanterns,  the  dignity  of  the 
room  has  been  greatly  enhanced.  These 
lanterns  are  the  exact  replicas  of  those 
which  swung  from  the  tower  of  the  old 
North  Church  on  the  night  of  Paul  Revere’s 
ride.  Many  members  of  the  Academy  shared 
in  the  cost  and  the  planning  of  this  restora- 
tion. 

-* 

Washington,  Carter,  and  Unicoi  Counties 
Medical  Society 

The  society  held  a dinner  meeting  on  No- 
vember 13  at  the  John  Sevier  Hotel  in  John- 
son City.  The  guest  speaker  was  Dr.  Eugene 
Stead,  professor  of  medicine  at  Duke  Uni- 
versity. 

-* 

Memphis  and  Shelby  County 
Medical  Society 

The  regular  meeting  of  the  society  was 
held  in  the  auditorium  of  the  Institute  of 
Pathology  Building  on  the  night  of  October 
7.  Following  the  regular  business  session, 
the  following  program  was  presented  in  the 
form  of  a “Symposium  on  the  Fundamentals 
of  Office  Radiology.” 

“Hazards  to  the  Patient,  Technician,  and 
Physician,”  by  Dr.  Walter  H.  Mendel. 

“Common  Errors  in  Interpretation  of 
Plain  Films,”  by  Dr.  D.  J.  Cara. 

“Common  Errors  in  Interpretation  of  Gas- 


tro-Intestinal  Studies,”  by  Dr.  C.  H.  Hea- 
eock. 

“Recent  Advances  in  Special  Techniques,” 
by  Dr.  David  S.  Carroll. 

These  papers  were  discussed  by  Dr.  J. 
Cash  King. 

* 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Assembly  held  its  November  4 meet- 
ing at  the  New  Southern  Hotel  in  Jackson. 
At  this  meeting,  Dr.  Gene  Morrison,  profes- 
sor and  chairman  of  the  department  of  bac- 
teriology at  the  University  of  Mississippi, 
discussed  “Infection  and  Immunity,”  fol- 
lowed by  Dr.  A.  C.  Guyton,  professor  and 
chairman  of  the  department  of  physiology 
and  bio-phvsics  at  the  University  of  Missis- 
sippi, who  discussed  “Physiology  of  Kidney 
Disease.” 

* 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

After  dinner  in  the  Vanderbilt  University 
Hospital  Cafeteria,  the  program  of  the  No- 
vember 11  meeting  included  a paper  on 
"Pulmonary  Resection  for  Tuberculosis”  by 
Doctors  Walter  L.  Diveley,  Douglas  H.  Red- 
dell  and  Rollin  A.  Daniel,  Jr.,  and  one  on 
“A  Preliminary  Report  on  a New  Elbow 
Joint  Prosthesis”  by  Dr.  S.  B.  Prevo. 

On  November  25  the  Academy  met  with 
the  Middle  Tennessee  Heart  Association  to 
hear  their  guest  speaker  Dr.  Thomas  Duck- 
ett Jones  of  New  York  who  spoke  on  “Med- 
ical Aspects  and  Other  Needs  of  the  Indi- 
vidual with  Rheumatic  Fever  or  Rheumatic 
Heart  Disease.” 


Socialized  Medicine  Discussed  at  Two- 
Day  Meeting  of  Magnuson  Commission 

Problems  of  financing  medical  care,  with  empha- 
sis on  the  issue  of  national  compulsory  health 
insurance,  were  argued  last  week  before  the  Pres- 
ident's Commission  on  the  Health  Needs  of  the 
Nation. 

Following  are  brief  quotations  from  all  partici- 
pants, in  order  in  which  they  testified: 

SEYMOUR  E.  HARRIS,  Ph.D..  Professor  of  Eco- 
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nomics,  Harvard:  “The  AMA  can  point  with  pride 
to  the  fact  that  the  factory  worker  pays  only  half 
as  large  a part  of  his  income  for  a doctor’s  visit 
as  he  did  before  the  war.  But  we  need  to  know 
more  about  the  quality  of  the  service.  Does  he 
(the  doctor)  give  less  time?  Is  he  more  tired  and 
crowded?” 

FRANK  G.  DICKINSON , Ph.D.,  Director  of  the 
Bureau  of  Medical  Economic  Research,  American 
Medical  Association:  “It  would  take  just  540  of 
a week’s  wages  in  1951  to  purchase  the  same 
amount  of  medical  care  as  a whole  week's  wages 
would  have  purchased  in  1935-39.”  . . . Medical 
care  costs  as  a whole  are  lagging  well  behind 
prices  in  general.  . . . All  statistics  show  remark- 
able improvement  in  maternal  and  infant  mortality 
rates  and  startling  longer  life  expectancy. 

HARRY  BECKER,  Associate  Director,  Commis- 
sion on  Financing  of  Hospital  Care  and  former 
Social  Security  Director  for  CIO:  “If  we  accept 
the  pattern  of  financing  which  establishes  volun- 
tary prepayment  for  the  families  of  the  currently 
employed  and  which,  through  government  assist- 
ance, provides  the  same  standard  of  care  on  essen- 
tially the  same  basis  for  non-wage  and  low  income 
groups — we  will  close  most  of  the  existing  gaps  in 
financing  care.  . . .” 

HELEN  HALL,  Director  of  Henry  Street  Settle- 
ment, Chairman  Subcommittee  on  Health  Needs  of 
the  National  Federation  of  Settlements:  “Insur- 
ance for  comprehensive  care,  with  provision  for 
preventative  care,  is  what  we  need.  Voluntary 
plans  protect  those  in  the  least  need  of  protection. 

. . . I object  to  the  whole  idea  of  stabilizing  such 
variable  services  as  those  offered  by  the  voluntary 
plans.” 

WALTER  F.  PERKINS,  Koppers  Company,  Inc., 
and  Trustee,  Johns  Hopkins  Hospital:  “The  sen- 
sible thing  to  do  is  to  encourage  the  extension  of 
hospital  insurance  so  as  to  make  it  available  at 
reasonable  rates  to  all  of  our  people.  We  must 
also  develop  reasonable  and  adequate  medical, 
surgical  and  nursing  care  insurance  plans.  This 
will  need  the  active  leadership  of  the  medical 
profession,  which  so  far  has  been  lacking.  . . . This 
is  a problem  that  cannot  be  solved  overnight. 
England  thought  so  and  you  all  know  what  hap- 
pened there.” 

WILLIAM  S.  McNARY,  Executive  Vice-Presi- 
dent and  General  Manager,  Michigan  Hospital 
Service:  “Health  service  ...  is  bringing  into  Blue 
Cross  thought  an  increasing  understanding  of  the 
importance  of  maintaining  a balance  between  local 
or  regional  needs  and  the  demands  of  the  nation- 
al economy.  Where  definite  inadequacies  exist, 
Health  Service  can  step  in  and  build  up  the  bene- 
fits to  the  required  uniform  national  levels.  Thus 
. . . Blue  Cross  is  raising  national  standards  with- 
out imposing  the  hobbles  of  centralization.” 

DR.  CHARLES  G.  HAYDEN,  Executive  Director. 
Massachusetts  Medical  Service:  “Basically  this 

(OASI)  is  a simple  cash  transaction  and  the  recip- 
ient can  do  what  he  pleases  with  the  money.  Un- 


der federal  compulsory  health  insurance,  however, 
the  federal  government  also  proposes  to  collect  the 
money,  but  instead  of  returning  money  to  patients 
requiring  medical  care,  it  would  undertake  to  pro- 
vide the  personal  services  of  physicians.  How  this 
could  be  done  without  imposing  controls  on  the 
medical  profession  I,  as  the  administrator  of  a 
medical  care  plan,  cannot  understand.  . . .” 

JOHN  H.  MILLER,  Vice-President  and  Actuary 
of  the  Monarch  Life  Insurance  Co.:  “One  of  the 
most  significant  developments  . . . has  been  the 
growth  in  availability  of  protection  against  cata- 
strophic medical  expense.”  ...  In  1951  benefits 
which  either  were  or  might  have  been  used  for 
medical  care  costs  totaled  $1.7  billion,  with  $768 
million  specifically  paid  for  this  purpose. 

DR.  GEORGE  BAEHR,  President  and  Medical 
Director,  Health  Insurance  Plan  of  Greater  New 
York:  “The  many  extra  charges  that  doctors  are 
permitted  to  make  under  the  limited  plans  deter 
families  from  availing  themselves  of  the  benefits 
of  preventive  medical  services  and  . . . early  dis- 
ease detection.  . . . Voluntary  insurance  will  not 
be  accepted  as  the  final  answer  . . . until  it  can 
provide  comprehensive  coverage  to  those  who 
want  it  and  should  have  it.  . . .” 

I.  S.  FALK.  Ph.D.,  Director,  Division  of  Research 
and  Statistics,  Social  Security  Administration . 
FSA.:  “Voluntary  insurance  plans  . . . hinder  at 
least  as  much  as  help  the  development  of  group 
practice  required  for  advancement  of  quality  of 
care.  ...  If  we  agree  on  the  need  for  wider  use 
of  insurance,  . . . we  find  that  voluntary  insurance 
does  not  and  cannot  meet  our  needs.  . . .” 

GEORGE  W.  COOLEY . Assistant  Secretary  of 
AMA  Council  on  Medical  Service:  The  phenom- 
enal growth  of  hospital  surgery  and  medical  care 
insurance  is  evidence  the  American  people  have 
placed  their  faith  in  the  voluntary  system.  In 
about  10  years,  hospitalization  insurance  coverage 
has  inci-eased  430%,  surgical  protection  770%  and 
medical  care  820%. 

DR.  VLADO  GETTING . Commissioner,  Massa- 
chusetts Department  of  Health:  The  Commission 
has  been  spending  too  much  time  on  how  to  finance 
medical  care  and  not  thinking  enough  about  how 
to  reduce  the  risks  of  poor  health.  . . . The  greatest 
need  is  nationwide  development  of  full-time  local 
health  departments. 

DR.  EDWIN  L.  CROSBY.  Director,  Johns  Hop- 
kins Hospital:  “Efforts  should  be  made  to  increase 
and  expand  Blue  Cross  on  a voluntary  basis  . . . 
so  as  to  narrow  the  gap  between  patients  who  have 
difficulty  in  paying  their  hospital  bills  and  those 
who  are  entirely  unable  to  pay.” 

DR.  WARD  DARLEY , Dean,  School  of  Medicine, 
University  of  Colorado:  “The  recent  activities  of 
the  National  Fund  for  Medical  Education  and  the 
American  Medical  Education  Foundation  in  rais- 
ing funds  for  medical  schools  are  of  significance 
not  only  in  that  they  represent  an  effort  to  interest 
the  general  public  in  contributing  to  the  support 
of  medical  education  but  also  in  that  these  funds 
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are  to  be  given  to  the  schools  to  be  used  in  any 
way  they  think  best.  . . 

HAROLD  M.  GROVES,  Professor  of  Economics, 
University  of  Wisconsin:  . . The  case  for  federal 

aid  to  medical  education  is  strong  and  convincing. 
...  It  should  be  our  objective  to  devise  a scheme 
of  compulsory  insurance  . . . perhaps  by  a 2% 
income  tax  for  compensation  of  catastrophic  ill- 
ness.” 

MICHAEL  M.  DAVIS.  Ph.D.,  Chairman,  Com- 
mittee for  the  Nation’s  Health:  “For  most  of  the 
American  people,  health  insurance  should  be  re- 
quired by  national  law.  . . . Without  a broad  and 
positive  national  program,  I anticipate  a mixture 
of  commercial  and  non-profit  voluntary  insurance 
which  will  be  quantitatively  insufficient  and  often 
qualitatively  poor,  plus  the  piecemeal  but  steady 
growth  of  directly  tax-supported  medical  and  hos- 
pital care.  . . 

£.  A.  VAN  STEENWYK,  Executive  Director.  As- 
sociated Hospital  Service  of  Philadelphia:  Solu- 
tion of  the  problem  of  meeting  the  public’s  bill  for 
medical  care  of  the  poor  will  require  participation 
of  government  at  all  levels.  Federal  grants  along 
lines  of  the  Hill-Burton  hospital  program  to  state 
medical  authorities  for  paying'  costs  for  the  medi- 
cally indigent  should  be  tried. 

LEON  KEYSERLING,  Chairman,  President's 
Council  of  Economic  Advisers:  During  the  next  10 
years,  an  additional  $100  billion  in  goods  and  serv- 
ices may  be  expected,  several  billion  of  which 
could  very  well  be  used  to  expand  health  services. 
Steps  should  be  taken  to  get  these  services  tr.  t'm 
people  who  need  them  most,  particularly  to  those 
who  are  now  unable  to  afford  them. 

EMERSON  P.  SCHMIDT,  Ph.D.,  Director,  Eco- 
nomic Research,  U.  S.  Chamber  of  Commerce: 
"The  enormous  progress  made  by  insurance  pro- 
grams in  the  last  decade,  covering  more  groups, 
smaller  groups,  higher  ages,  families  and  depend- 
ents, and  features  such  as  hospital,  medical  care, 
surgery  and  catastrophe,  indicate  what  can  be  ac- 
complished without  coercion  and  compulsion.” 

NELSON  H.  CRUIKSHANK,  Director,  Social 
Insurance  Activities,  AFL,  and  Labor  Advisor  to 
Mutual  Security  Agency:  “Organized  labor  and 
all  wage  earners  are  united  in  demanding  a system 
of  national  health  insurance  for  the  benefit  of  all. 

. . . Labor  has  tested  the  voluntary  plans  and  with 
few  exceptions  has  found  them  seriously  wanting.” 

HAROLD  S.  VANCE,  Chairman,  Board  of  Direc- 
tors, Studebaker  Corporation:  The  Company’s 

employee-controlled  medical  program  is  receiving 
full  cooperation  from  the  local  physicians  and  the 
medical  society.  “Let  us  go  as  far  as  we  can  on 
the  voluntary  basis.  It  has  worked  for  us  and  it 
can  work  for  others.” 

The  Commission  reached  no  conclusions  on  the 
issues  involved.  It  met  in  executive  session  on 
October  9 and  will  hold  another  three-day  closed 
meeting  later  this  month.  Its  report  to  the  Presi- 
dent is  due  by  December  29. — From  Capitol  Clinic, 
October  14,  1952. 


Middle  Tennessee  Medical 
Association 

The  November  20  meeting  was  held  under 
the  presidency  of  Dr.  Thurman  Shipley  of 
Cookeville.  The  following  program  was 
presented: 

“A  Six  Year  Experience  with  Vagotomy” 
by  Dr.  Lynwood  Herrington,  Nashville. 

“Treatment  of  Rheumatic  Fever”  by  Dr. 
Luther  Smith,  Donelson. 

“Carcinoma  of  the  Prostate”  by  Dr.  John 
Tudor,  Nashville. 

“Common  Lesions  of  the  Cervix  Amena- 
ble to  Office  Treatment”  by  Dr.  James  Ellis, 
Nashville. 

“Treatment  of  the  Ununited  Fractures  of 
the  Neck  and  the  Femur”  by  Dr.  Ben  Fow- 
ler, Nashville. 

“Gastro-Intestinal  Bleeding  in  Children” 
by  Dr.  Thomas  Zerfoss,  Jr.,  Nashville. 

“Carcinoma  of  the  Colon”  by  Dr.  Dan 
Gray,  Columbia. 

“The  Local  Examiner’s  Relation  to  Life 
Insurance  Examinations”  by  Dr.  B.  F.  Byrd, 
Sr.,  Nashville. 

“Functional  Gastro-Intestinal  Disturb- 
ances” by  Dr.  Aubrey  B.  Harwell,  Nashville. 

A dinner  was  given  for  the  Association  by 
the  Bedford  County  Medical  Society. 

Officers  elected  were:  Dr.  Taylor  Farrar 
of  Shelbyville  as  president-elect  and  Dr. 
Frank  Witherspoon,  Nashville,  as  secretary- 
treasurer. 

* 

University  of  Tennessee 
College  of  Medicine 

Mr.  Wallace  Mayton,  medical  representa- 
tive of  Parke,  Davis  Company,  will  become 
head  of  the  Postgraduate  Department  car- 
rying on  the  activities  of  the  late  Mr.  L.  W. 
Kibler. 

* 

The  Knoxville  Symposium  on 
Respiratory  Diseases 

Approximately  two  hundred  physicians 
throughout  Tennessee  heard  top  medical 
leaders  discuss  various  aspects  of  a sympo- 
sium on  respiratory  diseases  held  in  Knox- 
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ville  on  November  14,  1952,  at  the  Farragut 
Hotel.  The  symposium  was  sponsored  by 
the  Knoxville  Academy  of  Medicine  and  the 
Tennessee  Academy  of  General  Practice  in 
collaboration  with  the  Lederle  Laboratories. 
Those  attending  the  symposium  were  lunch- 
eon guests  of  Lederle  at  the  Farragut  and 
dinner  guests  of  the  Laboratories  at  the 
Greystone  Playhouse  in  Gatlinburg.  Dr.  J. 
B.  Naive,  Academy  President,  moderated 
the  morning  session  and  Dr.  C.  B.  Roberts  of 
Sparta,  President  of  the  Tennessee  Academy 
of  General  Practice  moderated  the  after- 
noon session.  Dr.  H.  L.  Monroe  of  Erwin, 
Councilor  of  the  Tennessee  State  Medical 
Association,  and  Dr.  E.  R.  Zemp,  Knoxville, 
acted  as  joint  chairmen  of  the  social  hour 
and  the  dinner  at  the  Greystone  Playhouse 
in  Gatlinburg. 

The  scientific  program  was  as  follows  for 
the  morning  session: 

“Epidemiology  of  Respiratory  Diseases  in 
the  United  States,”  by  Dr.  Lawrence  So- 
phian,  New  York,  N.  Y. 

“The  Bacterial  Pneumonias,”  by  Dr.  Harry 
F.  Dowling,  Chicago,  111. 

“Pulmonary  Histoplasmosis,”  by  Dr.  Hol- 
lis E.  Johnson,  Nashville,  Tenn. 

“Primary  Atypical  Pneumonia,”  by  Dr. 
George  W.  Melcher,  New  York,  N.  Y. 

For  the  afternoon  session,  the  discussions 
were  as  follows: 

“Acute  Pulmonary  Tuberculosis,”  by  Dr. 
Roger  S.  Mitchell,  Trudeau,  N.  Y. 

“The  Pathology  of  Pneumonia  Following 
Influenza  Infection,”  by  Dr.  Ernest  W.  Good- 
pasture,  Nashville,  Tenn. 

“Pertussis,”  by  Dr.  Ralph  Platou,  New 
Orleans,  La. 

“Laryngotracheobronchitis,”  by  Dr.  Her- 
bert H.  Harris,  Houston,  Texas. 

“Empyema  and  Lung  Abscess,”  by  Dr. 
Duane  Carr,  Memphis,  Tenn. 

“Sinusitis,”  by  Dr.  O.  E.  Van  Alyea,  Chi- 
cago, 111. 

+ 

Hill-Burton  Hospital  Construction 
in  Tennessee 

By  courtesy  of  the  Washington  office  of 
the  American  Medical  Association,  the  fol- 
lowing statistics  on  Hill-Burton  grants  in 
Tennessee  is  released.  As  of  November  1, 


1952,  two  new  projects  have  been  approved 
in  Tennessee.  The  projects  are  as  follows: 

Located  at  Jonesboro — Washington  Coun- 
ty Health  Center — at  a total  cost  of  $65,000, 
including  federal  contribution  of  $33,800. 

Located  at  Ripley — Lauderdale  County — 
at  a total  cost  of  $100,000,  including  federal 
contributions  of  $52,000 — to  supply  14  addi- 
tional beds. 

The  new  projects  bring  the  Hill-Burton 
Construction  Program  in  this  state  up  to  the 
following  total: 

Completed  and  in  Operation:  26  projects 
costing  nearly  $22,000,000  and  supplying  an 
additional  1,512  hospital  beds. 

Under  Construction:  17  projects  at  a to- 
tal cost  of  $25,000,000  designed  to  supply  920 
additional  beds. 

Project  Approved,  but  Not  Yet  Under 
Construction:  5 at  a total  cost  of  $325,000 
designed  to  supply  14  additional  beds. 


Dr.  Luke  Nabers  of  Morristown  has  been  chosen 
by  the  University  of  Alabama  Alumni  to  head 
a program  to  strengthen  his  medical  alma  mater, 
the  University  of  Alabama  School  of  Medicine. 

Dr.  B.  M.  Overholt,  Knoxville,  Chairman  of  the 
Association’s  UMWA  Liaison  Committee,  has  been 
appointed  district  surgeon  for  the  L.  & N.  Rail- 
road, succeeding  the  late  Dr.  Kyle  C.  Copenhaver. 
Dr.  Overholt  is  director  of  Internal  Medicine  at 
Acuff  Clinic  as  well  as  district  surgeon. 

Dr.  Lester  F.  Littell,  Grundy  County’s  only  phy- 
sician, has  been  called  for  duty  with  the  Armed 
Forces.  He  has  practiced  in  Tracy  City  for  the 
past  eight  months. 

Dr.  George  McSwain  of  the  McSwain  Clinic  in 
Paris,  announces  that  a new  physician  will  join 
the  clinic  on  January  1,  1953. 

Dr.  John  H.  Kinser,  on  leave  from  the  U.  S. 
Navy  Air  Force,  is  assisting  Dr.  S.  Boyd  McClary 
in  Etowah. 

Dr.  Daniel  R.  Gray  of  Columbia,  was  the  guest 
speaker  at  a meeting  of  the  Columbia  Business 
and  Professional  Women’s  Club  recently.  Dr. 
Gray’s  subject  was  “Cancer.” 

Dr.  Moore  Moore  of  Memphis,  and  member  of 
the  Board  of  Directors  at  Southwestern  University 
since  1924,  has  been  re-named  to  a four  year  term. 

Dr.  Shelton  F.  Fowler,  Chattanooga,  has  moved 
into  his  new  office  building  at  4933  Brainerd  Road. 
The  new  structure  is  completely  modern  in  design. 
Dr.  Fowler  has  been  engaged  in  General  Practice 
in  Chattanooga  for  only  a few  months. 
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Five  Chattanooga  doctors  participated  in  a radio 
broadcast  over  station  WAGC  to  discuss  the  sub- 
ject of  “Tuberculosis.”  The  doctors  were  Dr.  J.  R. 
Hamilton,  Dr.  G.  K.  Henshall,  Dr.  Carl  Hartung, 
Dr.  William  E.  Denham  anti  Dr.  Spires  Whitaker. 

Dr.  James  C.  Lowe  of  Cleveland  announces  that 
he  is  being  joined  in  his  practice  by  Dr.  William 
It.  Smith,  formerly  of  Memphis.  Meanwhile,  Dr. 
Lowe  has  accepted  a fellowship  from  Mayo  Clinic, 
specialization  in  general  surgery.  Dr.  Lowe  will 
leave  Cleveland  January  1 and  will  remain  at  the 
clinic  for  at  least  one  year.  Upon  completion  of 
his  training  there,  he  will  return  to  Cleveland. 

Dr.  T.  Fort  Bridges,  Nashville,  is  now  a fellow 
of  the  American  Academy  of  Pediatrics. 

Dr.  William  .1.  Von  Lackum,  Chief  Clinical  Psy- 
chologist at  Gailor  Memorial  Psychiatric  Hospital 
in  Memphis  addressed  the  Jackson  Woman’s  Club 
recently.  His  subject  was  “Mental  Hygiene  for 
the  Child.” 

Dr.  L.  Spires  Whitaker  of  Chattanooga,  and  Dr. 
T.  W.  Alsobrook  addressed  the  Chattanooga  Heart 
Association  recently.  Dr.  Whitaker  discussed 
“Heart  Surgery”  and  Dr.  Alsobrook’s  subject  was 
“Rheumatic  Heart  Disease.” 

Dr.  J.  T.  Mason,  McMinnville,  announces  the 
construction  of  a new  six  room  office  building  and 
Clinic. 

Dr.  Sid  Witherington,  Monford,  has  announced 
that  completion  of  the  new  Health  Clinic  should 
be  before  the  first  of  the  year.  Dr.  Herman  La- 
Velle  of  Memphis  will  join  Dr.  Witherington  and 
the  clinic  staff  and  later  a dentist  will  occupy 
offices  in  the  building. 


Physician’s  Handbook.  Lange  Medical  Pub- 
lications. Los  Altos  Calif.  University 
Medical  Publishers,  7th  Edition,  1952.  380 
pages,  Price  $2.50 

This  small  pocket  sized  handbook  is  the 
product  of  four  writers  who  are  on  the  fac- 
ulties of  Stanford  University  School  of  Med- 
icine and  the  University  of  California  School 
of  Medicine.  To  pack  into  a volume,  so 
small  it  can  be  carried  in  the  pocket  or  in 
even  the  smallest  of  physician’s  kit,  the  in- 
formation which  it  contains  meant  a re- 
markable work  of  selection  and  condensa- 
tion. 

It  would  be  impossible  to  even  approach 
an  analysis  of  all  it  contains.  Outlines  for 
history  taking  and  physical  examination 
are  included.  The  technics  used  in  urinaly- 
sis, hematologic  examination,  renal  and  liver 
function  tests  and  blood  chemistry  are  con- 


sidered. All  routine  laboratory  procedures 
are  described.  Bacteriology,  parasitology, 
serodiagnosis  and  allied  fields  are  related  to 
clinical  disease.  The  tests  for  endocrine 
functions  are  described. 

Sections  are  devoted  to  diets,  infant  feed- 
ings and  fluid  and  electrolyte  balance.  Drugs 
and  hormones  as  to  indications,  actions  and 
dosage  are  described  for  use  in  disease. 

From  the  foregoing  it  is  obvious  that  this 
is  a most  useful  little  volume  for  interne  or 
doctor  for  quick  reference  to  the  ways  and 
means  of  getting  information  about  a sick 
person.  Every  doctor  could  use  it,  and  it 
will  be  useful  to  the  doctor’s  office  technician 
and  nurse.  The  book  is  well  worth  its 
money. 

R.  H.  K. 

* 

Living  in  Balance.  Frank  S.  Caprio,  M.D. 

Washington,  D.  C.  1952.  The  Arundel 

Press,  Inc.  Price  $3.75. 

This  book  by  a psychiatrist  and  psycho- 
analyst was  written  for  the  intelligent  lay 
reader.  The  author  attempts  to  offer  to  the 
neurotic  a means  of  self  help  since  the  serv- 
ices of  a psychiatrist  are  too  expensive,  even 
if  available,  for  most  persons. 

On  the  whole  the  reviewer  feels  that  a 
good  job  has  been  done  in  this  book.  With- 
out the  jargon  and  complexities  common 
to  many  psychoanalysts  the  author  shows 
up  the  frustrations,  perplexities  and  con- 
fusions which  go  into  the  fabric  of  the  psy- 
choneurotic pattern.  He  relates  the  fears, 
prejudices  and  hatreds  of  life  in  terms  of 
mental  reactions  and  psychosomatic  mani- 
festations. 

It  seems  very  likely  that  a physician  may 
safely  suggest  this  book  to  an  intelligent 
layman  who  has  a psychoneurotic  personal- 
ity, if  not  too  unstable,  in  the  hope  that  he 
may  orient  himself  as  to  his  illness  and  what 
adjustments  he  should  make. 

The  book  will  be  found  very  readable  for 
both  physician  and  patient. 

R.  H.  K. 

* 

PLACEMENT  SERVICE 

The  placement  service  of  The  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
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and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Executive  Secre- 
tary’s office,  325  Doctors  Building,  Nashville  3, 
Tennessee. 

Location  Wanted 


Thirty-four  year  old  physician,  married,  two 
children,  Protestant  faith.  M.D.  degree  from  Long 
Island  College  of  Medicine  in  1943.  Interned  at 
Yonkers  General  Hospital,  N.  Y.  Assistant  resi- 
dency in  OB-GYN  in  Franklin  Square  Hospital, 
1945-46.  Two  years  military  service. 


Twenty-nine  year  old  physician,  single,  Metho- 
dist, degree  U.  T.,  1946,  1 year  rotating  internship, 
15  months  general  practice,  now  flight  surgeon 
USAF  will  be  discharged  December,  ’52.  Prefers 
20,000-up  city.  Would  consider  institutional  prac- 
tice but  prefers  association  with  another  M.D. 
Available  January  1,  1953. 


Thirty-three  year  old  physician,  married, 
protestant,  M.D.  from  University  of  Chicago,  1944, 
interned  at  St.  Luke’s  Hospital,  residencies  in 
surgery  at  St.  Lukes  and  Hines  Hospital.  Licensed 
in  Illinois,  1945,  Board  qualified  in  surgery, 
Priority  IV,  2 years  USMC.  Prefers  clinic  or 
associate  practice.  Available  July  1,  1953. 


Twenty-eight  year  old  physician,  married, 
Baptist.  M.D.  degree  from  Southwestern,  1947. 
Interned  at  Jefferson  Davis  Hospital,  Houston, 
Residency  in  Urology  at  St.  Josephs  Infirmary, 
Houston.  Licensed  in  Texas  and  Board  certified 
in  Urology.  Just  out  of  U.  S.  Navy  in  class  No.  4 
with  four  years,  eight  months  active  duty.  Pre- 
fers general  practice  and  Urology  in  a community 
of  10,000.  Would  consider  an  associate  relation- 
ship but  preferably  not  a partnership.  Available 
any  time  after  January  1,  1953. 


Twenty-eight  year  old  physician,  married,  three 
children,  Episcopal  faith,  M.D.  degree  from  Van- 
derbilt, 1952.  Rotating  internship,  Saginaw  Gen- 
eral Hospital,  1952.  Thirty-two  months  service 
with  U.  S.  Army.  Class  No.  4 with  no  present 
service  affiliation.  Desires  to  enter  General  prac- 
tice in  a small  community,  needing  a general 
practitioner,  within  referring  distance  of  Nashville. 


Twenty-six  year  old  physician,  married,  no 
children.  M.D.  degree  from  U.  T.  in  1951. 
Presently  serving  rotating  internship  at  Baptist 
Memorial  Hospital.  Available  in  January,  1953. 
Licensed  in  Tennessee.  Desires  association  with 
another  physician  in  general  practice  near  Nash- 
ville. 

LW-19 


Twenty-eight  year  old  general  practitioner, 
married,  category  No.  4.  One  year  surgical  resi- 
dency. Desires  association  with  surgeon  or  gen- 
eral practitioner  doing  considerable  surgery. 
Residency  will  be  completed  January  1,  1953,  and 
will  be  immediately  available  thereafter.  M.D. 
degree  from  U.  T.,  1950.  Interned  at  St.  Josephs, 
1951.  Surgical  residency  at  Baroness  Erlanger 
Hospital  in  Chattanooga,  1952. 


Thirty-three  year  old  physician,  married  with 
two  children,  Navy  veteran  with  three  and  one- 
half  years  service.  Honorable  discharge,  February, 
1952.  Draft  classification  No.  4.  M.D.  degree 
from  U.  T.,  1950.  Rotating  internship,  Baptist 
Memorial  Hospital,  Memphis,  one  year  residency 
in  OB-GYN  will  be  completed  at  John  Gaston 
Hospital  in  December,  1952.  Interested  in  going 
into  general  practice  in  January,  1953. 


A young  physician  expects  to  become  board 
qualified  in  internal  medicine  in  July,  1951.  Back- 
ground includes  one  and  one-half  years  work  in 
infectious  diseases.  Two  years  in  the  Navy  as 
roentgenologist,  cardiologist  and  internist  and 
three  and  one-half  years  of  internal  medicine. 
Desires  permanent  location.  Prefers  locality  for 
specialty  practice  with  hospital  facilities.  Second 
choice  would  be  good  location  for  general  practice 
with  predominent  internal  medicine. 


Physician  Wanted 

A middle  Tennessee  Physician  is  going  into 
military  service  about  January  1,  1953.  A gen- 
eral practitioner,  he  has  approximately  $10,000 
worth  of  equipment  which  can  be  bought  at  a 
reasonable  price.  Present  practice  is  grossing  two 
to  three  thousand  dollars  a month.  Various 
financial  arrangements  possible.  Desires  physician 
to  take  over  practice  while  in  service. 


East  Tennessee  metropolitan  general  practitioner 
leaving  for  Armed  Services.  Would  like  someone 
to  take  over  general  practice  for  two  years.  Of- 
fice is  well  equipped  including  x-ray.  It  is  lo- 
cated in  the  suburbs  of  an  East  Tennessee  city. 


506 


ANNOUNCEMENTS 


December,  1952 


Air  conditioned,  electrically  heated, 
financial  arrangements  possible. 

* 


Various 

PW-17 


A Tennessee  Red  Cross  local  chapter  desires 
services  of  a full  time  physician  to  direct  the 
collection  of  blood  with  the  bloodmobile  of  the 
Red  Cross  Service. 


Middle  Tennessee  physician  recalled  to  active 
military  service  in  January,  1953.  Desires  phy- 
sician of  ability  particularly  in  obstetrics  and  in- 
ternal medicine  to  take  over  his  practice  for  two 
years.  Various  financial  arrangements  possible. 


Western  State  Hospital  is  in  need  of  resident 
and  staff  physicians.  Anyone  interested  may  make 
inquiry  to  the  Superintendent. 


National  Blood  Program.  The  office  of  Defense 
Mobilization,  Washington,  D.  C.,  has  recently  is- 
sued a sixty-page  Publicity  Manual  convenient  for 
use  by  Red  Cross  on  Civilian  Defense  Agencies. 

National  Multiple  Sclerosis  Society.  A series  of 
pamphlets  published  by  this  organization,  and 
dealing  with  physical  medical  and  rehabilitation, 
for  patients  having  the  disease  are  now  available 
to  the  profession.  These  are  written  for  the  pa- 
tients. Anyone  interested  may  write  the  organiza- 
tion at  270  Park  Avenue,  Suite  7G,  New  York  17, 
New  York. 

First  Aid  Manual.  A vest-pocket  size  manual 
has  been  published  by  the  Council  on  Industrial 
Health  and  Bureau  of  Health  Education  of  the 
A.M.A.  These  may  be  purchased  singly  or  in  lots 
from  the  A.M.A. 
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STANDING  AND  SPECIAL  COMMITTEES  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 


Scientific  Work  and  Editorial  Board 

R.  H.  Kampmeier,  Chairman  and  Editor-in- 
Chief,  Nashville 
Henry  B.  Gotten,  Memphis 

B.  O.  Garner,  Union  City 
Harwell  Wilson,  Memphis 
Helen  Johnston,  Jackson 

R.  C.  Kimbrough,  Jr.,  Knoxville 
White  Patton,  Chattanooga 
H.  L.  Monroe,  Erwin 
Addison  B.  Scoville,  Jr.,  Nashville 
W.  N.  Cook,  Golumbia 
Hospitals 

J.  L.  Hamilton,  Chairman,  Chattanooga  (1955) 
David  W.  Hailey,  Nashville  (1953) 

W.  O.  Baird,  Henderson  (1954) 

A.  H.  Lancaster,  Knoxville  (1953) 

Ralph  H.  Monger,  Knoxville  (1954) 

Carrol  C.  Turner,  Memphis  (1955) 

David  K.  Gotwald,  Nashville  (1955) 

Legislative  and  Public  Policy 

C.  M.  Hamilton,  Chairman,  Nashville  (1953) 
Frank  Harris,  Chattanooga  (1955) 

H.  L.  Pope,  Knoxville  (1954) 

T.  R.  Ray,  Shelbyville  (1955) 

James  Stanford,  Memphis  (1953) 

R.  H.  Kampmeier,  ex  offiio,  Nashville 
Daugh  W.  Smith,  ex  officio,  Nashville 
Liaison 

J.  O.  Manier,  Chairman,  Nashville  (1953) 

Joel  J.  Hobson,  Memphis  (1955) 

John  B.  Steele,  Chattanooga  (1954) 

Carl  E.  Adams,  Murfreesboro  (1954) 

Insurance 

B.  F.  Byrd,  Sr.,  Chairman,  Nashville 
H.  B.  Gotten,  Memphis  (1953) 

Memoirs 

Henry  L.  Douglass,  Chairman,  Nashville  (1953) 
J.  C.  Pearce,  Jackson  (1954) 

Postgraduate  Instruction 

W.  C.  Colbert,  Chairman,  Memphis 
James  M.  Bethea,  Memphis 
Edward  T.  Brading,  Johnson  City 
Robert  M.  Finks,  Nashville 
A.  M.  Patterson,  Chattanooga 
Harold  Boyd,  Memphis 
Carrol  Turner,  Memphis 
Bart  N.  White,  Murfreesboro 
John  B.  Youmans,  Nashville 
Frank  Whitacre,  Memphis 
Cancer 

C.  H.  Heacock,  Chairman,  Memphis  (1953) 

Louis  Rosenfeld,  Nashville  (1955) 

C.  S.  McMurray,  Nashville  (1954) 

Stanton  S.  Marchbanks,  Chattanooga  (1953) 
Ralph  H.  Monger,  Knoxville  (1955) 

R.  L.  Sanders,  Memphis  (1954) 

General  Practice 

C.  B.  Roberts,  Chairman,  Sparta  (1955) 

J.  Paul  Baird,  Dyersburg  (1953) 

Estill  L.  Caudill,  Jr.,  Elizabethton 
Emergency  Medical  Service 

James  E.  Wilson,  Chairman,  Memphis 
James  C.  Gardner,  Nashville 
W.  C.  Dixon,  ex  officio,  Nashville 
Joe  L.  Raulston,  Jr.,  Fountain  City 
W.  J.  Sheridan,  Chattanooga 
J.  R.  Thompson,  Jr.,  Jackson 
Industrial  Health 

Jean  S.  Felton,  Chairman,  Oak  Ridge  (1954) 
Bedford  T.  Otey,  Memphis  (1953) 

George  Duncan,  Nashville  (1955) 


Prepaid  Insurance 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

John  T.  O’Connor,  Knoxville 

Clyde  York,  Columbia 

R.  H.  Peoples,  Memphis 

R.  B.  Wood,  M.D.,  Knoxville 

J.  P.  Sloan,  M.D.,  Jamestown 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 

W.  C.  Chaney,  M.D.,  Memphis 

A.  J.  Baird,  Nashville 

Executive  Subcommittee 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 

D.  W.  Smith,  M.D.,  Nashville 
Charles  L.  Cornelius,  Sr.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 

Public  Service 

L.  W.  Edwards,  Chairman,  Nashville  (1954) 

H.  L.  Monroe,  Erwin  (1953) 

C.  C.  Smeltzer,  Knoxville  (1955) 

W.  A.  Garrott,  Cleveland  (1954) 

Thurman  Shipley,  Clookeville  (1953) 

Ogle  Jones,  Centerville  (1955) 

W.  N.  Cook,  Columbia  (1954) 

J.  R.  Thompson,  Jr.,  Jackson  (1953) 

Paul  Baird,  Dyersburg  (1955) 

Harold  Boyd,  Memphis  (1954) 

Members  State-at-Large 
J.  O.  Manier,  Nashville  (1953) 

C.  B.  Roberts,  Sparta  (1955) 

W.  C.  Chaney,  Memphis  (1954) 

R.  B.  Wood,  Knoxville  (1953) 

J.  Marsh  Frere,  Chattanooga  (1955) 

Executive  Subcommittee 

L.  W.  Edwards,  Nashville  (1954) 

J.  O.  Manier,  Nashville  (1953) 

Charles  C.  Trabue  IV,  Nashville  (1955) 

Liaison  Committee  to  the  United  Mine  Workers  of 
America 

B.  M.  Overholt,  Chairman,  Knoxville  (1955) 
Cecil  E.  Newell,  Chattanooga  (1953) 

J.  S.  Hall,  Clinton  (1954) 

Advisory  Committee  to  Woman’s  Auxiliary 

Clyde  Croswell,  Chairman,  Memphis 
Robert  M.  Finks,  Nashville 
W.  W.  Potter,  Knoxville 
Moore  J.  Smith,  Jr.,  Chattanooga 

Veterans  Affairs 

H.  H.  Shoulders,  Chairman,  Nashville 

L.  W.  Edwards,  Nashville 

J.  B.  Naive,  M.D.,  Knoxville 
W.  C.  Chaney,  Memphis 

Rural  Health  Committee 

William  N.  Cook,  Chairman,  Columbia  (1954) 
Rae  B.  Gibson,  Greeneville  (1954) 

James  S.  Hall,  Clinton  (1953) 

Henry  T.  Kirby-Smith,  Sewanee  (1955) 
Thurman  Shipley,  Cookeville,  (1954) 

T.  G.  Cranwell,  Pikeville  (1953) 

James  A.  Loveless,  Gallatin  (1955) 

Hunter  Steadman,  Henderson  (1953) 

John  L.  Armstrong,  Somerville  (1955) 

J.  T.  Carter,  Germantown  (1954) 

Grievance  Committee 

N.  S.  Shofner,  Chairman,  Nashville  (1953) 
Ralph  Monger,  Knoxville  (1954) 

Ernest  G.  Kelly,  Memphis  (1955) 

Blood  Banks 

M.  L.  Trumbull,  Chairman,  Memphis 
David  K.  Gotwald,  Nashville 

Jack  Adams,  Chattanooga 
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OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Daugh  W.  Smith,  M.D.,  430  Doctors 
Building,  Nashville 

President-Elect — A.  M.  Patterson,  M.D.,  546  Mc- 
Callie,  Chattanooga 

Vice-President — W.  E.  Anderson,  M.D.,  Dyersburg 

Vice-President — O.  Reed  Hill,  M.D.,  Lebanon 

Vice-President — J.  B.  Naive,  M.D.,  Knoxville 

Secretary-Editor — R.  H.  Kampmeier,  M.D.,  Van- 
derbilt University  Hospital,  Nashville 

Executive  Secretary — V.  O.  Foster,  321-325  Doctors 
Building,  Nashville 

TRUSTEES 

James  C.  Gardner,  M.D.,  Chairman  and  Treasurer, 
429  Doctors  Building,  Nashville  (1955) 

C.  C.  Trabue  IV,  M.D.,  104  Twentieth  Avenue, 
North,  Nashville 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chat- 
tanooga (1953) 

Carrol  C.  Turner,  M.D.,  899  Madison  Avenue, 
Memphis  (1954) 

E.  G.  Kelly,  M.D.,  899  Madison  Avenue,  Memphis 

SPEAKER  OF  THE  HOUSE 

C.  C.  Trabue  IV,  M.D.,  Nashville 

Vice-Speaker — R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

COUNCILORS 

First  District — H.  L.  Monroe,  M.D.,  Erwin  (1954) 


Second  District — Joseph  L.  Raulston,  M.D.,  Knox- 
ville (1953) 

Third  District — W.  J.  Sheridan,  M.D.,  Chattanoaga 
(1954) 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Living- 
ston (1953) 

Fifth  District — H.  T.  Kirby-Smith,  M.D.,  Sewanee 

(1954) 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville, 
Chairman  (1953) 

Seventh  District — C.  D.  Walton,  M.D.,  Mount 
Pleasant  (1954) 

Eighth  District — Jere  L.  Crook,  M.D.,  Jackson 
(1953) 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg 
(1954) 

Tenth  District — Arthur  R.  Porter,  Jr.,  M.D.,  Mem- 
phis (1953) 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1954) 

R.  B.  Wood,  M.D.,  Knoxville  (1954) 

C.  M.  Hamilton,  M.D.,  Nashville  (1953) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1953) 

Edward  T.  Newell,  M.D.,  Chattanooga  (1954) 

R.  H.  Kampmeier,  M.D.,  Nashville  (1953) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES 


Anderson  and  Campbell  Counties 

J.  S.  Hall,  Clinton,  Pres. 

R.  C.  Pryse,  La  Follette,  Sec’y. 

Bedford  County 

Sara  Womack,  Shelbyville,  Pres. 
Carl  Rogers,  Shelbyville,  Sec’y. 
Blount  County 

James  N.  Proffitt,  Maryville,  Pres. 
W.  N.  Dawson,  Maryville,  Sec'y. 
Bradley  County 

James  C.  Lowe,  Cleveland,  Pres. 
Charles  S.  Heron,  Cleveland,  Sec'y. 
Cocke  County 

Fred  Valentine,  Newport,  Pres. 

Glen  Shults,  Newport,  Sec’y. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

Julian  K.  Welch,  Jr.,  Brownsville, 
Pres. 

S.  M.  Herron,  Jackson,  Sec’y. 
Cumberland  County 

R.  M.  Metcalfe,  Crossville,  Pres. 

A.  M.  Taylor.  Crossville,  Sec’y. 
Davidson  County 
Hollis  Johnson,  2122  West  End. 
Nashville.  Pres. 

Wm.  G.  Kennon,  Jr.,  1912  Hayes 
Street,  Nashville,  Sec’y. 

Jack  E.  Ballentine,  647  Doctors 
Building,  Nashville.  Exec.  Sec’y. 
Dickson  County 
W.  A.  Crosby.  Dickson,  Pres. 

Mary  Baxter  Cook,  Charlotte,  Sec’y. 
Dyer.  Lake,  and  Crockett  Counties 
Jack  R.  Holifield,  Tiptonville,  Pres. 
W.  T.  Rainey,  Tiptonville,  Sec’y. 
Fentress  County 

Guy  C.  Pinckley,  Jamestown.  Pres. 
J.  Peery  Sloan,  Jamestown,  Sec’y. 
Franklin  County 

J.  VanBlaricum,  Cowan,  Pres. 
George  L.  Smith,  Winchester,  Sec'y. 
Giles  County 

J.  U.  Speer,  Pulaski.  Pres. 

W.  K.  Owen,  Pulaski,  Sec’y. 

Greene  County 

Dale  Brown,  Mosheim.  Pres. 

Robert  S.  Cowles,  Jr..  Greeneville, 
Sec’y. 

Hamblen  County 

Sam  Sullenberger,  Dandridge,  Pres. 
R.  A.  Purvis.  Morristown,  Sec’y. 


Hamilton  County 

Fred  E.  Marsh,  Interstate  Building, 
Chattanooga,  Pres. 

R.  G.  Demos.  Interstate  Building, 
Chattanooga,  Sec’y. 

Henry  County 
Isaac  Jones,  Paris,  Pres. 

Horace  McSwain,  Paris,  Sec’y. 
Humphreys  County 
J.  C.  Armstrong,  Waverly,  Pres. 

H.  C.  Capps,  Waverly,  Sec’y. 
Jackson  County 

W T.  Anderson,  Gainesboro,  Pres. 

R.  C.  Gaw,  Gainesboro,  Sec’y. 

Knox  County 

J.  B.  Naive,  Beverly  Hills  Sanitari- 
um, Knoxville,  Pres. 

Ralph  H.  Monger,  Medical  Arts 
Building,  Knoxville,  Sec’y. 
Lauderdale  County 
O.  F.  Moore,  Jr.,  Ripley,  Pres. 

C.  R.  Webb,  Ripley,  Sec’y. 

Lawrence  County 

M.  L.  Weathers,  Loretto,  Pres. 

V.  L.  Parrish.  Loretto,  Sec'y. 

Lincoln  County 

,T.  V.  McRady,  Fayetteville,  Pres. 

R,  E.  McCown,  Fayetteville,  Sec’y. 
Macon  County 

Max  E Painter,  Lafayette,  Pres. 
John  R.  Smith,  Lafayette,  Sec’y. 
Maury  County 

Edwin  K.  Provost.  Columbia.  Pres. 
James  B.  Miller,  Columbia,  Sec’y. 
McMinn  County- 

Jess  A.  Powell,  Jr.,  Athens,  Pres. 
Charles  T.  Carroll,  Athens,  Sec’y. 
Monroe  County 

R.  C.  Kimbrough,  Madisonville.  Pres. 

D.  F.  Heuer,  Sweetwater,  Sec'y. 
Montgomery  County 

Edward  R.  Atkinson,  Clarksville, 

Pres. 

Sam  N.  Doane,  Jr.,  Clarksville,  Sec’y. 
Obion  County 

R,  M,  Darnall.  Union  City,  Pres. 

H.  W.  Calhoun,  Union  City,  Sec’y. 
Overton  County 

A.  B Qualls.  Livingston,  Pres. 
Myrtle  Lee  Smith,  Livingston.  Sec’y. 
Putnam  County 

•T  T.  DeBerry,  Cookeville.  Pres. 
Thurman  Shipley,  Cookeville,  Sec’y. 


Roane  County 

Stratton  Jones,  Harriman,  Pres. 
William  P.  Hardy,  Oak  Ridge,  Sec’y. 
Robertson  County 

John  S.  Hawkins,  Springfield,  Pres. 
John  S.  Freeman,  Springfield,  Sec'y. 
Rutherford  County 
William  Shacklett,  Murfreesboro, 
Pres. 

S.  C.  Garrison,  Murfreesboro,  Sec’y. 
Scott  County 

D.  T.  Chambers,  Norma,  Pres. 
Milford  Thompson,  Oneida,  Sec’y. 

Sevier  County 

Ralph  Shilling,  Gatlinburg,  Pres. 

R.  A.  McCall,  Sevierville,  Sec’y. 
Shelby  County 

Henry  B.  Gotten,  1412  Madison  Ave- 
nue, Memphis,  Pres. 

J.  Malcolm  Aste.  188  South  Bellevue, 
Memphis,  Sec’y. 

Robert  C.  Bird,  Executive  Secretary, 
1363  Union  Avenue,  Apt.  2. 

Smith  County 

Thayer  S.  Wilson,  Carthage,  Pres. 

L.  R.  Sloan,  Carthage,  Sec’y. 

Sullivan  and  Johnson  Counties 
Hyatt  Brown,  Kingsport,  Pres 
Charles  Harkrader,  Jr.,  Bristol, 

Sec’y. 

Sumner  County 

Albert  G.  Dittes,  Portland,  Pres. 
William  B.  Farris,  Gallatin,  Sec’y. 
Tipton  County 

N.  L.  Hyatt.  Covington,  Pres. 

H.  Stirl  Rule,  Covington,  Sec’y. 
Washington- Carter- Unicoi  Counties 
J R.  Bowman,  Johnson  City,  Pres. 
John  M.  Wilson,  Johnson  City,  Sec’y. 
Weakley  County 
G.  S.  Plog,  Martin,  Pres. 

E.  C.  Thurmond,  Martin,  Sec’y. 
W'hite.  Warren,  and  Van  Buren 
Counties 

Harold  Andrews.  Sparta,  Pres. 

Hoyt  C.  Harris,  McMinnville,  Sec’y. 
Williamson  County 

Louis  Zeidberg,  Franklin,  Pres. 
Adolphus  Bray,  Franklin,  Sec’y. 
Wilson  County 

Phillips  Turner,  Lebanon,  Pres. 

R C.  Kash.  Lebanon.  Sec’y. 
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1952  MEMBERS  OF  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The  data 
are  accurate  as  of  December  10,  1952.  They  are  ar 
ranged  in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged 
the  members  in  each  town  arranged 
List  of  members  residing  outside 
alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in 


ANDERSON 

COUNTY 

Clinton 

A.  W.  Bishop 
Olga  Furth 

J.  S.  Hall 

Chas.  E.  Sappington 

E.  B.  Smith 

Lake  City 

I.  M.  Cox 

R.  B.  Scott 

Norris 

S.  G.  McNeeley 

Oak  Ridge 
(Sec  Roane  County) 

BEDFORD 

COUNTY 

Shelbyville 
W.  H.  Avery 

E.  H.  Barksdale 
James  N.  Burch 
\V.  L.  Chambers 

A.  L.  Cooper 
Alfred  Farrar 
Taylor  Farrar 
Grace  Moulder 
Jack  Nichols 

T.  R.  Ray 
Carl  Rogers 
Sara  Womack 

IVartrace 

M.  L.  Connell 

BENTON 

COUNTY 

Camden 

J.  Mansfield  Bailey 
(Mbr.  Humphreys 
Co.) 

A.  T.  Hicks 
*R.  L.  Horton 

BLEDSOE 

COUNTY 

Pikeville 

Thomas  G.  Cranwell 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Maryville 
•O liver  K.  Agee 

K.  A.  Bryant 

Geo.  W.  Burchfield 
Henry  A.  Callaway 
Lea  Callaway 
M.  A.  Carnes 
W.  C.  Crowder 
Lynn  F.  Curtis 
W.  N.  Dawson 

R.  H.  Haralson 

H.  L.  Isbell 

E.  P.  Kintner 
Beulah  Kittrell 
Samuel  S.  Lambeth 
Julian  C.  Lentz 

C.  B.  Let] uire 

G.  D.  Lcquire 

L.  R.  L ingem  a n 

F.  S.  Lovingood 
J.  M.  McCulloch 
J.  F.  Manning 
James  N.  Proffitt 

B.  P.  Ramsey 
Trent  Vandergriff 
Lowell  E.  Vinsant 

BRADLEY 

COUNTY 

Cleveland 
I).  N.  Arnold 
Wesley  A.  Barton 
(Mbr.  Hamilton  Co.) 


*In  Military  Service. 


W.  B.  Campbell 
E.  R.  Ferguson 
Win.  A.  Garrott 

C.  S.  Heron 
J.  C.  Lowe 
Joseph  McCoin 
C.  T.  Speck,  Jr. 

VV.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
Madison  S.  Trewhitt 


CAMPBELL 

COUNTY 

Royal  Blue 
Chas.  Rogers 
Jellico 
(..  E.  Ausmus 
Robert  L.  Brown 
Charles  A.  Prater 
\ed  C.  Watts 

La  Follettc 
J.  J.  Baird 

M.  L.  Davis 
P.  T.  Howard 

I.  P.  Lindsey 
P.  J.  O’Brien 

J.  W.  Presley 

R.  C.  Pryse 
James  W.  Riggs 
L.  J.  Seargeant 


CANNON  COUNTY 
Woodbury 
William  A.  Bryant 
(Mbr.  Rutherford 
Co.) 

Russell  E.  Meyers 
(Mbr.  Rutherford 
Co.) 


CARROLL 

COUNTY 

Bruce  ton 

R.  T.  Keeton 

I. .  E.  Trevathan 

Huntingdon 
R.  A.  Douglas 
I B.  Holladay 
R.  B.  Wilson 

McKenzie 
E.  E.  Edwards 

J.  T.  Holmes 

T relevant 
I C.  Carnell 


CARTER  COUNTY 
Llizabethton 
C has.  B.  Baughman 
E.  L.  Caudill.  Jr. 
|oli ii  \.  Knapp 
E.  T.  Pearson 
J.  S.  Shaver 
Homer  P.  Williams 
|.  M.  Willett 


CHESTER 

COUNTY 

Henderson 
W.  ().  Baird 
11.  D.  Farthing 
i 1 1 1 . - 1 r ( . 1 1 \ 

O.  M.  Me  Call  um 
Hunter  M.  Steadman 
J.  B.  Stephens 

CLAIBORNE 

COUNTY 

New  Tazewell 
11.  C.  Evans 
(Mbr.  Knox  Co.) 


George  L.  Rea 
(Mbr.  Knox  Co.) 

CLAY  COUNTY 
Celina 

Champ  E.  Clark 
( Min  . < >vei ton  ( !o.) 
COCKE  COUNTY 

Newport 
W.  E.  McGaha 
Drew  A.  Mims 
L.  S.  Nease 
(Mbr.  Hamblen  Co.) 
\\  ( Rubh  Jr. 

(den  C.  Shults 
Fred  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
(Mbr.  Rutherford 
Co.) 

J.  H.  Farrar 
(Mbr.  Rutherford 
Co.) 

T ullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 
Bryant  S.  Swindall 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

A la  m o 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

F.  P.  Hess 

S.  E.  Me  Donald 
R.  W.  Mayfield 
William  R.  Sullivan 


CUMBERLAND 

COUNTY 

Crossville 

Paul  A.  Erwin,  Jr. 
Wm.  E.  Evans 
James  L.  Gardner 

H.  F.  Lawson 
Robert  M.  Metcalfe 
Alfred  Taylor 

Pleasant  Hill 
Margaret  Stewart 
May  C.  Wharton 

DAVIDSON 

COUNTY 

Donelson 
E.  E.  Anderson 
Luther  A.  Beasley 
( N.  Gessler 

H.  P.  Hyder 
Luther  E.  Smith 

Goodlettsville 
Roy  R.  Bowes 
Madison 

Frederec  B.  C.othren 
George  E.  Horsley 
Margaret  Horsley 
Naomi  K.  Pitman 
Joe  E.  Sutherland 
Harry  Witztum 

Madison  College 
Julian  C.  Gant 
David  F.  Johnson 
Gilbert  H.  Johnson 
Cyrus  E.  Kendall 
James  D.  Schuler 

Nashville 
* Walter  M.  Adair 
Crawford  Adams 


I W.  Alford,  Jr. 
W.  I Alsobrook 
Edwin  B.  Anderson 
James  P.  Anderson 

I.  Sumpter  Anderson 

J.  J.  Ashby 

G.  F.  Aycocl 
Sidney  W.  Ballard 
Rudolph  Batson 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lvnch  Bennett 
Edmund  W.  Benz 
W.  C.  Bilbro 
Otto  Billig 

F.  T.  Billings,  Jr. 
Geo.  r.  Binkley,  Jr. 
Lindsay  K.  Bishop 
James  B.  Boddie,  Jr. 
Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackin 

* Henry  B.  Brackin, 

Jr. 

Cloyce  F.  Bradley 
(.,  Hearn  Bradley 

T.  F.  Bridges 
M.  F.  Brown 
(Mbr.  Lincoln  Co.) 

I . Thomas  Bryan 
John  C.  Burch 
Joseph  G . Burd 

R.  N.  Buchanan,  Jr. 
Roger  B.  Burrus 

B.  F.  Byrd 

B.  F.  Byrd,  Jr. 
Richard  O.  Cannon 
George  K.  Carpenter 
Oscar  W.  Carter 
Randolph  Cate 
W.  R.  Cate 
John  S.  Cayce 
Lee  F.  Cayce 
Amos  Christie 
Cully  A.  Cobb,  Jr. 
W.  J.  Core 
Orrie  A.  Couch,  Jr. 
Sam  C..  Cowan 
Sam  C.  Cowan,  Jr. 
Frederic  E.  Cowden 
R.  R.  Crowe 
Rollin  A.  Daniel,  Jr. 
Wm.  T.  Daniel 
Philip  V.  Daugherty 

T.  VV.  Davis 
Wm.  A.  Demonbreun 
Walter  L.  Dively 
Earl  D.  Dorris 
Beverly  Douglas 

H.  L.  Douglass 
Bate  Dozier 
Price  Duff 
R.  S.  Duke 
George  Duncan 
Herbert  Duncan 
James  W.  Ellis 
L.  W.  Edwards 
Phillip  C.  Elliott 
Harry  M.  Estes 
Don  L.  Eyler 
Sam  J.  Fentress 
W.  F.  Fessev 

R.  O.  Fessev 
Robert  M.  Finks 
Robert  M.  Foote 
Garth  E.  Fort 

S.  Benjamin  Fowler 
Richard  France 
Herbert  C.  Francis 
John  W.  Frazier,  Jr. 
Thomas  Fern  Frist 
James  L.  Fuqua 
Robert  K.  Galloway 
Chas.  K.  Gardner 

T.  C.  Gardner 
Sam  Y Garrett 
(Mbr.  Smith  Co.) 

R.  S.  Gass 
(Mbr.  Williamson 

( o 

Hamilton  V.  Gayden 
Horace  C.  Gayden 
John  R.  Glover,  Sr. 

* fames  Goldsberry 
Robt.  A.  Goodwin 


E.  W.  Goodpasture 
David  K.  Gotwald 
Geo.  T.  Graves,  Jr. 
John  W.  Griffith.  Jr. 
Thomas  Grizzard 
Laurence  A.  Gross- 
man 

Milton  Grossman 
Wm.  E.  Gupton,  Jr. 
Roy  G.  Hammonds 
David  W.  Hailey 
Chas.  E.  Haines 
Thos.  B.  Haltom 

C.  M.  Hamilton 
Geo.  H.  Harding 
Wm.  Moore  Hardy 
E.  F.  Harrison 
(Mbr.  Williamson 
Co.) 

A.  B.  Harwell 
Fred  R.  Hasclton 
().  S.  Hauk 
James  T.  Hayes 
I H.  Head.  D.D.S. 
j.  L.  Herrington 
John  G.  Herzfeld 

J.  B.  Hibbitts,  Jr. 
William  Higginson 

I.  R.  Hillard 
R.  H.  Hirsch 

I.  Harvill  Hite 

A.  N.  Hollabaugh. 
Jr. 

Chas.  F.  Hollabaugh 
Wm.  A.  Horan 
W.  W.  Hubbard 
Granville  W.  Hudson 
Vernon  Hutton,  Jr. 
M.  D.  Ingram 

J.  McK.  Ivie 
I).  J.  Johns 
Hollis  E.  Johnson 
T.  M.  Jordan 

R.  H.  Kampmeier 
A.  E.  Keller 

J.  Allen  Kennedy 
Win.  G.  Kennon,  Jr. 
Howard  King 
Carl  T.  Kirchmaicr 
I.  A.  Kirtley,  Jr. 
Leonard  J.  Koenig 
Ross  C.  Korv 
•Roland  I).  Lamb 

R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
Horace  T.  Lavely, 

Jr. 

W.  P.  Law 

G.  Allen  Lawrence 
John  M.  Lee 
John  J.  Lentz 
Elias  A.  Lessem 
Jas.  1).  Lester 
Milton  S.  Lewis 
Richard  C.  Light 
Rudolph  Light 
A.  B.  Lipscomb 
L.  S.  Love 
(Mbr.  Putnam  Co 
Soc.) 

Jere  Lowe 
I.  P.  Lowe 

S.  I,.  Lowenstein 
Frank  II.  Luton 
Philip  L.  Lyle 
Robt.  H.  Magruder 
Guy  Milford  Maness 
I.  Owsley  Manier 
W.  R.  Manlovc 
*Edw.  H.  Martin 

D D.S. 

Travis  H.  Martin 
W.  1).  Martin 
Jas.  Andrew  Mayer 
Ben  R.  Mayes 

G.  S.  McClellan 

C.  C.  McClure 
C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 
C.  S.  McMurray 
Barton  McSwain 
Wm.  F.  M each  am 
George  R.  Meneely 
Alfred  K.  Meyer 


alphabetically  and 
alphabetically, 
the  state  arranged 


the  year  1952. 

Cleo  M.  Miller 
Lloyd  C.  M i III  i 
R.  II.  Miller 
(Mbr.  Shelby  Co.) 
Harry  T.  Moore,  Jr. 
lohn  F.  Moore 
Theodore  Morford 
Hugh  J.  Morgan 

N.  B.  Morris 

P.  G . Morrissey,  Jr. 
M K Mouldei 

D.  L.  Mumpowcr 
Oscar  G.  Nelson 
Oscar  F.  Noel 
1).  Douglass  Odell 

O.  A.  Oliver,  D.D.S. 
Wm.  F.  Orr,  Jr. 
lames  C.  Overall 
Fred  W.  T.  Overton 
Roy  Wm.  Parker 

R.  C.  Patterson,  Jr. 

H.  E.  Paty 

Edna  S.  Pennington 
J.  C.  Peterson 

M.  A.  Pet  rone 
Bruce  P’Pool 
Samuel  B.  Prevo 
Paul  E.  Purks 
Chas.  C.  Randall 
James  Seay  Read 
F.  M.  Regen 
Sidney  C.  Reichman 
John  R.  Rice 
Douglas  H.  Riddell 
II.  P.  Rieger 

Elkin  L.  Rippy 

S.  S.  Riven 
Ben  H.  Robbins 
Miller  Robinson 
Herman  Rosenblum 
Louis  Rosenfeld 
Sam  T.  Ross 

B.  T.  Rucks 
Dan  Sanders,  Jr. 

J.  H.  Savers 
Lawrence  G.  Schull 
\ I'.  Scoville,  Jr. 

George  F.  Seem  an, 

D.D.S. 

1).  C.  Seward 
John  L.  Shapiro 
Harry  G.  Shelley 

N.  S.  Shofner 
11.  H.  Shoulders 
II.  S.  Shoulders 
Harrison  ].  Shull 
\mmie  T.  Sikes 

I . E.  Simpkins 
Da  ugh  W.  Smith 
Henry  C.  Smith 
Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 
Robt.  E.  Sullivan 
Wm.  I).  Sumpter,  Jr. 
Arthur  J.  Suther- 
land 

Win.  H.  Tanksley 
F.dw.  L.  Tarpley 
S.  R.  Teachout 
Pauline  Tenzel 
Robert  T.  Terry 

A.  B.  Thach,  Jr. 

C.  S.  Thomas 

J.  N.  Thomasson 
\\  < takes  Firrill,  1 1 
Beverly  T.  Towery 

C.  C.  Trabue,  IV 
C.  B.  Tucker 
Harlin  G.  Tucker 
lohn  M.  Tudor 
j.  T.  Vaughan, 

D.D.S. 

Wm.  O.  Vaughan 

O.  F.  Von  Werssowetz 
Ethel  Walker 
Thomas  F.  Warder 
Paul  L.  Warner 

R.  J.  Warner 
Thomas  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
Arthur  L.  White 
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Joe  T.  Whitfield 
\V.  W.  VVilkerson, 

Jr. 

Earl  E.  Wilkinson 
Claiborne  Williams 
Edwin  E.  Williams 
W.  C.  Williams 
Frank  G.  Wither- 
spoon 

lack  Witherspoon 
Frank  0.  Womack 
\V  1 Woodward 
(Mbr.  Washington, 
Carter,  Unicoi) 

C.  ( Woodcock 
M.  C.  Wood  fin 
I . Volney  Woodring 
|ohn  F.  Wyatt 
R.  F.  Wyatt 
|ohn  It.  Youmans 
Kate  Savage  Zerfoss 
Thomas  It.  Zerfoss 
I hos.  It.  Zerfoss,  Jr. 

Old  Hickory 
T.  H.  Dailey 
lames  K.  Goldstene 
I l*  lobnson 
R I*.  Miller 
1 It  Rhea 
W.  W.  Wilson 

DECATUR 

COUNTY 

Decaturville 
H I . Conger 

DEKALB  COUNTY 
A lexandriu 
Odell  Mason 
(Mbr.  Smith  Co.) 

DICKSON  COUNTY 
C.harlotte 

Mary  Baxter  Cook 
James  Elliott 
(Mbr.  Montgomery 
Co.) 

Dickson 
R P.  Beasley 
*W.  A.  Bell.  Ir. 

W.  A.  Crosby 
| T.  Jackson 
Lawrence  C. 
Jackson 

W.  M.  Jackson 
DYER  COUNTY 
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Guv  C.  Pinckley 
|.  Leery  Sloan 

FRANKLIN 
COUNTY 

Cowan 

lames  Van  Blaricuin 
Pec  herd 
P.  J.  Flippin 
Sezoanee 
Ruth  Cameron 

R.  R.  Gatling 
Chat les  B.  Kcppler 
! w K 1 1 1 ik  Smith 
II.  T.  Kirby-Smith 

Winchester 
Reynolds  Fite 
George  I-.  Smith 

GIBSON  COUNTY 
Bradford 

lames  II  Robertson 
Dyer 

\\  \V  Barnard 
I . Douglass 

// umboldt 
H.  (..  Barker 
( has.  W.  Davis 
\ H.  I i(  k 
I \\  Omslcr 
Jas.  1).  Rozzell 
George  F.  Spangler 

Medina 
Robt.  Morris 
Milan 

II.  P.  Clemmcr 
F.  F.  Crocker 
lames  ().  Fields 
R.  F.  Hughes 
I L.  Keil 

Ruth  erford 

\\  . F.  Bell 

T Teuton 

F.dw.  C.  Barker 
James  W.  Hall 
M D.  Ingram 
\\  . C.  McRee 

GILES  COl'N  n 


Dyersburg 

Bethel 

W.  E.  Anderson 
| Paul  Baird 

L. 

\ Edmondson 

Thos.  V.  Banks 

Pulaski 

John  E Carne 

1 

C.  Gossett 

Percy  A.  Conyers 

1 . 

It  Hu  hue 

Thomas  W.  Johnson 

\\  . 

. J.  lobnson 

Robert  T.  Kerr 

Kd 

\ W.  Money 

O.  B.  Landrum 

\\ 

K Owen 

1.  A.  Ledbetter 

1 

1 Speer 

j.  B.  Moody 
j.  C.  Moore 
j.  H.  Nunn 

Grover  C.  Wallac 

I.  G.  Price 

GRAINGER 

R.  David  Taylor 

COUNTY 

GRUNDY  COUNTY 

Coalmont 
L.  F.  Littell 
(Mbr.  Wilson  Co.) 

HAMBLEN 

COUNTY 

Morristown 
J.  k.  Cooper 
j.  \V.  Davis 
( 1.  Duby 

(.  I Hislop 
Y.  Alvin  Jackson 
E.  Gene  Lynch 
Harold  B.  Marble 
I W.  Nabers 
! I Painter 
John  L.  Pearce 
R.  A.  Purvis 
|.  \V.  Richardson 
Powell  Trusler 
D.  J.  /immermann 

H Will.  I ON 
COUNTY 


W.  L Thornton,  Jr. 
P.  C.  Tipton 
Lydia  V.  Watson 

Nezebern 
Wm.  L.  Phillips 
Patrick  Widdis 

FAYETTE 

COUNTY 

Oakland 

L.  D.  McAuley 
Rossville 
F.  K.  West 

Somerville 
John  L.  Armstrong 
Frank  S.  Mcknight 
John  W Mori 
Wm  F.  < )utlan 
W iggins  \\  Wilder 

FENTRESS 

COUNTY 

Jamestown 
R.  G.  Cravens 

4 Military  set  vice 


Rutledge 
L.  C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  L Phlegar 
(Mbr  Knox  Co.) 

GREENE  COUNTY 
Greeneville 

V.  R.  Bottomley 
L.  E.  Cool  id gc 
R.  S.  Cowles,  Sr. 
Robt.  S.  Cowles,  Jr. 
N.  H.  Crews 

L.  E.  Dver 
Luke  L.  F.llenhurg 
Haskell  \\  Fox 
R B.  Gibson 
|.  G Hawkins 
Hal  Henard 
\.  P.  Horner 
C.  B.  Laughlin 

W.  Lewis  McGuffin 
R.  W.  McMullen 

Mosheirn 
Dale  Biown 


Chattanooga 
C hester  Adams 
John  W.  Adams 
Instill  O.  Adams 
C.  11.  Alper 

E.  R.  Anderson 
J.  J.  Armstrong 

I.  L.  Arnold 
Merton  Baker 
C.  H.  Barnwell 
11.  B.  Barnwell 

S.  II . Barrett 
Earl  Best.  Jr. 

\V.  R.  Bishop 
Robert  I Boehm 
Walter  E.  Boehm 

F.  B.  Bogart 

[ W.  Bradley 
I- rank  S.  Brannen 
\ I Blanton 
|.  C.  Brooks.  Jr. 
Sumner  \\  Brown 
lames  Y.  Bryson 
\rch  Bullard 
I F.  Buchner.  Jr. 

\V.  R.  Buttram 
W.  R.  Buttram,  Jr. 
John  R.  Cain 
Earl  R.  Campbell 
E.  E.  Carrier 
Douglas 

Chamberlain 
Cleo  Chastain 
().  II.  Clements 
George  E.  Cox 
Tolbert  C*.  Crowell 
Doyle  E.  Cm  rev 

J.  Tom  Currey 

T.  H.  Curtis 

O.  M.  Derryberry 
1 M.  DeLay 
Robt.  G.  Demos 
\\  . E.  Denman 
lames  F.  Dietrich 
Paul  H.  Dietrich 
Richard  B.  Donald- 
son 

Albert  S.  Easley 
A.  F.  Ebert 
A.  H.  Evans 
Robt.  E.  Eyssen 
| R.  Fane  her 

F.  Marlin  Fitts 
Richard  Van 

Fletcher 
A.  C lord 
Guy  M.  Francis 
| E.  Frazier 
| Marsh  Frere 
().  C.  Gass 

G.  C.  Gibson 
Robt.  H.  Giles,  Jr. 
Dean  W.  Golley 
Paul  M.  Golley 

K.  N.  Gould 
Frank  Graham 
I.  Russell  Hackney 
Wm.  R Green 
Alton  G.  Hair 
R | Hall 
|.  L.  Hamilton 
Foster  Hampton,  Jr. 
Frank  F.  Harris 
E.  M.  Harrison 
Carl  A.  Hartung 
John  B Haskins 
G.  P.  Haymore 
Robt.  S.  Heilman 
FI.  B.  Henning 
George  K.  Henshall 


Hornet  D.  Hickey 
John  M.  Higgason 
J.  M.  Higginbotham 
| F.  Hobbs 
John  W.  Hocker 
j.  McC.  Hogshead 
Pope  B.  Holiday, 

Jr- 

C.  M.  Hooper 
Rudolph  A.  Hoppe 
Don  R.  Hornsby 
().  G.  Hughes 
\V.  P.  Hutcherson 
1).  Isbell 
I homas  Jackson 
Harry  Jones 
Id  ward  G.  Johnson 
Franklin  Johnson 
Joseph  Johnson,  Jr. 
j 1 Johnson 
| Paul  Johnson 
Melvin  Johnson 
D B.  Karr 
Walter  P.  Keith 
|oe  B.  ki  Hebrew 
John  J.  killeffer 
John  E.  Kimball,  Jr. 
Clvde  R.  Kirk 
Gene  11.  kistler 
( B.  I, and  ham 
M.  F.  Langston 
J.  V.  Lavecchia 
II.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
Phillip  H Living- 
ston 

II.  D.  Long 
s.  H.  Long 
Hugh  B.  Magill.  h 
T.  I Manson 

S.  S.  March  banks 
Fred  E.  Marsh 
M.  A.  Meacham 
William  MacGuire 
H |.  McAlister 
Cooper  II.  McCall 
David  MiCallie 
\ iiKustus  McCravey 
1 11.  MtC.cc 

j D.  L.  McPheeters 
George  A.  Mitchell 
Fay  B.  Murphy 
Oscar  B.  Murray 
Marvin  Nathan 
Cctil  F.  Newell 
F.  T.  Newell 
1 T.  Newell.  Jr. 
Julius  C».  Parker 

A.  M.  Patterson 
K I Patterson 
F.  White  Patton 
F.  O.  Pearson 
].  11  Phillips 
W.  Houston  Price 
W.  D.  L.  Record 
1 E.  Reisman,  Jr. 
Herman  Renner 
t.dbert  M.  Roberts 
(,.  Madison  Roberts 
Robert  C.  Robertson 
H.  A.  Schwartz 
Clarence  Shaw 
George  Shelton 
W.  J.  Sheridan 
lohn  N.  Shipp 
V F.  Shull 
Wm.  G.  Shull 
Leopold  Shutoatker 
George  L.  Sivils 
Moore  L Smith.  Jr. 

R it  hard  F.  Stappen- 
het  k 

Harold  I Smith 
Harold  Starr 
lohn  B.  Steele 
Willard  Steele 
Millard  H.  Steele, 
Jr. 

William  A.  Stent 
Win.  G.  Stephenson 
I F Strickland,  Jr. 
Wesley  Stoneburner 
Charles  L.  Suggs,  Jr. 
pick  Tepper 
( has.  Roberts 
Thomas 

Paul  C.  Thompson 
Robt.  C.  Thompson 
A.  S.  Ulin 
Louis  Ulin 
Minnie  Vance 
Gus  J.  Vlasis 
Arthur  |.  Von 
Werrsowetz 
Win.  E.  Van  Older 
L.  Spires  Whitaker 


G.  Victor  Williams 
S.  H.  Wood 
James  C.  Wright 
Roy  O.  Young 


Daisy 

C.  A.  Clements 
Hixon 

1 1 Cockerham 

HANCOCK 

COUNTY 

HARDEMAN 
COUNT  1 

Bolivar 
1 I.  Baker 
I)  L.  Biint 
Robert  A.  Koch 
W.  F.  Lawrence 
B.  F.  McAnulty 
J.  Knox  Tate 

Grand  Junction 
L.  D.  Pope 

Whiteville 
P.  M.  Bistiop 
Aubrey  Richards 

HARDIN  COUN  I'Y 
Savannah 

H D.  Blankenship, 
Jr. 

J.  W.  Carroll 
().  C.  Doty 
1.  V.  Hughes,  Jr. 
Otis  Whitlow 

HAWKINS 

COUNTY 

Bulls  Gap 
| F.  Kite,  Ir. 

(Mbr.  Greene  Co.) 

Church  Hill 
Warren  L Clark 
(Mbr.  Sullivan- 
lohnson  Cos.) 

HAYWOOD 

COUNTY 

Broumsville 
T.  C.  Chapman 
H.  L.  Gilliand 
W.  D.  Poston 
Glenn  T.  Scott 
David  E.  Stewart 
lohn  Thornton,  Jr. 
j.  K.  Welch,  Jr. 

HENDERSON 

COUNTY 

Lexington 
R.  M.  Conger 
C.  J.  Huntsman 
W.  C.  Ranter 

HENRY  COUNTY 

Paris 

Arthur  Dunlap 
R.  Graham  Fish 
I H.  Jones 
Geo.  R.  McSwain 
| H.  McSwain 
|ohn  E.  Neumann 
F.  It  Paschall 
W G Rhea 
1 Roy  Smith 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 

COUNTY 

Centerville 
Parker  D Elrod 
(Mhr.  Davidson  Co. 
Ogle  Jones 
(Mbr.  Davidson  Co. 

HOUSTON 

COUNTY 

Erin 

O.  H.  Atkins 
(Mbr.  Montgomery 
Co.) 

Troy  Walker 
(Mbr.  Montgomery 
Co.) 
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HUMPHREYS 

COUNTY 

Johnsonville 
Henry  M.  Cox 
(Mbr.  Consolidated 
Co.) 

Waverly 

James  T.  Allen 
H.  C.  Capps 
F C.  Armstrong 

| ACKSON 
COUNTY 
Guinesboro 
L.  R Anderson 
\V.  1 Anderson 
I R Dttdney 
R C..  Gaw 

JEFFERSON 
COUNTY 
Dandridge 
C.  M.  Easley 
(Mhr.  Hamblen  Co.) 
Sam  D.  Sullenberger 
(Mhr.  Hamblen  Co.) 

Jefferson  City 
Earl  R.  Beets 
(Mbr.  Hamblen  Co.) 

T.  A.  Caldwell 
(Mbr.  Knox  Co.) 

Sam  C.  Fain 
(Mbr.  Hamblen  Co.) 
Frank  Milligan 
(Mbr.  Hamblen  Co.) 
Estle  P.  Muncy 
(Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Robert  Creech 
(Mbr.  Knox  Co.) 

R M.  Webster 
(Mbr.  Knox  Co.) 

White  Pine 
Dale  Allen 
(Mbr.  Hamblen  Co.) 

E.  R Baker 

(Mbr.  Hamblen  Co.) 

JOHNSON 
COUNTY 
Mountain  City 
Paul  I.  Bundy 
R.  O.  Glenn 

KNOX  COUNTY 
Concord 
Malcolm  Cobb 

B.  D.  C.oodge 

Corryton 
M.  I Jenkins 
A.  D.  Simmons 

Fountain  City 
James  P.  Harmon 

A.  L.  Jenkins 

F.  H.  Payne 
Joe  I . Raulston 
J.  Gordon  Smith 

Knoxville 

Eugene  Abercrombie 
Alton  Absher 
J.  E.  Acker,  Jr. 
Robert  L.  Akin 
Eben  Alexander 
Chas.  Armstrong 
John  W.  Avera 
Troy  P.  Bagwell 

B.  G.  Baker 
Robert  M.  Baker 
O E.  Ballou 
Floyd  N.  Bankston 
(Mbr.  Giles  Co.) 
Spencer  Y.  Bell 
Chas.  W.  Black 
Wade  H.  Boswell 
H.  O.  Boukard 

i M.  C.  Bowman 
Robert  Brashear 
! Robert  Brimi 
Horace  F.  Brown 
' Richard  Butler 
lohn  Burkhart 
P H Cardwell 

C.  S.  Carlson 
Wm.  W.  Carter 
L.  G.  Cavlor 
Donald  Chamberlain 
Jack  Chesney 

L.  Warren  Chesnev 
H.  S.  Christian 
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H.  E.  Cliristenberry 

H.  E.  Cliristenberry, 
Jr. 

K.  W.  Christenberry 
W.  F.  Christenberry 

C.  L.  Chumley 
William  E.  Clark 
Edward  S.  Clayton 
Margherita  C.  Cook 
Sam  Cooper 
William  R.  Cross 
Miles  S.  Crowder 
J.  P.  Cullum 
H.  K.  Cunningham 
Daniel  Davis 
Martin  Davis 

R.  V.  Depue 
W.  A.  DeSau telle 
W.  T.  DeSautelle 

A.  W.  Diddle 
Sheldom  Domm 
Earl  Donathan 
W.  F.  Dorsey 
John  Daugherty 
Fred  F.  Dupree 
Chas.  R.  Earnest,  Jr. 
J.  Gilbert  Eblen 

E.  M.  Edington 
Edward  W.  Ellis 
J.  B.  Ely 
W.  H.  Enneis 
Frank  Faulkner 
George  H.  Finer 
C.  F.  George 
(Mbr.  Hamblen  Co.) 
Vivian  Gibbs 
W.  D.  Gibson 
Edgar  L.  Grubb 
Glenn  Grubb 
E.  A.  Guynes 
John  H.  Hall 
J.  R.  Hamilton 

B.  I.  Harrison 
Eugene  Haun 
Louis  A.  Haun 

M.  L.  Hefley 
Claire  E.  Hcitman 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  Hicks 
Hubert  C.  Hill 
Jesse  C.  Hill 

|ohn  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 
David  F.  Hoey 
Leon  C.  Hoskins 
George  Turner 
Howard,  Jr. 

Moses  Howard 

A.  G.  Huffstedler 
Fred  E.  Hufstedler 
Perry  Huggin 

E.  C.  Idol 
Geo.  Inge 

C.  F,.  Irwin 
W.  J.  Irwin 
Harry  H.  Jenkins 
William  S.  Jones 
John  O.  Kennedy 
John  F.  Kesterson 

R.  C.  Kimbrough, 

Jr. 

H.  L.  Kitts 
Lamar  Knight 

A.  Hobart  Lancaster 

F.  K.  Lawson 
Robert  P.  Layman 
Robert  S.  Leach 
Rene  Ledbetter 
John  H.  Lesher 
W.  J.  Lehman 
Forest  S.  LeTellicr 
Felix  Line 

Geo.  S.  Mahan 
Joseph  T.  Marshall 
*C.  P.  McCammon 
Margaret  Maynard 
Roy  McCrary 

A.  R.  McCullough 
M.  D.  McCullough 
Roy  L.  McDonald 
P.  A.  McGinnis 
Ri< hard  M<  llu aine 

R.  L.  Me  Reynolds 
Alfred  F.  Miller 
Edwin  E.  Miller 
Ioy  B.  Mitchell 
John  F.  Mohr 
Ralph  H.  Monger 
J.  L.  Montgomery 
John  D.  Moore 
Owen  Moore 
Joel  C.  Morris 
J.  F.  Morrow 
William  S.  Muse 


* Military  service 


J.  B.  Naive 
J.  B.  Neil 
Carl  A.  Nelson,  Jr. 
William  A.  Nelson 
H.  L.  Neuensch- 
wander 

Robert  Newman 
Eugene  P.  Nicely 
Hazel  Nichols 
Ralph  Nichols 
Kenneth  A. 

O’Connor 
Homer  Ogie 

B.  M.  0\erholt 
Nicholas  Pappas 
Robert  F.  Patterson 
Robert  F.  Patterson, 
Jr- 

Herschel  Penn 
Jarrell  Penn 
H.  Dewey  Peters 

B.  F.  Peterson 
Cecil  E.  Pitard 

S.  Joe  Platt 
Herbert  L.  Pope 
W.  W.  Potter 
William  F.  Powell 
Bruce  Powers 
John  C.  Pryse 
(Mbr.  Anderson- 

Campbell  Co.) 
lames  C.  Prose 
J.  B.  Purkall,  Jr. 
John  A.  Range 
YV.  D.  Richards 

N.  G.  Riggins 
James  Roberts 
Frank  Rogers 
Kenneth  Rule 
Richard  C.  Sexton 

I H.  Saffold 
Wm.  A.  Shelton 
A.  B.  Shipley 

E.  Chas.  Sienknecht 
Frank  J.  Slemons 
Chas.  C.  Smeltzer 
Joe  T.  Smith 
Philip  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
J.  M.  Stockman 
Thos.  Stevens 
Wm.  K.  Swann,  Jr. 

R.  G.  Tappan 
George  W.  Tharp 

D.  R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 
Geo.  M.  Trotter 
M.  Frank  Turney 

C.  L.  Walton 

R.  G.  Waterhouse 
David  Waterman 
Alvin  J.  Weber,  Jr. 
Fred  \\  est 
Joel  J.  White 
W.  L.  Whitehurst 
Richter  H.  Wiggall 

G.  A.  Williamson, 

Jr. 

Leon  J.  Willicn 
J.  D.  Winebrenner 
R.  B.  Wood 
R.  M.  Young 
Vincent  T.  Young 

E.  Russell  Zemp 
Charles  R.  Zirkle 
George  Zirkle 

Mascot 

II  T.  P.olin 
Joseph  K.  Seale,  Jr. 

Powell  Station 

L.  F.  Cruze 

LAKE  COUNTY 
Ridgely 
W.  B.  Acree 
Tiptonville 
J.  R.  Holefield 
YV.  T.  Rainey 
E.  B.  Smvthe 

LAUDERDALE 

COUNTY 

Halls 

J.  G.  Olds 
(Mbr.  Dyer,  Lake  & 
Crockett) 

Ripley 

].  L.  Dunavant 
j.  R.  Lewis 


Olyn  Fred  Moore,  Jr. 
Landrum  S.  Tucker 

C.  R.  Webb 
Claud  M.  Williams 


LAWRENCE 
COLIN  1 V 

Law  rence  burg 

V.  II.  Crowder 
J.  W.  Danley 
YV.  O.  Crowder 
Leo  C.  Harris,  Sr. 

L.  B.  Molloy 

T.  J.  Stockard 

Loretto 
YL  L.  Parrish 

M.  H.  Weathers,  Jr. 

LEWIS  COUNTY 
Hohenwald 
William  E.  Boyce 
(Mbr.  Maury  Co.) 
Jerome  Powers 
(Mbr.  Consolidated 
Co.) 

LINCOLN 

COUNTY 

Elora 

A.  L.  Griffith 
Fayetteville 
Ben  FI.  Marshall 
R.  E.  McCown 
J.  V.  McRady 
T.  A.  Patrick 

Petersburg 
YV.  S.  Joplin 

LOUDON 

COUNTY 

Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Hughes  Johnson 
(Mbr.  Knox  Co.) 

L A.  Lecper 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Arthur  P.  Harrison 
Ml.i  Knox  Co. 

W.  B Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  Me  Peake 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co. 

MACON  COUNTY 
Lafayette 
E.  M.  Froedge 
Max  E.  Painter 
John  R.  Smith 

MADISON 

COUNTY 

Bemis 

I.  A.  Langdon 
Kelly  Smythe 

Jackson 

J.  G.  Anderson 
Thomas  K.  Ballard 
(.  II  Bcrryhill 
Wm.  H.  Brooks 
Cecil  Brown 
Swan  Burrus 
Swan  Burrus,  Jr. 
Hughes  Chandler 
Tate  B.  Collins 
Wm.  CL  Crook 

CL  B.  Dodson 
J.  E.  Douglass 
Roy  A.  Douglass,  Jr 
W.  T.  Fitts 
Robt.  L.  Gilliam 
Oliver  Graves 
YV.  YV.  Harrison 
Henry  H.  Herron 

S.  M.  Herron 
J.  T.  Holmes 
CL  B.  Hubbard 
Helen  Johnston 

L. eland  M.  Johnston 


G.  Frank  Jones 
Harold  T.  M cl  vers 
Frank  A.  Moore 
II.  N.  Moore 
M in.  CL  Moore 
Lamb  B.  Myhr 

R.  M.  Ncudccker 
John  B.  Nuckolls 
|.  C.  Pearce 

J.  E.  Powers 
John  G.  Riddler 
Norris  Shelton 
Charles  C.  Stauffer 
J.  R.  Thompson,  Jr. 
Barbara  Truex 

S.  Allen  Truex 
William  IL  Wagner 
Charles  F.  Webb 
Charles  H.  Webb 
R.  Ii.  White 
George  B.  Wyatt 
Paul  E.  Wylie 

MARION 

COUNTY 

South  Pittsburg 
J.  B.  Havron 
(Mbr.  Hamilton  Co.) 
Viston  Taylor 
(Mbr.  Hamilton  Co.) 


MARSHALL 

COUNTY 

Belfast 

H.  A.  Morgan,  Jr. 
(Mbr.  Bedford  Co.) 

Lewisburg 
Kenneth  Brown 
(Mbr.  Bedford  Co.) 

J.  T.  Gordon 
(Mbr.  Bedford  Co.) 

K.  J.  Phelps 
(Mbr.  Bedford  Co.) 
William  S.  Porch 
(Mbr.  Bedford  Co.) 

MAURY  COUNTY 
Columbia 
I).  B.  Andrews 
Wendell  C.  Bennett 
H.  C.  Busby 
Mildred  Casey 
William  N.  Cook 
C.  C.  Gardner 
Harry  C.  Helm 
Robin  Lyles 
Clay  R.  Miller 
James  B.  Miller 
Edwin  K.  Provost 
Warren  Rucker 
Leon  S.  YVard 
Eleanor  Williamson 
Watt  Yeiser 
Thomas  K.  Young 

Mt.  Pleasant 
G.  C.  English 
J.  H.  Jones 
CL  D.  Walton 


McMINN  COUNTY 
Athens 

YV.  R.  Arrants 
Helen  R.  Arterburn 
Charles  T.  Carroll 

R.  YV.  Epperson 
C.  O.  Foree 

YV.  Edwin  Foree 

1.  A.  Powell,  Jr. 
Edward  B.  Ranck 

L.  H.  Shields 

Etowah 

Thomas  C.  Beaman 

S.  Boyd  McClary,  Jr. 
John  C.  Sharp 

H.  P.  Whittle 

McNAIRY 

COUNTY 

Selmer 

T.  N.  Humphrey 
YV.  A.  Phillips 
Montie  E.  Smith 

MONROE 

COUNTY 

Madisonville 
R.  C.  Kimbrough 
Horace  M.  McGuire 


Sweetwater 

J.  H.  Barnes 
YV.  J.  Ca m cron 

D.  F.  Heuer,  Jr. 

T.  A.  Lowry 

J.  E.  Young 

MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  IL  Cutter 

Sam  M.  Doane,  Jr. 
IL  H.  Edmonson 
V.  H.  Griffin 

B.  T.  Iglehart 
|.  H.  Ledbetter,  Sr. 
J.  H.  Ledbetter,  Jr. 
William  CL  Lyle 
).  IL  Malone 
Jack  Ross 
Bryce  Runyon 
A.  F.  Russell 

M.  L.  Shelby 
Charles  Trahern 
i'.i M l I Wilson 
R.  M.  Workman 


MOORE  COUNTY 
Lynchburg 
IL  Harlan  Booher 
(Mbr.  Lincoln  Co.) 


MORGAN 

COUNTY 

Oakdale 

J.  H.  Carr 
(Mbr.  Roane  Co.) 


OBION  COUNTY 
Kenton 

Alden  H.  Gray 
(Mbr.  Consolidated 
Cos.) 

Obion 

Leon  I.  Runyon 
James  C.  Walker 

Troy 

E.  A.  Boswell 
YV.  E.  James 

Union  City 
J.  Kelly  Avery 
M.  A.  Blanton,  Jr. 
Stevens  Byars 
H.  YV.  Calhoun 
YVm.  N.  Carpenter 
Robt.  M.  Darnall 
B.  O.  Garner 
R.  G.  Latimer,  Jr. 
R.  G.  Latimer,  Sr. 
James  YV.  Polk 
Malcolm  T.  Tipton 

OVERTON 

COUNTY 

Livingston 
J.  D.  Capps 
II . B.  Ncvans 
Denton  Norris 
A.  B.  Qualls 

F.  L.  Sidwell 
Myrtle  L.  Smith 

PERRY  COUNTY 
Linden 

O.  A.  Kirk 

Lobelville 
E.  YV.  McPherson 
(Mbr.  Davidson  Co.) 

PICKETT 

COUNTY 

Byrdstoxvn 
Malcolm  E.  Clark 
(Mbr.  Overton  Co.) 

POLK  COUNTY 
Benton 
John  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
A.  R.  Evans 
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Mbr.  Hamilton  Co.) 
YV.  Y.  Gilliam 
(Mbr.  Hamilton  Co.) 
II.  II  ID. ill 
(Mbr.  Hamilton  Co.) 

Puclitown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM 

COUNTY 

Algood 
J.  T.  Moore 
J.  T.  Moore,  Jr. 

Cookeville 
J.  T.  Deberry 
Lex  Dyer 
Kenneth  L.  Haile 
YVm.  A.  Hensley,  Jr. 
YV.  A.  Howard 
R.  II.  Millis 
Thurman  Shipley 
J.  Fred  Terry 

Granville 
L.  M.  Freeman 
Monterey 

C.  A.  Collins 

T.  M.  Crain 

RHEA  COUNTY 
Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.) 

ROANE  COUNTY 
Harriman 

Thomas  L.  Bowman 
H.  Stratton  Jones 

L.  A.  Killeffer 
John  R.  Sisk 

Kingston 
Nat  Sugarman 
Oak  Ridge 
(Sec  Anderson  Co.) 
Gould  A.  Andrews 
R.  R.  Bigelow 
Marshall  Brucer 

M.  C.  Ciaramelli 
Betty  Cooper 
Martin  Costello 
John  P.  Crews 
Dexter  Davis 
John  DePersio 

J.  L.  Diamond 

P.  M.  Dings 
Jean  S.  Felton 
William  P.  Hardy 
William  Holden 
R.  A.  Johnson 
Herbert  Kerman 
Ralph  M.  Kinseley 
Joseph  A.  Lyon 
Dana  Nance 
Lewis  Preston 
YVilliam  Pugh 
Charles  J.  Ragan 
Tulian  Ragan 
T.  L.  Ray 
Hyman  Rossman 
Henry  B.  Ruley 
Paul  E.  Spray 
Charles  R.  Sullivan 
Welb>  N rauxe 
Dan  Thomas 

R.  G.  Tromley 
Arthur  Upton 
A.  N.  YVard 

Oliver  Springs 

S.  J.  Van  Hook 
Fred  O.  Stone 
(Mbr.  Anderson- 

Campbell  Co.) 

Rockwood 
Robert  S.  Hicks 

G.  E.  Wilson 

ROBERTSON 
COUNTY 
Springfield 
YV.  B.  Dve 
John  S.  Freeman 
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|.  S.  Hawkins 

J.  M.  Jackson 

A.  K.  Kempt 
YYE  1*.  Stone 
J.  E.  Wilkison 

KUTIIER  FORD 
COUNTY 

Murfreesboro 
Carl  E.  Adams 
\\  . Stanley  Barham 
|.  B.  Black 
j.  T.  Boykin 
John  E.  Carlton 
John  E.  Cason 

B.  S.  Davison 

s.  ( E Garrison,  Jr. 
Gilbert  Cordon 
Sam  T.  Hay 

R.  1).  Hollowcll 

A.  |.  lamison 

I.  K.  Kaufman 

I ois  M.  Kennedy 
M.  B.  Murfree,  Jr. 
Eugene  Odom 

B.  YV.  Rawlins 
|.  A.  Scott 

\Ym.  \V.  Shacklett 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 

George  Goodall 
lames  Lee  Moore 
Robert  Wooldridge 

SCOTT  COUNTY 
Norma 

1).  T.  Chambers 
Oneida 
M.  F.  Frazier 

II  M.  Leeds 

M E.  T hompson 
Milford  Thompson 

SEVIER  COUNTY 
Gatlin  burg 
Ralph  1L  Shilling 
Bruce  H sisler 
George  Wilhelm 

Sevierville 
T roy  I . Beeler 

R.  A.  Broady 
R A.  McCall 
Robert  F.  T homas 

C.  1*.  Wilson 
O.  H.  Yarbcrry 

SHELBY  COUNTY 
Collierville 
L.  P.  Pearce 

R.  F.  Kelsey 

Cordova 

C.  A.  Chaffee 
YV.  F.  Boyd 

Forest  Hill 

J.  E.  Clark 

Germantown 
John  T.  Carter,  Jr. 
Memphis 

Shields  Abernathy 
Robert  F.  Ackerman 
L.  H.  Adams 
YV.  M Adams 
Justin  PL  Adler 
lames  E.  Alexander 

G.  1).  Allen 

C.  1).  Allen.  Ir. 

F.  Pearson  Allen 
Frank  S.  Allen 
Robert  S.  Allen 
F.  H.  Alley 
Jacob  Alperin 
S B.  Anderson 
William  F.  Andrews 
1).  H.  Anthony 
Blake  Arnoult 
I M.  Astc 

H.  E.  Atherton 
Edgar  L.  Austin 
YV.  W.  Ay  cock 

I.  C.  Ayres.  Jr. 

C.  O.  Bailev 
John  YV.  Baird 
|.  Earl  Baker 


* Military  service 


Malcolm  E.  Baker 

A.  L.  Ball 

(.  II.  Bassett 
Paul  I Batson,  Jr. 
Lawrence  N.  Bel  lew 
Charles  A.  Bender 
|.  M.  Bethea 
Ralph  C.  Bethea 
lames  1).  Biles,  Jr. 
YV.  1.  Black,  Jr. 
Sam  Blackwell 
Basil  A.  Bland,  Jr. 
Breen  Bland 

C.  1).  Blassingame 
Phil  Bleeckei 
Robert  F.  Bonner 
Howard  A.  Boone 
Whitman  Borg 

R.  L..  Bourland 
R.  L.  Bowlin 
I ai  1 P.  Bowei man 
11.  B.  Boyd 
Winston  Braun 
R.  R.  Braund 
James  T.  Biidges 
Carey  Bringle 
1).  A.  Broady 
|.  M.  Brockman 
I H.  Bronstein 
I Carry  G.  Bryan 
Samuel  Bryan 

K.  M.  Buck 

I A.  Buchignani 
YV.  1).  Burkhalter 
Geo.  H.  Burkle,  Jr. 
M.  K.  Callison 
E.  Guy  Campbell 
Ernest  A.  Canada 
Dominic  J.  Cara,  Jr. 

B.  W.  Cannon 
Robert  S.  Caradinc 

D.  M.  Carr 
David  S.  Carroll 
Dan  Carru thers,  Jr. 
Harvey  W.  ( lartei 

L.  L.  Carter 

\ 11.  Chamberlain, 
Jr. 

I M.  Chambers,  Ir. 
W.  C.  Chaney 
R.  E.  Ching 
Joseph  M.  Chisholm 
( harles  L . Clark 

E.  W.  Cocke 
(Mbr.  Rutherford 

Co.) 

E.  YV.  Cocke,  Jr. 
Lawrence  L.  Cohen 
M 1)  Cohen 

Max  II.  Cohen 
W.  C.  Colbert 

F.  II.  Cole 

B.  C.  Collins 
James  11.  Collins 
Frank  H.  Collins 
E.  I).  Connell 
John  P.  Conway 
George  A.  Coo rs 
Giles  A.  Coors 
Arthur  A.  Cox 
Erwin  M.  Cox 
John  E.  Cox 

P.  T.  Crawford 
\.  II.  Crenshaw 

J.  A.  Crislcr,  Jr. 

C.  V.  Crosvvell 
J.  A.  Danciger 
()rin  L.  Davidson 

I.  M.  Davis 
Charles  J.  Deere 
A Oliver  Delozier 
(Mbr.  Andei son 

( Campbell) 

V.  J.  Demarco 
McCarthy  DeMerc 
Richard  DcSaussure 
Alice  R.  Deutsch 

J.  L.  Dies 

L.  YV.  Diggs 

YV.  T.  Dinsmore 
L M.  Dorris 
Thomas  G.  Dorrity 
I.  J.  Douglas 
Paul  T.  Drenning 
Horton  DuBard 
YV.  I).  Dunavant 
I.  G.  Duncan 
Elmer  S.  F.ddins 
Howard  Ellzey 
Cyrus  C.  Erickson 
James  N.  F.tteldorf 
C.  B.  Etter 

I.  I).  Evans 

M.  L.  Evans 
Sidney  S.  Evans 
IE  B Everett 
Harold  Feinstein 
Daniel  F.  Fisher 

J.  C.  Flaniken 


R.  B.  Flaniken 
J.  H.  Francis 
Y\  . I dw .ml  Frenc h 
Eugene  YV.  Gadberry 
J.  A.  (.ardner,  Jr. 
Dan  C.  Gary 
EFsbeth  Gehorsam 
( . IE  Gilliespie 
George  E.  Gish 
C.  IE  Glover 
I red  A.  Goldberg 
Ralph  Goldman 
Lester  1.  Goldsmith 
1).  YV.  Go  It  man 
J.  s.  Goltman 
j ().  Gordon 

H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 

\\  II  Gragj  Ji 
L.  M.  Graves 
\\  R.  Graves 
11.  1).  Gray 
Yrthur  YV.  Green 
C.  R.  Green 
Jack  Greenfield 

A.  J.  Grobmyer,  Jr. 

N.  YV.  Guthrie 
James  S.  llaimsohn 
E.  R.  Hall 

YE  A.  Flail 
J.  F.  Hamilton 
E.  C.  Ham 

B.  F.  Hardin 
James  1).  Hardy 
J.  H.  Harris 
Charles  YYE  Halting 
Mallory  Harwell 

C.  D.  Hawkes 
Jean  M.  Hawkes 
James  E.  Hayes 

L.  K.  Haynes 
C.  H.  Heacock 
J.  P.  Henry 

A.  L.  Herring 
George  B.  Higley 
Fontaine  S.  Hill 

I.  J.  Hobson 
C.  IE  Hoffman 

W.  K.  Hoffman,  Jr. 

M.  YVE  Holchan 

J.  E.  Holmes 
Hubert  L.  Hotchkiss 
C.  H.  Householder 

I.  I..  Houston 
William  T.  Howard 

A.  G.  Hudson 

Joe  Hufstedler 
John  D.  Hughes 
James  G.  Hughes 
Max  O.  Hughes 
YV.  E.  Hurt 
William  H.  Hurteau 

A.  Quinn  Hyde 

J.  II.  I jams 
CE  YV.  Ingle 

A.  J.  Ingram 

H.  J.  Jacobson 
CE  IE  James 

I)  H.  James 
Hal  IE  James 

I.  A.  James 
Oliver  C.  Jeffers 
YV.  D.  Jensen 

A.  M.  Jones 
George  P.  Jones,  Jr. 
Harry  Johnson 
Robert  G.  Jordan 

A.  Wilson  Julick 

L.  A.  Kasselberg 
Ernest  G.  Kelly 
Edward  Kelman 
Henry  G.  Kessler 
Webb  B.  Key 

If  illy  YV.  King 
Charles  M.  King 

J.  C.  King 
YE  D.  King 

T A.  Kirkland 
YV.  IE  Klotz 
R.  A.  Knight 
Cary  M.  Kuykendall 
NE  YV.  Kuykendall 
L Warren  Kyle 

H.  7.  Landis 
E.  A.  Laughlin 

O.  M.  La  ten 
Frank  A.  Latham 

M.  YV.  Lathram 
Robert  E.  Lawson 
Gilbei  t I Levy 

C.  K.  Lewis 
L.  C.  Lewis 
IE  M.  Lewis 
Alys  H.  Lipscomb 
Geo.  R.  Livermore 
Geo.  R.  Livermore, 

Jr. 

D.  G.  Lockwood 


Charles  E.  Long 
J.  H.  Lot/ 

J.  C.  Lougheed 
Carru  thers  Love 
C.eorge  S.  Lovejoy 
William  Lovejoy 
Icl ward  II . Mabry 
YV.  F.  Mat  key 
Holt  B.  Maddox 
Battle  Malone  II 
I . P.  Manigan 
Philip  M.  Markle 
Carl  D.  Marsh 
C.  H.  Marshall 
Y.  D.  Mason,  Jr. 

( harles  R.  Mason 
| YV.  Mason 
Robin  IE  Mason 
( ) S.  Matthew s 
William  P.  Maury 
R.  IE  Mayer 

L.  H.  Mayfield 
I E.  Meadors 
A.  H.  Meyer 

A.  H.  Meyer,  Jr. 
Robert  M.  Miles 

C.  YV.  Miller,  Jr. 

Iox  Miller 
Harold  R.  Miller 
Ric liarcl  A.  Miller 
Richard  YV.  Miller 
George  T.  Mills 

I Purvis  Milnor 
YV.  1).  Mims 

B.  G.  Mitchell 

IE  I).  Mitchell,  Jr. 

I . T.  Mitchell 
George  1 Mitchell 
IE  CE  Mobely 
J.  C.  Mobely,  Jr. 

I E M.  Mol  inski 
David  F.  Moore 
Fontaine  B.  Moore, 
Jr. 

Marion  R.  Moore 
Moore  Moore,  Jr. 

I homas  D.  Moore 
J.  L.  Morgan 
Henry  Moskowitz 
J.  P.  Moss 
I C.  Moss 
R.  Lyle  Motley 
Francis  Murphey 
YV.  F.  M urrah 
Roland  H Myers 
John  W.  Mc<  ill 
j.  J.  McCaughan 

D.  R.  McClary 
I).  C.  McCool 

R.  B.  McCormick 

E.  F.  McDaniel 

J.  YYTeslcv  McKinney 
IE  E.  McKenzie 

B.  E.  McLarty 
Richard  P.  McNeilis 
George  McPherson 
Elsie  McQuiston 
L A.  McQuiston 
Leon  YE  McVay,  Jr. 
John  C.  Newton 
I).  YV.  Oclker 
I C.  Ogle 
Charles  B.  Olim 
J.  C.  Orman 
\ I free!  H.  Page 

B.  T.  Otey 
Charles  E.  Pack 
Ira  O.  Park 
Joseph  B.  Parker, 

Jr. 

R.  II.  Parr 
Samuel  Pastor 
George  J.  Pastorius 
Russell  H.  Patterson 
Morris  Pasternack 
Raphael  N.  Paul 

G.  E.  Paullus 

F.  M.  Peete 

B.  L.  Pentecost 
YYE  H.  I’istole 
Mary  Frances  Poe 

R.  M.  Pool 
Robert  Popper 

A.  R.  Porter,  Jr. 

C.  H.  Porter 

H.  YV.  Qualls 

J.  YV.  Ragsdale 
II.  R.  Raines 

S.  L.  Raines 
Robert  Raskind 
R B.  Ray 
John  Redman 

T.  R.  Reinberger 
Hal  S.  Rhea 
Alma  B Richards 
YV.  YYE  Riggs 

M.  I.  Roach,  Jr. 

S.  Gwin  Robbins 

C.  G.  Robinson 


YYE  YYE  Robinson 
YYE  P.  Rochelle 
Gordon  K.  Rogers 
Joseph  A.  Rothschild 
VY  Y Ruch 
YYE  L.  Rucks 

H.  G.  Rudner 
Henry  G.  Rudner, 

J r. 

YYE  A.  R unkle 
R.  ().  Rychener 

L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 

C.  H.  Sanford 
YYE  T.  Satterfield 
David  IE  Scheinberg 
11.  C.  Schmcisser 

IE  (..  Schreicr 

Y liner  C.  Schultz 
Joseph  L.  Scianni 

C.  B.  Scott 
lames  L.  Seale 

F.  L.  Sebulsky 
F.  C.  Segerson 

M.  B.  Seligstein 
R.  E.  Semmes 
John  L.  Shaw 
James  R.  Shelton 
Saul  Siegel 

YYE  L.  Simpson 
Paul  R.  Sissman 
Edward  F.  Skinner 
Alvin  E.  Smith 
Hugh  Smith 
().  E.  Smith 
I . Ward  Smythe 
Frank  YV.  Smythe, 

Jr. 

YVilliain  T.  Snoddy 
John  J.  Sohm 
I s.  Sp<  ed 
Douglass  H.  Sprunt 
Joseph  Stabnick 
J.  B.  Stanford 
Roy  G.  Stark 
William  P.  Stepp 
Oscar  Stegall 
Newton  S.  Stern 
1 homas  N.  Stern 
( leo  YYE  Stevenson 
1 \l.  Stevenson 

F.  NE  Stevenson 
M.  J.  Stewart 
William  D.  Stinson 
s.  Fred  Strain 
Dana  M.  Street 

A.  NE  Streeter 
Hall  S.  Tacket 

B.  S.  Talley 

I inis  A.  Taylor 
Robert  C.  T aylor 
YYE  YV.  Taylor 
Morton  J.  Tcndler 
Louis  E.  Tolbert,  Jr. 
YVilliain  YYE  Iribby 

Y B.  Tripp 
Merlin  L.  Trumbull 
I Franl  I ullis 

H.  K.  Turley 
John  C.  Turley 
R.  B.  Turnbull 
Steve  H.  Turnbull, 

Jr. 

C.  C.  Tinner 
Henry  B.  Turner 
Austin  R.  Tyrer,  Jr. 
YVm.  T.  Tyson,  Jr. 
Edmund  Utkov 

C.  F.  Varner 
Leonard  J.  YTrnon 

R.  Hudson  Vunk 
Richard  P.  Walker 
YYE  Hamilton  YYEalkcr 
YV.  YYE  Walker 
Fred  CE  Wallace 
lames  A.  YVallace 
Cecil  E.  YVarde 
Thomas  L.  YVaring 
().  S.  YVarr,  Jr. 

YYE  YYE  Watkins 
|.  J.  YY^eems 

I.  D.  Weiner 

S.  I.  YVener 

I.  D.  YVest 

T.  H.  YVest 
Frank  E.  YVhitacre 
William  G.  YVhite 

J.  F..  YVhiteleather 
YYE  L.  Whittemore 
Walter  L.  YVilhelm 
FI.  G.  Williams 

S B.  Williamson 
Harwell  YVilson 
lames  IE  YYElson 
John  M.  YVilson 
j.  B.  YYE't  fieri  ngton 
( . IF  \\  < n l man,  Jr. 


( YV.  Woolley 
IE  II . YVood 
Howell  D.  YY’oodson 
CE  IE  Yates 
Jack  G.  Young 
John  D.  Y'oung 

Millington 
A.  J.  Cates 

Raleigh 

Flal  E.  Bennett 

SMITH  COUNTV 
Carthage 
R.  E.  Key 
Gordon  Petty 
L.  1).  Sloan 
Thayer  S.  YVilson 

Chestnut  Mound 
IE  1).  Gross 


STEWART 

COUNTY 

Cumberland  City 
IE  A.  Martin 
(Mbr.  Montgomery 
Co.) 

Indian  Mound 
CE  N.  Keats 
(Mbr.  Montgomery 
Co.) 


SULLIVAN 

COUNTY 

Jilountville 

J.  YV.  Erwin 
Bluff  City 
Virginia  Shepherd 
Clinton 

Sidney  S.  Whittaker 

Bristol 

(Tenn.-Va.) 

T.  R.  Bowers 
*B.  B.  Brinkley 
YV.  C.  Carreras 
NE  J.  Chew 
NE  H.  Copenhaver 
Bennett  Cowan 

E.  B.  Cunningham 
L.  Rowe  Driver 
Arthur  B.  English 
Marshall  D.  Hogan 
Arthur  Hooks 
Tom  IJ.  Kuhnert 

I.  O.  Marcy 
Fred  McCall 

L.  (E  McNeer 

B.  YYE  Mongle 
Norman  G.  Patterson 
Seymour  Pelzer 

I.  IE  Phillips 

F.  YV.  Sutterlin 

T.  CE  Todd 

D.  D.  Vance 
Frederick  Vance,  Jr. 
\\  in  K \ nice,  Jr. 
Bruce  E.  Walls 

Kingsport 
F.  B.  Adams 

M.  J.  Adams 
James  H.  Boles 
FI.  O.  Bolling 
H.  J.  Brown 
Robert  Hyatt  Brown 

J.  Sam  Brown,  Jr. 
H.  S.  Burem 

YV.  B.  Camp 

L.  C.  Cox 
Paul  YV.  Cox 

C.  S.  Crook 

F.  M.  Duckwall 

G.  R.  Evans 
YV.  C.  Eversole 

J.  At  lee  Flora 
William  Harrison 
J.  YE  Hodge 

B.  Roy  Howard 
John  H.  F.  Howkins 
Kenneth  R.  Kiesau 
Louis  J.  Makielski 

M.  D.  Massengill 
Eugene  Maul 
Thomas  T.  McNeer 
John  Munal 

j.  R.  Pierce 
J.  S.  Powers 
J.  Shelton  Reed 
YV.  H.  Reed 
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W.  E.  Scribner 
Men  it  B.  Shobe 

R.  A.  Steadman 

E.  VV.  Tipton 
Tom  B.  Tyler 
James  S.  Vermillion 
John  B.  Warren 

I.  Dwight  Whitt 
VV.  A.  Wiley 

J.  E.  Williams 

Piney  Flats 
Aaron  Cole 
(Mbr.  Washington- 
Carter-Unicoi  Cos.) 


SUMNER 

COUNTY 

Bethpage 
VV.  VV.  Roark 

Gallatin 

I.  H.  Beasley 
VV.  M.  Dcdman 
VV.  B.  Farris 
C.  D.  Giles 
James  A.  Loveless 
Robert  A.  Moore 
Vincent  M.  Small 
John  B.  Wallace 

Hendersonville 

J.  Wesley  Osborne 

Portland 
Albert  G.  Dittes 


•In  Military  Service. 


Sidney  C.  Knight 
Ralph  W.  Simonton 


1 IPTON 
COUNTY 

Covington 

A.  I.  Butler 

N.  L.  Hyatt 

I.  S.  Ruffin,  Jr. 

H.  S.  Rule 

J.  C.  Witherington 
James  D.  Withering 

ton 

Munford 

A.  S.  Witherington 


TROUSDALE 

COUNTY 

Hartsville 
Edgar  K.  Bratton 
(Mbr.  Macon  Co.) 
Rhea  E.  Garrett 
(Mbr.  Smith  Co.) 

UNICOI  COUNTY 
Erwin 
R.  H.  Harvey 

H.  L.  Monroe 
|.  R.  Moody 
Earl  Peterson 

VAN  )H  REN 
COUNTY 

Spencer 

Margaret  Wrenn 


WARREN 

COUNTY 

McMinnville 
C.  M.  Clark 
I i ' DietricI 
Hoyt  ( I l.u  i is 
C.  E.  Pecry,  Jr. 

John  T.  Mason 

B.  C.  Smoot 

WASHINGTON 

COUNTY 

Johnson  City 

I.  R.  Bowman 

E.  T.  Brading 
(..  J.  Budd 

G.  E.  Campbell 
E.  M.  Campbell 
Lewis  F.  Cosby,  Jr. 
Ralph  Cross 

T.  J.  Ellis 

C.  VV.  Friberg 
Lee  K.  Gibson 
Newton  F.  Garland 
Lawrence  E.  Gordon, 

Jr. 

C.  S.  Gresham 
|.  L.  Hankins 
Walter  1).  Hankins 
George  B.  Hobach 
John  P.  Hobach 

U.  G.  Jones 
Carroll  H.  Long 
Ray  VV.  Mettetal 
George  E.  Miller 

H.  D.  Miller 

I.  G.  Moss 

j.  T.  McFaddin 
I . P.  McKee 

J.  B.  McKinnon 


Harry  Myron,  Jr. 
Frank  I).  O wings 
Irwin  E.  Phillips 
Robei  i 1 Piston 
Wallace  L.  Poole 
William  G.  Preas 
James  J.  Range 
j.  M.  Sams 
George  K.  Scholl 
Howell  VV.  Sherrod 
Charles  K.  Slade 
Mel  1).  Smith 
Hugh  F.  Swingle,  Jr. 
T.  S.  Wedde 
Charles  P.  Wofford 

F.  1 . West 
John  M.  Wilson 

Jonesboro 
A.  J.  Willis 
1).  C.  Nelson 

Limestone 
R.  H.  Ruble 

G.  V.  Stanton 

Mountain  Home 
C.  M.  Creech 

H.  W.  Crouch 

* Joe  C.  Crumley 
Charles  H.  Harney 
Edgar  Cl.  Harper 
Robert  C.  Jones 

F.  B.  Kelly 
H.  M.  Kelso 
Martin  Kerlan 
John  F.  Lawson 
Hyman  Lieber 
John  P.  Platt 
Warren  B.  Smith 
Eleanor  VV.  Town- 
send 


Harry  N.  Waggoner 
Shelburne  D.  Wilson 


WAYNE  COUNTY 

Collinwood 
W.  VV.  Rippy 
(Mbr.  Lawrence  Co.) 

Clifton 

John  T.  Keeton 
(Mbr.  Consolidated) 

Waynesboro 
Dexter  I,.  Woods 
(Mbr.  Lawrence  Co.) 

WEAKLEY 

COUNTY 

Dresden 
M.  R.  Beyer 
Paul  W.  Wilson 

Gleason 

Robert  M.  Jeter 

Greenfield 

V.  C.  Fagan 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

R.  VV.  Brandon 
R.  VV.  Brandon,  Jr. 
H.  G.  Edmondson 

G.  S.  P log 
E.  C.  Thurmond 


WHITE  COUNTY 
Sparta 

\\  ll  \ndrews 
C.  B.  Roberts 

WILLIAMSON 

COUNTY 

College  Grove 
George  A.  Hatcher 
(Mbr.  Davidson  Co.) 

Franklin 

A.  B.  Bray 
Vincent  Di  Rienzo 
Harry  |.  Guffce 

R II.  Hutcheson 

B.  I . Nolen 
\\  .i  1 1 ■ i Pyle 

(Mbr.  Davidson  Co.) 

T.  C.  Rice 

Louis  1).  Ziedberg 

WILSON  COUNTY 
Lebanon 
G.  M.  Allison 
I B Dunklin 
\ I Hill 

0.  Reed  Hill 

R.  C.  Kash 
James  P.  Leathers 
Charles  T.  Lowe 

S.  B.  McFarland 

T.  R.  Puryear 

1.  II . Tilley 
VV.  K.  Tilley 
Phillips  Turner 

Watertown 
R.  E.  Mudd 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

T.  R.  Blanks,  2031/2  Chickamauga  Avenue  Rossvillc,  Ga. 

II.  D.  Bruner,  Emory  University  Georgia 

James  VV.  Caldwell,  Henry  Ford  Hospital  Detroit,  Mich. 

William  S.  Dew  Tom’s  Creek,  Va. 

•Frank  S.  Flanary.  Hay  Apartments  Melbourne,  Fla. 

Jock  L.  Graeme,  556  Morris  Avenue  Summit,  N.  J. 

Walter  B.  Grenell.  Haw’s  Hospital  Fulton,  Ky. 

I.  K.  Hinton,  Jr.,  1 5 1 0 - A Louisiana  Avenue  New  Orleans,  La. 

J.  P.  Hoover,  211  Andrews  Street  Rossvillc,  Ga. 

Walter  Humbert,  Box  726  Greenville,  N.  C. 

H.  D.  Kerman,  Radioisotopes  Laboratory,  Department  of 

Radiology.  University  of  Louisville  Louisville,  Ky. 

Sam  R.  Miller,  Jr.  Fontana,  N.  C. 

A.  C.  Parker  Clarksdale,  Ark. 

VV.  P.  Parker,  c/o  National  Multiple  Schlerosis  Society, 

'.'•I  Mm  ton  siuri  Boston  24,  Ma 

F.  L.  O’Connor,  1115  Howard  Street  Rossville,  Ga. 

John  Samuels  Hickman,  Ky. 

John  M.  Saunders,  Federal  Security  Agent v.  330  Independence 
Ave.,  S.  VV.  Washington.  1).  C. 

Dillard  M.  Sholes,  Jr.,  Ill  South  Wycombe  Landsdowne,  Pa. 

J.  H.  Solomon,  10735  Grilling  Boulevard  Miami,  Fla. 

H.  S.  Span  Olive  Branch,  Miss. 

George  Vassey,  Stansbury  Building  Rossville,  Ga. 

Starnes  E.  Walker,  303  East  Armour  Kansas  City,  Mo. 

James  A.  Wallace,  Walnut  Park  Plaza,  Walnut  and 

Sixty-Third  Street  Philadelphia,  Pa. 


VETERAN  MEMBERS 


J.  K.  Freeman,  Bell  Buckle 
J.  H.  Dyer,  Wart  race 
B.  L.  Burdette,  Shelbyville. 

J.  M.  Waters,  Walland 
Benjamin  F.  Gates,  Cleveland 
John  F.  Gilbert.  Cleveland 
Raymond  O.  Kibler,  Cleveland 
Carl  T.  Speck,  Cleveland 
James  M.  Harris,  Thomasville 
L.  C.  Smith,  Henderson 
J.  E.  Hampton,  Newport 


Bedford 
Bedford 
Bedford 
Blount 
Bradley 
Bradley 
Bradley 
Bradley 
Cheatham 
Chester 
Cocke 


Joe  D.  Anderson,  104  20th  Avenue,  North,  Nashville  Davidson 
VV.  B.  Anderson,  Doctors  Building,  Nashville  Davidson 

A.  C.  Bailey,  Bennic-Dillon  Building,  Nashville  Davidson 

R.  A.  Barr,  Route  4,  Gallatin  Davidson 

R.  VV.  Billington,  RI  D,  Franklin  Davidson 

C.  E.  Brush,  2320  West  End  Avon  lie,  Nashville  Davidson 

J.  Leslie  Bryan.  Wood  mo  nt  Blvd.,  Nashville  Davidson 

O.  N.  Bryan,  2122  West  End  Avenue,  Nashville  Davidson 

L.  E.  Burch,  2112  West  End  \ venue,  Nashville  Davit 

Lucien  Caldwell.  R.  F.  D.  4,  Holt  Road,  Nashville  Davidson 
Will  Camp,  McMinnville  Davidson 

M.  M.  Cullum,  Bennie  Dillon  Building  Davidson 

R.  A.  Daniel,  Sr.,  100  Fairway  Drive,  Donelson  Davidson 

Maurice  S.  Davis,  Southern  Hotel  Frankfort,  Ky. 

VV.  C.  Dixon,  Doctors  Building,  Nashville  Davidson 


•In  Military  Service. 


Robt.  I..  Dozier,  Jr..  Bennie- Dillon  Bldg.,  Nashville  Davidson 
Duncan  Eve.  2001  Hayes  Street,  Nashville  Davidson 

J.  J.  Frey,  Doctors  Building,  Nashville  Davidson 

R.  W.  Grizzard,  302  Sixth  Avenue,  North  Davidson 

R.  N.  Herbert,  Franklin  Road,  Nashville  Davidson 

C.  L.  Hill.  2116  Fairfax  Avenue,  Nashville  Davidson 

Vernon  Hutton,  Sr.,  Harding  Road,  Route  No.  2, 

Nashville  Davidson 

J.  P.  Keller,  Doctors  Building,  Nashville  Davidson 

Norris  Leonard,  D.D.S.,  Bennie  Dillon  Bldg.,  Nashville  Davidson 

P.  G.  Morrissey.  Sr..  Bennie-Dillon  Building,  Nashville  Davidson 
1).  R.  Neil.  Bennic-Dillon  Building,  Nashville.  Davidson 

T.  G.  Pollard,  Doctors  Building,  Nashville  Davidson 

I I Post,  1010  Gale  Lane,  Nashville  Davidson 

W.  E.  Reynolds,  Bennie-Dillon  Building,  Nashville  Davidson 
E.  L.  Roberts,  Bennie-Dillon  Building,  Nashville  Davidson 
Wm.  I).  Sumpter,  Sr.,  1909  Division  Street.  Nashville  Davidson 
E.  A.  Sutherland,  Madison  College  Davidson 

Harold  Truebger,  820  Normal  Circle,  Memphis  Davidson 

Fred  L.  Webb,  1804  20th  Ave.,  South,  Nashville  Davidson 

0.  II.  Wilson,  Doctors  Building,  Nashville  Davidson 

W.  II.  Witt,  205  Craighead  Avenue,  Nashville  Davidson 

\\  | Sugg,  Dickson  Dickson 

J.  B.  Brewer,  Dyersburg  Dyer,  Lake  & Crockett 

I).  T.  Holland,  Newbern  Dyer,  Lake  &:  Crockett 

Percy  E.  Miller,  Tigrett  Dyer,  Lake  & Crockett 

1.  R.  Storie,  Jamestown  Fentress 

R.  M.  Kirby-Smith.  Sewance  Franklin 

James  P.  Moon,  Winchester  Franklin 

O.  N.  Torian,  Sewanee  Franklin 

John  Jackson,  Dyer  Gibson 

C.  Y.  Bailey,  Greeneville  Greene 

James  T.  Campbell,  Greeneville  Greene 

C.  P.  Fox,  Jr.,  Greeneville  Greene 

W.  T.  Mathcs,  Greeneville Greene 

W.  E.  Howell,  Morristown  Hamblen 

W.  F.  Anderson,  James  Building,  Chattanooga  Hamilton 

J.  H.  Barnett,  Box  22,  Panacea,  Florida  Hamilton 

().  L.  Blackwell.  Brainerd  Road,  Route  1.  Chattanooga  Hamilton 

R.  M.  Colmore,  1 Mable  Street,  Chattanooga  Hamilton 

John  L.  Cooley,  Tarpon  Springs,  Florida  Hamilton 

S.  A.  Fowler,  2601  Cowart  Street.  Chattanooga  Hamilton 

J.  A.  Gentry,  Altura  Drive.  Signal  Mountain,  Chatta.  Hamilton 

H.  H.  Hampton,  Hogshead  Apartment,  Chattanooga  Hamilton 
C.  R.  Henry,  1513  Carroll  Lane,  Chattanooga  Hamilton 

W.  J.  Hillas,  1812  East  Edams  Street,  Tucson,  Ariz.  Hamilton 
A.  W.  Hilliard,  211  Martin  Road,  Chattanooga  Hamilton 

W.  R.  Irish,  200  Marshall  Road,  North,  Chattanooga  Hamilton 
R.  E.  Shelton,  3609  Twelth  Avenue,  Chattanooga  Hamilton 

Fred  B.  Stapp,  1615  Berkeley  Circle,  Chattanooga  Hamilton 

George  R.  West.  85  Washington  Drive,  Sarasota,  Fla.  Hamilton 
Roy  M.  Lanier,  Brownsville  Haywood 

C.  L.  McDaniel.  Henry  Henry 

R.  J.  Perry,  Springville,  RFD  Henry 

C.  E.  Reeves,  Gainesboro  Jackson 

C.  E.  Barnett,  101  West  Conn  Avenue,  Knoxville  Knox 

Thomas  Fitzgerald,  Clinton  Pike,  Knoxville  Knox 

J.  H.  Gammon,  521  West  Cumberland  Avenue,  Knoxville  Knox 
A.  R.  Garrison  Knox 

Walter  Luttrell,  Doctors  Building,  Knoxville  Knox 
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ORGANIZATIONAL  NEWS 


The  full  Prepaid  Insurance  Committee  of  the  Association  held  a 
called  meeting  in  Nashville  on  Sunday,  January  6th.  Present  were: 


Dr.  N.  S.  Shofner,  Nashville 
Dr.  Daugh  W.  Smith,  Nashville 
Dr.  R.  H.  Kampmeier,  Nashville 
Dr.  W.  C.  Chaney,  Memphis 
Dr.  Joseph  Johnson,  Jr. , Chatta. 
Dr.  R.  B.  Wood,  Knoxville 


Mr.  John  T.  O'Connor,  Knoxville 
Mr.  Charles  L.  Cornelius,  Nashville 
Mr.  Emerson  Mitchell,  Chattanooga 
Mr.  V.  0.  Foster,  Nashville 


Significant  actions  taken  during  the  three-hour  session  were  as 
follows : 
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Heard  committee  of  dentists,  Drs.  George  Seeman,  C.  F.  Landis,  and 
Ewing  Connell  request  modification  of  Tennessee  Plan  provisions  to  per- 
mit payment  of  Plan  benefits  to  dentists  for  certain  procedures. 

A special  study  committee  composed  of  Dr.  Joe  Johnson,  Dr.  &d  New- 
ell, Jr.,  and  Mr.  Emerson  Mitchell  was  appointed  to  explore  the  proposal 
further  with  a special  liaison  study  committee  to  be  appointed  by  the 
State  Dental  Association  and  to  report  their  findings  to  the  lull  Com- 
mittee. 

Adopted  a revised  fee  schedule  as  submitted  by  Ex.  Sub-Committee 
after  several  months'  study  and  consultation  with  representatives  of  all 
specialty  groups.  The  new  schedule  will  go  into  all  new  policies  after 
actuarial  study,  minor  revision  for  actuarial  or  administrative  pur- 
poses, and  after  underwriters  have  sufficient  time  for  the  "change 
over. " Physicians  will  honor  all  presently  outstanding  contracts  on 
present  fee  schedule  until  they  have  been  replaced  eventually  by  new 
schedule.  Change-over  will  require  minimum  of  one  year  after  starting 
date.  Revised  schedule  is  $200.00  maximum  and  is  an  over-all  increase 
of  present  schedule  of  about  12  percent.  (Subject  to  recent  WSB  rul- 
ing. ) 

Ruled  that  "family  income"  will  continue  to  mean  the  total  income 
of  members  of  an  insured  family.  Had  two  Plans,  "A"  and  "B"  been  estab- 
lished, the  term  would  have  had  to  be  re-defined  as  the  income  of  the 
principal  wage  earner  for  administrative  purposes. 
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Heard  report  of  special  committee  on  medical  care  benefits  in  hos- 
pitals recommending  $10.00  for  first  visit,  $4.00  succeeding  visits  on  a 
service  basis.  Since  the  recommendation  exceeds  allowable  amounts  under 
recent  ruling  of  Wage  Stabilization  Board,  action  was  held  in  abeyance 
and  committee  retained. 

Instructed  the  Executive  Secretary  to  communicate  with  all  local 
societies  requesting  that  they  review  the  new  increased  fee  schedule  and 
consider  the  desirability  of  the  House  raising  the  family  income  limit 
from  $3,600.00  to  $4,200.00  in  April.  The  increase  in  income  limit. is 
deemed  necessary  to  compensate  the  public  for  the  higher  fees,  the  in- 
creased cost  of  living,  and  the  declining  "take  home  pay"  occasioned  by 
higher  income  taxes.  Societies  will  be  requested  to  express  their  opin- 
ion of  the  higher  income  limit  through  their  delegates  to  the  annual 
meeting. 

Accepted  resignation  of  Mr.  Maclin  Davis,  Nashville,  who  observed 
that  the  Plan  is  now  established  and  expressed  appreciation  for  the  hon- 
or and  opportunity  of  serving  on  the  Committee.  Mr.  Davis  has  been 
Chairman  since  the  Committee’s  inception  and  has  made  valuable  contribu- 
tions as  one  of  the  public  members.  The  Trustees  will  name  his  succes- 
sor at  an  early  date. 


NEED  A HOTEL  RESERVATION  FOR  THE  STATE  MEETING? 


Don't  stay  at  home  because  you  haven't  a 
hotel  room  for  the  T.S.M.A.  Convention.  Dr. 
Ralph  Monger  and  his  Hotel  Committee  will 
get  you  a room. 

Write  to  Dr.  Monger,  NOT  TO  A HOTEL.... if 
you  need  a room.  Use  form  below. 


KNOXVILLE  HOTELS 
Andrew  Johnson — Hdqrs. 
Farragut 
St.  James 
Arnold 

— all  conveniently  located 


Schedule  of  Events: 

Monday — House  of  Delegates  and  Specialty 
Sections 

Monday  Night — Specialty  dinners 

Tuesday — Scientific  sessions  begin 

Tuesday  Night — President's  Night 

Wednesday — House  of  Delegates  and  Scientific 
Sessions  continued 

Wednesday  Night — FUN  NIGHT 

Dean  Hills  Country  Club 


Clip  and  mail  the  coupon 
below  to  Dr.  Ralph  H. 
Monger,  Chairman,  Hotel 
Reservation  Committee, 
Medical  Arts  Building, 
Knoxville,  Tennessee 
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HOTEL  RESERVATION  REQUEST 


Dr.  Monger; 


Please  reserve  the  following  accommodations  during  the  period 
of  the  Annual  Meeting  of  the  Tennessee  State  Medical  Associa- 
tion in  Knoxville,  April  7-8-9,  or  such  other  days  specified. 


□ Single  room  with  bath 

□ Double  room  with  bath 

□ Twin-Bed  room  with  bath 

□ Suite 


Name . . . . 
Address, 


Arrival  date a.m. 
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THE  TENNESSEE  TEN 


The  American  Medical  Association's  efficient  Washington  office  has 
issued  a legislative  report  of  importance  to  all  physicians  and  we  pre- 
sent herewith  an  abstract  of  that  report. 

The  Committee  on  Legislation  met  in  Los  Angeles,  California,  on  De- 
cember 4,  1951,  during  the  Clinical  Session  of  the  Association  and  took 
action  on  recently  introduced  federal  legislation.  The  Board  of  Trus- 
tees approved  the  following  recommendations  of  the  Committee: 

S.1848,  Frear,  War  Disaster  Act  of  1951.  Opposed  on  the  recommen- 
dation of  the  Council  on  National  Emergency  Medical  Service  because  of: 
(1)  Lack  of  unanimity  of  agreement  between  federal  agencies  as  to  the 
purpose  and  mechanism  of  this  measure  ; (2)  the  lack  of  any  urgency  for 
legislation  at  this  time  to  implement  the  type  of  program  proposed  by 
the  bill  ; and  (3)  the  huge  cost  of  the  program  and  the  fact  that  its  en- 
actment would  necessitate  the  establishment  of  one  or  more  new  federal 
agencies. 

S.1875,  Humphrey,  Federal  aid  to  cooperative  and  nonprofit  health 
insurance  companies.  Opposed , upon  the  recommendation  of  the  Council  on 
Medical  Service.  Bill  is  incompatible  with  the  sound  philosophies  con- 
cerning the  rendition,  distribution  and  financing  of  medical  care  enun- 
ciated by  the  A.M.A. 

S.2171,  Hill  and  Aiken,  Voluntary  Health  Insurance.  Opposed  on  the 
recommendation  of  the  Council  on  Medical  Service  for  the  same  reason 
given  in  opposing  S.1875. 

S.2247,  Lehman,  Federal  assistance  for  establishing  diagnostic 
clinics  for  early  detection  of  diseases  and  providing  home  care  serv- 
ices. Opposed.  Bill  referred  to  the  Council  on  Medical  Service  for 
study  and  report. 

S.2325,  Humphrey,  Industrial  Safety.  Opposed  for  the  reason  that 
no  need  has  been  demonstrated  and  problems  of  this  character  can  be 
solved  at  the  state  level  without  federal  assistance. 

H.R.4405,  Clemente,  Permitting  deductions  from  gross  income  for 
medical  expenses.  Approved. 

H.R.4549,  Clemente,  Hospital  for  juvenile  drug  addicts.  The  following 
statement  was  agreed  to:  "That  the  A.M.A.  fully  appreciates  the  problem 
that  the  juvenile  addict  presents  ; that  this  is  a problem  of  a few  of 
the  very  large  metropolitan  areas  and  that  wherever  possible  it  should 
be  taken  care  of  on  a local  basis;  where  this  cannot  be  done,  the  pres- 
ent existing  facilities  should  be  used  (Fort  Worth,  Texas,  and  Lexing- 
ton, Kentucky)  ; when  this  can  no  longer  be  done,  then  the  A.M.A.  would 
advise  expansion  of  the  present  facilities." 


January  3,  1952. 

Mr.  Ed  L.  Bridges 

Tennessee  State  Medical  Association 
510  Doctors  Building 
Nashville  3,  Tennessee 
Dear  Mr.  Bridges: 

I want  to  tell  you  that  I have  heard  many  complimentary  remarks 
about  the  course  you  conducted  for  the  doctors'  assistants  here  in  Knox- 
ville. Several  girls  who  did  not  enroll  are  now  sorry  since  they  have 
heard  how  much  we  learned  and  the  pleasant  association  we  had  with  girls 
in  the  same  line  of  work  whom  we  had  never  seen.  We  were  so  happily 
surprised  at  becoming  graduates  and  receiving  our  diplomas,  as  we  call 
them.  I am  awfully  proud  of  mine  and  quite  a few  of  us  are  having  our 
names  engraved  on  them  and  plan  to  have  them  framed  and  hung  in  our  of- 
fices alongside  our  doctors'  diplomas.  We  may  not  get  by  with  this  but 
we  are  going  to  attempt  it.  I must  mention  the  wonderful  dinners  and 
the  lovely  table  decorations  the  doctors  provided  for  us  too. 

I thank  you  personally  for  making  this  course  available  to  us  and 
all  with  whom  I have  talked  were  well  pleased  and  expressed  the  hope 
that  the  Public  Relations  Training  Course  for  Doctors'  Assistants  would 
become  an  annual  affair. 

With  best  wishes  to  you  and  yours  for  a happy  and  prosperous  1952. 

Sincerely, 

Ann  Stradley, 

President,  Medical  Assistants  Association 
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Doctor — have  you  marked  your  calendar  for  the  best  Annual  Meeting 
ever?  If  not,  put  a ring  around  the  dates  April  7,  8,  9 and  clip  and 
mail  the  hotel  reservation  coupon  on  the  next  page  now  ! 

Headquarters  will  be  the  Andrew  Johnson  Hotel,  Knoxville.  Other 
convenient  hotels  are  listed  on  next  page.  The  host  society,  the  Knox- 
ville Academy  of  Medicine,  has  not  spared  either  effort  or  funds  to  make 
your  visit  pleasant  and  profitable.  This  meeting  is  planned  around  the 
triple  theme  of  BUSINESS,  EDUCATION,  AND  FUN.  They’ll  make  a good  cake 
if  you  supply  the  leavening  of  attendance. 

The  House  of  Delegates  will  meet  Monday  and  Wednesday  in  the  Audi- 
torium of  the  Knoxville  Academy  Building  (two  blocks  from  hotel).  The 
House  is  composed  of  the  Officers,  Trustees,  Councilors,  Past-Presidents 
and  elected  delegates  from  local  societies  totaling  123  seats. 

The  scientific  sessions  will  be  held  Tuesday  and  Wednesday  in  the 
Ballroom  of  the  Andrew  Johnson.  Two  symposia  and  more  than  a dozen  pa- 
pers on  a variety  of  subjects  will  be  presented.  Detailed  program  will 
be  mailed  you  soon.  More  than  forty  selected  technical,  scientific  and 
educational  exhibits  will  augment  the  scientific  lectures. 

Tuesday  night  is  President's  Night.  Honoring  President  E.  G. 

Kelly,  this  program  is  one  of  the  highlights  of  the  meeeting.  It  will 
feature  addresses  by  the  President's  guest  and  the  President-Elect,  Dr. 
D.  W.  Smith;  a musical  interlude  by  an  all-physician  orchestra;  the 
presentation  of  the  winner  of  the  Essay  Contest  and  the  winner  of  the 
Outstanding  General  Practitioner  Award.  Doctors,  wives,  distinguished 
guests  and  friends  will  attend.  Time,  8:00  P.M. — Place,  Ballroom  of  the 
Andrew  Johnson. 

Then  comes  FUN  NIGHT  (Wednesday).  The  Knoxville  Academy  has  a real 
treat  for  doctors,  wives  and  guests  who  will  be  whisked  from  the  front 
of  the  Andrew  Johnson  at  5:00  p.m.  in  cars  operated  by  the  Knoxville 
Academy  Auxiliary  to  the  beautiful  Dean  Hills  Country  Club.  Look  for 
sign  on  cars  "Hop  In,  Doctor."  In  store  for  you  there  will  be  cock- 
tails, an  out-of-this-world  dinner,  a professional  dance  orchestra,  a 
professional  floor  show — all  well  spiced  with  special  awards  and  repar- 
tee by  Dr.  E.  R.  Zemp,  Master  of  Ceremonies.  It's  all  FUN — not  a seri- 
ous speech  or  moment!  From  6:30  p.m.  'til ? 

Other  groups  meeting  concurrently  with  the  Association  are  the  Ten- 
nessee Academy  of  General  Practice,  the  Tennessee  Academy  of  Ophthalmol- 
ogy, the  Public  Health  Council,  Organizational  meeting  of  Tennessee 
Chapter  of  American  College  of  Surgeons,  the  Tennessee  Diabetes  Associa- 
tion, the  Postgraduate  Committee,  the  Tennessee  Radiological  Society  and 
others  to  be  announced.  A detailed  program  will  be  mailed  you  shortly. 


NEED  A HOTEL  RESERVATION  FOR  THE  STATE  MEETING? 


Don't  stay  at  home  because  you  haven't  a 
hotel  room  for  the  T.S.M.A.  Convention.  Dr. 
Ralph  Monger  and  his  Hotel  Committee  will 
get  you  a room. 

Write  to  Dr.  Monger,  NOT  TO  A HOTEL.... if 
you  need  a room.  Use  form  below. 


KNOXVILLE  HOTELS 
Andrew  Johnson — Hdqrs. 
Farragut 
St.  James 
Arnold 

— all  conveniently  located 


Schedule  of  Events: 

Monday — House  of  Delegates  and  Specialty 
Sections 

Monday  Night — Specialty  dinners 

Tuesday — Scientific  sessions  begin 

Tuesday  Night — President's  Night 

Wednesday — House  of  Delegates  and  Scientific 
Sessions  continued 

Wednesday  Night — FUN  NIGHT 

Dean  Hills  Country  Club 


Clip  and  mail  the  coupon 
below  to  Dr.  Ralph  H. 
Monger,  Chairman,  Hotel 
Reservation  Committee, 
Medical  Arts  Building, 
Knoxville,  Tennessee 
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THE  TENNESSEE  TEN 


(Guest  Editor  of  this  section  of  the  Journal  is  Dr.  W.  C. 

Chaney  of  Memphis,  delegate  to  the  AMA's  recent  convention  at 
Los  Angeles.  Dr.  Chaney  gives  a penetrating  analysis  of  the 
two-day  Public  Relations  Conference  preceding  the  main  conven- 
tion.— Ed  Bridges.) 

"A  horse  can't  pull  while  kicking. 

This  fact  I merely  mention; 

Neither  can  he  kick  while  pulling. 

Which  is  my  main  contention." 

That  quotation  serves  to  underline  the  general  theme  of  the  PR  Con- 
ference, which  was  "Joining  Forces  for  Better  PR." 


The  Conference  was  the  most  effective  one  I have  ever  attended.  It 
got  down  to  cases  and  dealt  with  PR  problems  we  face  every  day,  in  the 
office,  in  the  hospital,  in  public,  and  in  the  patient's  home. 

There  were  22  speakers  and  their  talks  were  divided  into  four  gen- 
eral subjects; 

1.  What  the  people  think. 

2.  PR  Problem  Number  1 is  the  Cost  of  Sickness. 

3.  Joining  Forces  with  Other  Groups. 

4.  Where  Do  We  Go  from  Here? 

All  through  this  meeting  I had  a guilty  feeling  that  Tennessee  has 
fallen  behind  many  of  the  other  states  in  taking  a positive  stand,  an 
aggressive  stand,  in  letting  the  people  know  that  we  mean  to  win  the 
fight  against  Socialized  Medicine  and  preserve  for  them  the  kind  of  med- 
ical care  we  know  is  best  for  them.  As  one  of  the  speakers  put  it:  "Joe 
Doakes  really  wants  to  fight  shoulder  to  shoulder  with  his  doctor,  in 
stamping  out  all  government  efforts  toward  Socialism." 

May  I emphasize  some  outstanding  suggestions  emanating  from  the  Los 
Angeles  Conference? 


To  get  some  idea  of  what  the  people  think,  a door-to-door  campaign 
was  carried  on  in  Decatur,  111.,  population  66,000.  Here  are  some  of 
the  poll  results. 

91  percent  had  a family  doctor. 

75  percent  consulted  specialists. 

29  percent  said  surgical  fees  were  too  high. 

43  percent  said  hospital  bills  were  too  high. 

44  percent  said  drugs  cost  too  much. 

82  percent  felt  kindly  toward  the  A.M.A. 

29  percent  complained  about  their  doctors.  They  said  the  doctors 
should  be  less  egotistical,  less  serious,  less  cold  and  devote  more  time 
to  the  patient.  In  other  words,  in  a city  of  66,000,  a total  of  19,000 
persons  didn't  think  we  were  "so  hot." 

As  one  speaker  expressed  it:  "See  that  in  getting  money  you  don't 
lose  the  things  that  money  can't  buy."  Another  physician  suggested  we 
should  explain  to  the  patient  the  reason  for  all  his  bills.  He  told  of 
a man  who  had  a hemorrhoid  operation,  and  who  complained  that  he  had  to 
pay  the  pathologist's  fee  to  find  out  that  what  the  surgeon  removed  was 
hemorrhoids.  They  could  have  explained  to  the  patient  that  the  patholo- 
gist was  checking  for  malignancy. 

I was  particularly  interested  in  a noble  experiment  carried  out  by 
some  500  physicians  in  Santa  Clara  County,  California.  They  had  been 
harassed  constantly  by  newspapers.  Editorials  appeared  almost  daily 
saying  that  because  of  the  high  cost  of  medical  care,  more  and  more  peo- 
ple were  finding  it  impossible  to  get  the  medical  attention  they  needed. 
The  Santa  Clara  doctors  hit  upon  a very  unique  plan  which  they  called 
their  "Regardless  of  the  Ability  to  Pay"  idea.  All  of  the  500  physi- 
cians agreed  that  they  would  take  as  many  patients  as  the  Society  Secre- 
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tary's  office  referred  to  them.  Then  a large  ad  was  inserted  in  newspa- 
pers which  read: 

"Wanted:  The  names  and  addresses  of  all  the  people  of  Santa  Clara 
County  who  need  medical  care  but  who  are  unable  to  pay  the  cost  of  a 
thorough  medical  examination."  These  people  were  urged  to  call  a cer- 
tain telephone  number.  This  number  was  that  of  the  Society  Secretary. 
Those  who  would  call  were  promised  amost  thorough  and  skillful  examina- 
tion free  of  all  cost.  Several  thousand  calls  were  expected,  but  after 
one  week,  there  were  only  49. 

When  the  people  of  Santa  Clara  and  the  newspapers  heard  the  result 
of  this  effort  of  the  Medical  profession  to  look  after  the  poor,  the 
papers  became  friendly  and  could  not  say  enough  nice  things  about  the 
doctors.  This  was  certainly  Public  Relations  at  its  best! 

The  value  of  the  grievance  committee  was  thoroughly  discussed  in 
such  a way  as  to  broaden  our  ideas  of  its  value. 

We  should  not  only  sell  ourselves  to  the  people,  but  also  our  good 
will,  and  the  voluntary  way  of  life.  If  Public  Relations  is  to  work  in 
a Medical  Society,  we  must  remember  that  rhyme  at  the  beginning  of  this 
section — a pulling  horse  can't  kick,  and  a kicking  horse  can't  pull. 

A psychologist  who  studied  medical  care  made  these  observations  at 
the  Conference : 

"Much  of  the  critical  attitude  of  the  public  is  due  to  a deep,  un- 
derlying resentment  and  conviction  that  the  modern  doctor  is  out  of  tune 
with  the  times."  (He  suggested  more  participation  in  public  affairs.) 

"The  doctor  should  state  individually  and  publicly  his  realistic 
idealism.  He  must  be  made  to  feel  right  about  charging  a fee.  Medical 
fees  must  be  set  on  a valid  businesslike  basis. 

"Hidden  resentment  against  the  doctor  should  be  attacked  coura- 
geously. 

"The  reasonable  desire  of  both  doctor  and  patient  for  appreciation 
and  affection  should  be  satisfied. 

"The  doctor  should  recognize  that  the  world  is  changing  and  that 
his  medical  practice  is  part  of  this  world." 

An  Executive  Secretary  who  set  up  a collection  bureau  for  a large 
county  society  recommended  that  such  societies  "become  more  alert  to  the 
economic  aspects  of  medical  practice,  and  that  they  explore  the  possi- 
bility of  solving,  by  group  action,  some  of  the  business  problems  that 
are  vitally  related  to  the  preservation  of  good  public  relations,  par- 
ticularly in  the  area  of  collections." 

Another  Executive  Secretary  thus  defined  PR: 

"People  think  of  public  relations  as  publicity,  but  actually,  it  is 
selling — it  is  the  art  of  persuasion.  The  motivating  force  in  human 
beings  is,  what  is  there  in  it  for  me?  To  do  a good  public  relations 
job,  I think  we  have  to  appeal  to  this  principle.  If  we  don't,  we  fail. 
People,  unfortunately,  don't  care  anything  about  physicians'  problems. 
They  are  interested  only  in  their  own  problems." 

Discussing  plans  for  coverage  of  the  so-called  catastrophic  ill- 
nesses, an  Indiana  physician  observed: 

"The  chief  problem  in  writing  catastrophic  insurance  is  to  prevent 
excessive  claims.  One  solution  is  to  have  deductible  policies  for  which 
the  patient  pays  the  first  $100  to  $500  of  his  illness  costs.  Another 
is  for  the  insurance  company  to  pay  perhaps  75  percent  of  the  cost  after 
deductibles — with  the  insured  paying  the  other  25  percent." 

Dr.  Louis  H.  Bauer,  President-Elect  of  the  AMA,  keynoted  this  ex- 
cellent PR  Conference  when  he  said: 

"If  the  members  of  a society  would  take  an  interest  in  its  welfare, 
then  the  society  would  become  a forceful  agent  in  the  community.  If  you 
do  not  like  what  your  society  does,  it  is  probably  because  you  have  made 
no  fight  to  change  its  policies.  Nothing  is  accomplished  by  decrying 
the  efforts  of  those  who  work,  unless  those  who  criticize  are  willing  to 
work,  too,  and  show  how  things  can  be  bettered." 

Thus,  Dr.  Bauer  harked  back  to  that  significant  statement  that  a 
kicking  horse  cannot  pull  and  a pulling  horse  cannot  kick. 
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Doctor — Here’s  your  emergency  telephone  number  for  the  Annual  Meet- 
ing in  Knoxville,  April  7-9.  It's  Knoxville  3-6176.  There  will  be  two 
instruments  on  this  line — one  incoming  and  one  outgoing.  All  outgoing 
calls  COLLECT,  please!  Have  your  secretary  jot  this  number  down  now. 
You'll  be  paged  and  your  name  will  be  flashed  on  "phone  screen"  in  sci- 
entific sessions. 

f 

Here's  a time  table  resume  of  one  of  the  finest  Annual  Meetings 
ever — a meeting  designed  for  you  and  consisting  of  business,  education 
and  fun. 
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Knoxville  Academy  of  Medicine  Building 


HOUSE  OF  DELEGATES 
SPECIALTY  SECTIONS: 

Tennessee  Radiological  Society  Skyline  Room — Farragut 
Tennessee  Diabetes  Association  Tennessee  Room — Farragut 
Woman's  Auxiliary  (Rgistration)  Farragut  Lobby 
Tennessee  Academy  of  General  Ballroom — Andrew  Johnson 
Tennessee  Academy  of  Ophthal- 

molog  and  Otolaryugology  Rose  Room — Andrew  Johnson 
Tennessee  Pediatric  Society  Farragut  Hotel 

Practice  (Annual  Banquet  and  Business  Session) 

GOLF  TOURNAMENT  Holston  Hills  Country  Club  1:30 

COUNTY  SOCIETY  OFFICER'S  CONFERENCE  (See  Public  Service  Section) 
COCKTAIL  PARTY  Members,  House  of  Delegates  and  Wives 


9:00  a.m. 


a.m. 

a.m. 


9:00 
9:30 
10:00  a.m 
6:30  a.m 


p.m. 


Dr.  R.  B.  Wood,  Host 


City  Club 


5:00  p.m. 


GENERAL  REGISTRATION 
SCIENTIFIC  SESSIONS 
WOMAN'S  AUXILIARY 
WOMAN'S  AUXILIARY  LUNCHEON 
PRESIDENT'S  NIGHT 


Mezzannine — Andrew  Johnson 
Ballroom — Andrew  Johnson 
Skyline  Room — Farragut 
Holston  Hills  Country  Club 
Ballroom — Andrew  Johnson 


8:00  a.m. 
9:40  a.m. 
3:00  a.m. 
1:00  p.m. 
8:00  p.m. 


HOUSE  OF  DELEGATES 
SCIENTIFIC  SESSIONS 
FUN  NIGHT  PROGRAM 


Knoxville  Academy  of  Medicine  9:00  a.m. 
Ballroom — Andrew  Johnson  9:00  a.m. 
Deane  Hill  Country  Club  6:30  p.m. 


Other  groups  and  organizations  meeting  concurrently  with  the  Asso- 
ciation are  tentatively  scheduled  as  follows: 


TENNESSEE  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 
POSTGRADUATE  COMMITTEE  LUNCHEON 

PUBLIC  HEALTH  COUNCIL 

TULANE  ALUMNI 

TENNESSEE  SOCIETY  OF 
ANESTHESIOLOGISTS 


Dutch  Luncheon 
Ballroom — Andrew  Johnson 
Rose  Room — Andrew  Johnson 

Rose  Room-Andrew  Johnson 

Luncheon  (place  tentative) 

(Time  and  place  to  be  select 


Monday, 
12:15  p 
Tuesday 
Noon 
Tuesday, 
9:00  a.m. 
Tuesday 
Noon 
ed) 


m. 


Scientific 
Program  in 
This  Issue 


Special 
Memo  to 
Delegates 


Resume  of 
President's 
Night 


Knoxville 
Academy 
Goes  All  Out 
For  Fun 
Night 

Transpor- 

tation 

Furnished 


What  an 
Evening! 


You  Pay  for 
Dinner  Only 


Reservation 
Made  Yet? 


The  full  scientific  program  is  published  elsewhere  in  this  issue, 
along  with  the  programs  of  the  Woman's  Auxiliary,  The  Tennessee  Diabetes 
Association,  The  Tennessee  Academy  of  General  Practice,  The  Tennessee 
Radiological  Society,  and  The  Tennessee  Academy  of  Ophthalmology  and 
Otolaryngology. 

Members  of  the  House  of  Delegates  will  register  in  the  lobby  of  the 
Knoxville  Academy  of  Medicine  beginning  at  8:00  a.m.  The  Academy's 
building  is  three  blocks  from  the  Andrew  Johnson  (corner  of  Walnut  and 
Cumberland).  Come  early  and  avoid  the  last-minute  rush.  Speaker  Trabue 
says  the  gavel  will  fall  at  9:00! 

President's  Night  will  be  an  outstanding  program.  Dr.  Daugh  W. 
Smith  will  deliver  his  President-Elect  address  outlining  his  program  as 
President  in  1952-53.  The  Association  will  then  present  Dr.  Louis  H. 
Bauer,  Hempstead,  New  York,  President-Elect  of  the  AMA  as  the  Presi- 
dent's guest  speaker.  A special  interlude  by  an  all-physician  orchestra 
will  be  a feature  of  this  program.  Then  will  come  the  presentations  of 
the  Association's  two  awards — the  winner  of  the  Essay  Contest  and  the 
winner  of  the  Outstanding  General  Practitioner  Award  for  Tennessee. 

After  three  days  packed  full  of  business  and  education,  everyone 
will  be  ready  for  FUN  NIGHT. 

f 

This  is  the  grand  finale  to  a great  meeting — all  arranged  for  your 
pleasure  by  the  Knoxville  Academy  of  Medicine,  the  host  society.  The 
local  committee  on  arrangements  has  spared  nothing  to  give  you  a most 
enjoyable  evening.  Beginning  at  5:00  p.m. , Wednesday,  the  Woman's  Aux- 
iliary of  the  Knoxville  Academy  will  have  cars  waiting  for  you  at  the 
entrance  of  the  Andrew  Johnson.  Look  for  their  placard,  "HOP  IN,  DOC- 
TOR." You'll  be  whisked  to  the  beautiful  Deane  Hill  Country  Club  for  a 
gala  event  starting  at  6:30  p.m.  Here's  the  agenda: 

Cocktails  6:30  p.m. 

Dinner  ( Out-of-this-world  menu) 

(Corsages  for  the  ladies) 

Introductions  and  acknowledgments — Dr.  J.  B.  Naive, 

President,  Knoxville  Academy  of  Medicine 

Wit,  Humor  and  Special  Awards  by  Dr.  E.  R.  Zemp, 

Physician  Master  of  Ceremonies 

Professional  Floor  Show 

Professional  Dance  Orchestra  'til ? 

The  tickets  to  Fun  Night  will  be  $5.00  and  available  at  all  times 
from  the  general  registration  desk.  The  $5.00  IS  THE  COST  OF  THE  DINNER 
ONLY.  All  the  other  features  of  the  program  are  being  paid  for  by  your 
host  society — the  Knoxville  Academy  of  Medicine.  Knoxville  doctors  are 
spending  an  extra  $1,500.00  on  this  program — YOU  CAN'T  AFFORD  TO  MISS 
IT  ! 


It's  not  too  late  to  make  your  hotel  reservation,  but  rooms  are 
getting  scarce.  You'll  find  hotel  reservation  blanks  along  with  in- 
structions in  the  Executive  Secretary's  section  of  the  January  and  Feb- 
ruary Journals . Mail  it  today!  See  you  in  Knoxville. 


THE  TENNESSEE  TEN 


These  two  yellow  sections  in  your  Journal  are  devoted  to  ORGANIZA- 
TIONAL NEWS  AND  PUBLIC  SERVICE.  It  is  fitting,  therefore,  that  these 
two  subjects  be  combined  as  the  theme  of  a special  meeting  for  public 
service  committeemen  and  county  medical  society  officers  during  the 
117th  Annual  Session  of  the  Tennessee  State  Medical  Association. 


Special 
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Service 

Meeting 


This  session  will  be  conducted  in  the  Ballroom  of  the  Andrew  John- 
son Hotel,  Convention  headquarters,  at  3:00  P.M.  on  Monday,  April  7, 
first  day  of  the  Convention.  Three  excellent  speakers  will  discuss 
problems  of  medical  society  officers  and  public  service. 

Principal  speaker  will  be  Dr.  Louis  McDonald  Orr,  Orlando,  Florida, 
urologist  who  had  an  important  role  in  the  organization  of  The  Florida 
Medical  Committee  for  Better  Government.  This  Committee  played  a big 
part  in  eliminating  Senator  Claude  Pepper  from  the  political  scene. 

Doctor  Orr  is  an  alert  and  progressive  leader  of  organized  medi- 
cine, not  just  in  Florida,  but  throughout  the  nation.  He  has  a vital 
message  to  bring  before  this  special  meeting. 

Doctor  L.  W.  Edwards  of  Nashville,  Chairman  of  the  State  Public 
Service  Committee,  will  discuss  the  number  one  public  service  project 
for  1952-53.  This  is  the  proposal  for  State-County  financing  of  hospi- 
tal care  for  medical  indigents,  with  doctors  providing  medical  and  sur- 
gical care  free — as  they  have  always  done.  Dr.  Edwards  also  will  dis- 
cuss a quiet  campaign  to  force  the  Veterans  Administration  to  change 
some  of  its  admission  practices  which  are  unfair  to  many  veterans. 


Too  Easy  to 
Belong  to  a 
Medical 
Society 


Doctor  Joe  L.  Raulston,  immediate  Past-President  of  the  Knoxville 
Academy  of  Medicine,  will  deliver  a message  under  this  intriguing  title: 
"It  Is  Too  Easy  to  Belong  to  a Medical  Society — Doctors  Must  Pay  with 
More  Than  Just  Dues." 

Doctor  Edwards  will  preside.  Doctor  Orr,  who  will  discuss  "Medical 
Men  and  Public  Affairs,"  will  be  introduced  by  Dr.  Sam  L.  Raines,  Chair- 
man of  the  Public  Service  Committee  of  the  Memphis  and  Shelby  County 
Medical  Society,  and  long-time  friend  of  Dr.  Orr. 

Following  the  three  speeches,  the  meeting  will  be  resolved  into  a 
panel  discussion  of  public  service  and  local  medical  society  organiza- 
tional problems.  Panel  members  assigned  to  answer  questions  will  be: 

R.  H.  Monger,  M.D.,  veteran  Secretary  of  the  Knoxville  Academy  of  Medi- 
cine; Stanford  M.  Herron,  M.D. , veteran  Secretary  of  the  West  Tennessee 
Consolidated  Medical  Assembly;  Tom  J.  Hitch,  President  of  the  Tennessee 
Farm  Bureau  Federation,  Columbia;  V.  0.  Foster;  and  Ed  L.  Bridges.  Of- 
ficers of  the  State  and  local  Woman's  Auxiliaries,  and  delegates  to  the 
State  Auxiliary  convention  at  Knoxville,  will  be  invited  to  attend  this 
special  session. 


Last  month  this  section  of  the  Journal  was  written  by 
Chaney  of  Memphis,  AMA  delegate  from  West  Tennessee.  That 
noticed  by  Mr.  Leo  E.  Brown,  Director  of  the  Department  of 
tions  of  the  American  Medical  Association.  Mr.  Brown  then 
letter : 
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"Dear  Dr.  Chaney: 

"I  want  to  take  this  opportunity  of  congratulating  you  and  also 
thanking  you  for  the  excellent  report  on  our  Public  Relations  Conference 
which  appeared  in  The  J ournal  of  the  Tennessee  State  Medical  Associa- 
tion. You  have  presented  a very  good  summary  of  the  Conference,  and  we 
greatly  appreciate  your  evaluation. 

"The  Public  Relations  Program  of  Medicine  depends  upon  the  contin- 
ued support  of  interested,  capable  physicians  like  yourself.  The  Ten- 
nessee Ten  program  which  you  are  promoting  in  your  state  is  one  of  the 
finest  in  the  country,  and  I trust  that  if  we  may  be  of  any  service  to 
you  in  the  field  of  Public  Relations,  you  will  not  hesitate  to  call  on 
us . 

Sincerely  yours, 

(Signed)  Leo  E.  Brown." 


The  Nashville,  Chattanooga  and  Memphis  Dairy  Councils  have  given 
your  Public  Service  Committee  an  excellent  film  on  Nutrition  entitled: 
"Weight  Reduction  Through  Diet." 

The  State  Headquarters  Office  recently  purchased  its  own  movie  pro- 
jector available  for  use  by  the  local  medical  societies.  The  Dairy 
Council  film  will  be  shown  to  public  groups  throughout  the  state.  It 
also  is  available  for  use  by  any  local  medical  society. 

Knoxville  doctors  have  pooled  some  $3,000  worth  of  drug  samples  for 
use  in  treatment  of  indigent  patients  at  General  Hospital,  The  Knoxville 
Journal  learned  last  night. 

The  project  is  sponsored  by  the  Medical  Assistants  Association. 

The  samples  were  collected  at  various  points  over  the  city  and  are  being 
sorted  at  the  Knox  County  Health  Bureau,  400  West  Hill  Avenue. 

Spearheading  the  collection  campaign  is  a committee  from  the  Asso- 
ciation. County  Welfare  Commissioner  William  H.  (Bill)  Maynard  has  as- 
sisted. 

Doctors  receive  thousands  of  dollars  worth  of  medicinal  samples 
yearly  from  pharmaceutical  houses.  In  some  instances,  these  samples  are 
never  used.  The  Assistants  Association  conceived  the  idea  of  utilizing 
this  source  of  drugs  on  a wide  basis  for  treatment  of  charity  patients. 

The  samples  are  being  relabeled  and  rebottled  for  dispensing  to 
city-county  patients.  The  drugs  have  not  been  given  to  the  hospital 
yet,  since  the  processing  has  not  been  completed. 

The  Assistants  Association  contacted  each  doctor  by  letter,  asking 
his  cooperation.  The  response  was  such  that  some  $3,000  worth  of  drugs 
has  been  accumulated.  Collections  were  made  by  the  County  Welfare  De- 
partment . 


An  impressive  project  accomplished  by  the  Nashville  Auxiliary  was 
the  staging  of  an  "Open  House"  meeting  March  7th  at  Richland  Golf  Club. 

Near  200  women  representing  various  organizations,  including  the 
Drug  and  Dental  Auxiliaries  of  Nashville,  The  Tennessee  State  Nurses 
Association,  The  Nashville  Civic  Forum,  and  out-of-city  medical  auxili- 
aries attended  the  luncheon  meeting. 

Mrs.  Kris  Peterson,  Administrative  Assistant  to  the  Director  of 
Public  Relations  for  the  AMA,  was  guest  speaker.  She  gave  those  attend- 
ing a stimulating  and  solid  report  of  the  contributions  women  are  making 
toward  the  improvement  and  extension  of  medical  care  and  health  protec- 
tion in  this  country. 

Mrs.  Peterson,  a former  newspaper  woman,  is  author  of  an  article  in 
the  latest  Today' s Health  on  Dr.  A.  C.  Yoder  of  Indiana,  who  was  recent- 
ly elected  "Doctor  of  the  Year"  by  delegates  to  the  AMA  Convention  in 
Los  Angeles. 

Mrs.  Peterson  clinched  her  talk  with  a provocative  quotation  by  Ed- 
mund Burke,  as  follows: 

"The  only  thing  necessary  for  evil  to  rise  in  this  country  is  for 
enough  of  the  good  people  to  do  nothing. " 
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ORGANIZATIONAL  NEWS 


This  issue  of  your  Journal  is  caught  on  the  horns  of  an  annual 
dilemma.  Here's  why.  We  have  to  go  to  press  on  the  first  day  of  the 
month — just  seven  days  BEFORE  the  Annual  Meeting.  It  takes  fifteen  days 
to  publish  and  mail,  therefore  you  receive  the  Journal  seven  days  AFTER 
the  meeting.  And  just  think  of  all  the  news  that  will  be  old  before  it 
gets  into  official  print.  It's  too  bad  for  the  April  (orphan)  issue,  but 
we  thought  you  might  want  an  explanation  of  this  apparent  obsolescence. 
WATCH  FOR  THE  MAY  ISSUE,  the  official  Convention  Number. 

Your  Executive  Secretary  was  recently  elected  to  a three-man  exec- 
utive committee  representing  twenty-two  state-wide  trade  and  profes- 
sional organizations  in  a "GET  OUT  THE  VOTE"  campaign.  He,  along  with 
Mr.  Tom  Hitch,  President,  Tennessee  Farm  Bureau  Federation,  and  Mr. 

David  Whelchel,  Executive  Secretary  of  the  Tennessee  Automotive  Associa- 
tion, are  charged  with  helping  organize  the  campaign  in  every  county.  The 
twenty-two  organizations  are  now  supplying  the  Executive  Committee  with 
a list  of  civic-minded  members  of  each  organisation — thus  providing  a 
strong  nucleus  for  further  county  organisation.  "DOCTORS  ARE  CITIZENS, 
TOO"  and  the  profession  has  responded  beautifully  to  appointments. 

Aubrey  Gates,  able  and  affable  representative  of  the  AMA's  Council 
on  Rural  Health,  paid  a two-day  visit  to  the  headquarters  office  on  March 
26-27.  While  here,  he  counseled  with  many  agencies  interested  in  rural 
health  problems.  Dr.  W.  N.  Cook,  Columbia,  Chairman  of  the  Associa- 
tion's Rural  Health  Committee,  and  Dr.  James  Loveless,  Gallatin,  member, 
along  with  the  Executive  Secretary  and  the  Public  Service  Director,  Ed 
Bridges,  held  a four-hour  conference  on  the  role  of  the  Rural  Health 
Committee  of  a medical  association  in  solving  rural  health  problems. 

The  Committee  is  grateful  to  Mr.  Gates  for  his  stimulating  vision  and 
wise  counsel  on  the  doctor's  role  in  a challenging  co-operative  under- 
taking. 

The  Outstanding  General  Practitioner  Award  Contest  was  popular 
again  this  year.  At  press  time,  the  following  local  medical  societies 
had  certified  their  candidates.  They  are: 


Anders on-Campbell 
Blount 

Chattanooga-Hamilton  County 

Cumberland 

Davidson 

Hamblen 

Hamilton 

Memphis-Shelby  County 
Sul 1 i van- Johns  on 
Washingt on-Cart er-Unicoi 
West  Tennessee  (Consolidated) 


Dr.  J.  S.  Hall,  Clinton 

Dr.  C.  D.  LeQuire,  Maryville 

Dr.  Ed  Jenkins,  Soddy 

Dr.  May  Wharton,  Pleasant  Hill 

Dr.  R.  K.  Landis,  Nashville 

Dr.  F.  F.  Painter,  Morristown 

Dr.  Ed  Jenkins,  Soddy 

Dr.  H.  B.  Everett,  Memphis 

Dr.  Eugene  Maul,  Kingsport 

Dr.  A.  J.  Willis,  Jonesboro 

Dr.  Kelly  Smythe,  Bemis 


The  Doctor's  Assistant's  Course  in  Public  Relations  conducted  by  Ed 
Bridges  has  been  very  popular.  Ed  regrets  that  other  commitments  pre- 
vent scheduling  these  courses  in  other  societies  in  the  near  future. 

Ed  plans,  however,  to  make  them  available  to  other  local  societies 
(probably  in  areas  conveniently  located  to  several  small  societies)  just 
as  soon  as  a busy  schedule  will  permit.  The  course  (three  sessions) 


New  Medical 

Society 

Organized 


Revised 
Schedule  of 
Tennessee 
Pian  Caught 
in  WSB 
Regulations 


has  been  completed  in  Chattanooga,  Jackson,  Nashville,  and  Knoxville. 
Memphis  is  tentatively  scheduled  for  the  near  future. 

A new  medical  society  is  off  to  a good  start.  Physicians  in  Henry, 
Weakley,  Carroll,  and  Benton  Counties  set  up  a permanent  organization 
on  March  18.  At  a dinner  meeting  in  Paris,  Dr.  Martin  Beyer,  Dresden, 
was  elected  president  ; Dr.  J.  Mansfield  Bailey,  Camden,  vice-presi- 
dent ; and  Dr.  John  Newmann,  Paris,  secretary-treasurer.  The  scientific 
program  was  a paper  on  ACTH  and  Cortisone  by  Dr.  Beverly  Towery,  Nash- 
ville, which  was  discussed  by  Dr.  R.  H.  Kampmeier,  our  own  Secretary- 
Editor.  The  new  society  is  for  social  and  scientific  purposes  only — none  j, 
of  component  local  societies  of  this  Association  will  lose  their  charter  s 
or  their  relationship  with  the  State  Association.  The  Executive  Secre- 
tary assisted  in  the  organization  at  the  request  of  physicians  in  Henry 
County. 

The  Tennessee  Plan  has  struck  another  snag.  Just  as  the  Prepaid 
Insurance  Committee  completed  its  revision  of  the  fee  schedule,  the  Wage 
Stabilization  Board  issued  GWR  78.  This  resolution  prevents  the  exten- 
sion of  prepaid  plans  without  Board  approval  if  they  do  not  comply  with 
"Review  Criteria"  which  allows  little  modification.  The  revised  Plan 
does  not  conform  to  the  review  criteria  in  every  respect,  therefore 
automatic  approval  is  not  forthcoming.  We  have  petitioned  the  WSB 
through  our  Tennessee  Congressmen,  spearheaded  by  Mr.  Percy  Priest,  to 
consider  the  advisability  of  a modification  of  the  present  restrictions 
on  voluntary,  prepaid  plans.  Our  position  is  that  the  widespread  pur- 
chase of  health  insurance  does  not  contribute  to  "unstabilization"  of 
the  economy.  On  the  contrary,  we  believe  protection  against  the 
costs  of  expensive  illness  through  prepaid  insurance  to  BE  stabilizing. 
(More  about  this  next  month). 


Doctors  and 
Fund  Drives 


Medical 
Economics 
Reports 
Courses  for 
Assistants 


THE  TENNESSEE  TEN 


A national  magazine  recently  published  an  article  titled:  "WE  HAVE 
BECOME  A NATION  OF  COLLECTION  TAKERS."  It  dealt  with  the  ever-increas- 
ing number  of  drives  for  funds  for  this  and  that. 

A gentleman  in  my  home  state  of  Georgia  got  himself  some  national 
notoriety  by  writing  the  President  and  suggesting  a proclamation  setting 
aside  a "Leave  Us  Alone  Week."  He  was  weary,  he  said,  of  all  the 
various  drives,  and  of  Apple  Week,  then  Cheese  Week,  etc. 

Suggestions  have  been  made  that  all  the  medical  fund  drives  be  com- 
bined into  one,  a sort  of  Federated  Medical  Campaign  Fund  Drive.  Per- 
sonalities, differences  in  approach,  etc.,  may  prevent  that  for  a long 
time. 

Doctors  particularly  are  solicited  by  fund  raisers.  Their  total 
response  is  excellent.  We  have  figures  to  prove  it.  Yet,  some  fund 
solicitors,  or  chairmen,  have  seen  fit  to  criticize  the  profession  for  its 
response.  So,  it  is  heartwarming  to  receive  a letter  of  appreciation 
like  the  following: 


"March  25,  1952 

"Mr.  Ed  Bridges 
Public  Service  Director 
Tennessee  State  Medical  Association 
Doctors  Building 
Nashville,  Tennessee 

"Dear  Mr.  Bridges: 

"Now  that  the  1952  HEART  Fund  drive  has  drawn  to  a successful  con- 
clusion, I want  to  express  the  appreciation  of  the  Middle  Tennessee 
Heart  Association  for  the  excellent  support  and  cooperation  received 
from  the  doctors  of  Middle  Tennessee. 

"Some  twenty-two  doctors  participated  actively  as  solicitors  in  the 
campaign  under  the  direction  of  Dr.  Rollin  A.  Daniel,  Jr.,  who  served 
as  chairman  of  the  Doctors  Division. 

"The  support  and  interest  of  members  of  the  medical  profession  are 
deeply  gratifying  to  the  Middle  Tennessee  Heart  Association,  and  the 
Association  shall  strive  in  every  way  to  justify  the  confidence  which 
has  been  shown. 

"Sincerely  yours, 

Helen  Bramwell 
Executive  Secretary" 

This  kind  letter  from  Miss  Bramwell  did  not  of  course,  mention 
figures,  but  we  understand  that  the  cash  response  was  a stout  increase 
over  last  year's  contributions  by  doctors  in  the  area. 

Your  March  issue  of  Medical  Economics  publishes,  on  pages  278-280- 
282  a story  of  the  recently-concluded  series  of  Public  Relations  Courses 
for  Doctors'  Assistants.  Tried  in  Tennessee  for  the  first  time  in  the 
nation,  the  course  has  brought  requests  for  the  blueprint  from  some  20 
other  State  Medical  Associations. 

More  than  600  Doctors'  Assistants,  and  doctors  themselves,  were 
reached  by  the  PR  course.  This  Department  is  indebted  to  some  of  the 
Underwriters  of  The  Tennessee  Plan  for  sending  speakers  to  the  last  of 
the  three  evening  classes-this  one  devoted  to  a study  of  health  insur- 
ance claim  forms  and  company  procedures. 


The  Provident  Life  and  Accident  Insurance  Company  was  represented 
at  all  four  classes  by  Mr.  Emerson  L.  Mitchell,  Group  Manager  for  Ten- 
nessee and  Tennessee  Chairman  of  the  Insurance  Council  of  America,  and 
one  of  the  Company's  claims  executives  (at  one  class)  ; Mr.  James  Waters, 
Comptroller,  Mr.  Ben  Haynes,  Relations  representative,  and  Mr.  Paul 
Speegle,  Claims  Manager,  all  of  The  Tennessee  Hospital  Service  Asso- 
ciation; and  two  representatives  of  Prudential  from  Newark,  N.  J. 

This  Department  has  received  requests  to  repeat  the  courses  during 
the  next  Association  year,  with  new  topics  to  be  discussed.  The  request 
will  be  submitted  to  the  Public  Service  Committee  meeting  in  Knoxville 
during  the  117th  Annual  Session  of  TSMA.  One  topic  needing  attention 
is  bill  collecting  as  good  or  bad  public  relations.  There  are  others 
just  as  important  to  the  doctor  and  his  professional  aides. 

Memphis  This  is  a bouquet  to  the  Memphis  and  Shelby  County  Society  for 

Society  Opens  establishing  a full-time  Public  Service  Department.  The  Society  moved 
New  Office,  carefully  and  prudently  for  an  entire  year  before  the  office  was  actual- 
Employs  ly  opened  and  a layman  employed  as  Executive  Secretary-Public  Service 

Director  Director.  The  Public  Service  Committee  of  the  Society,  headed  by  Dr. 

Sam  L.  Raines,  spearheaded  the  movement,  and  the  Committee  will  super- 
vise the  Director  and  his  activities.  Last  year's  President,  Dr.  Wil- 
liam D.  Stinson,  and  Current  President,  Dr.  Henry  B.  Gotten,  had  much 
to  do  with  planning  and  guiding  the  venture. 

This  also  is  a welcome  mat  laid  down  for  Mr.  Robert  C.  Bird,  the 
new  Executive  Secretary-Public  Service  Director  of  the  Memphis  and 
Shelby  County  Medical  Society.  This  is  one  layman's  opinion:  Bob  Bird 
is  highly  capable,  he  understands  the  medical  profession's  problems,  and 
he  has  the  energy  and  talent  to  help  the  doctors  toward  a solution  of 
them.  His  work  will  prove  me  right  or  wrong. 

The  Memphis  office  had  been  only  three  weeks  when  a Public  Rela- 
tions problem  was  met  squarely.  A Memphis  newspaper  called  on  the  pro- 
fession to  assist  the  West  Memphis  hospital,  a new  100-bed  institution, 
with  its  problem  of  empty  beds  and  imperiled  budget.  President  Gotten 
and  the  Public  Service  Committee  replied,  in  print  in  the  same  news- 
paper, that  Memphis  doctors  would  urge  their  patients  to  enter  the  West 
Memphis  hospital  whenever  possible. 

This  probably  will  bring  some  letters  to  the  editor,  but  we'll 
stick  out  our  neck,  anyway. 

Three  Medical  Societies  in  the  State  cling  to  official  names  which 
are  difficult  to  say,  ponderous  to  print,  and  hard  for  the  layman  to 
remember. 

They  are:  The  Nashville  Academy  of  Medicine  and  Davidson  County 
Medical  Society;  The  West  Tennessee  Consolidated  Medical  Assembly,  and 
The  Memphis  and  Shelby  County  Medical  Society. 

What  would  be  wrong  with  making  them:  The  Nashville  Academy  of 
Medicine,  The  West  Tennessee  Medical  Assembly,  and  the  The  Memphis  Medi- 
cal Society.  Memphis  and  Nashville  have  become  known  as  large  medical 
centers  of  the  South  and  it  would  be  understood  that  they  included  all 
their  counties  in  the  membership.  Only  in  cities  like  Chicago  and  New 
York  do  they  have  a city  and  a county  Society.  And  West  Tennessee  Medi- 
cal Society  indicates  plainly  that  it  is  Consolidated. 

Now,  we're  ready  for  the  letters  saying  we're  off  the  beam! 
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ORGANIZATIONAL  NEWS 


One  of  the  finest  Annual  Meetings  in  recent  years  has  come  and 
gone.  April  7-8-9  in  Knoxville  is  a challenge  to  all  of  us  for  bigger 
and  better  meetings  in  the  future.  Plans  are  already  under  way  for  such 
a meeting  next  year  in  Memphis. 

This  issue  of  your  Journal  is  called  the  Annual  Meeting  Number. 
Abstracts  of  the  proceedings  of  the  House  of  Delegates  and  the  Board  of 
Trustees  are  carried  in  this  issue.  Those  who  were  unable  to  attend  the 
meeting  and  detect  the  scope  and  significance  of  this  Association's  ac- 
tivities can  get  a bird's-eye  view  by  perusing  these  abstracts.  The 
things  that  will  be  missing,  however,  will  be  the  good  spirit  of  fellow- 
ship, the  drama,  the  clock-like  precision,  and  the  atmosphere  of  solid 
accomplishment  that  ran  like  golden  threads  through  the  warp  and  woof  of 
this  meeting. 

Again,  as  last  year,  the  meeting  was  built  around  three  themes — 
Business,  Education,  Fun.  There  was  an  abundance  of  all. 

This  is  the  proper  time  and  place  for  bouquets,  and  dozens  of  peo- 
ple deserve  them.  There  just  isn't  room  in  these  pages  to  name  them 
all.  Here's  the  list  that  made  major  contributions  to  the  grand  success 
of  the  Convention: 

Dr.  Ernest  Kelly,  possessed  of  a great  democratic  spirit,  laid  out 
the  welcome  mat  to  representatives  of  other  organizations.  He  deserved 
and  received  with  humility  the  highest  honors  the  Association  could  be- 
stow. "Honoring  Our  President" — the  dedication  theme  of  President's 
Night  was  a well-deserved  tribute  to  a fearless  and  loyal  friend  of  med- 
icine. Dr.  Kelly,  you  grace  the  list  of  the  distinguished  physicians 
who  have  served  as  President  of  this  Association. 

Dr.  R.  H.  Kampmeier,  Chairman  of  the  Program  Committee,  presented  a 
well-balanced  scientific  program  that  held  good  attendance  to  the  very 
last  paper.  Your  Executive  Secretary  took  particular  pains  to  check  the 
scientific  sessions  at  intervals,  and  gained  the  definite  impression 
that  they  were  "tops." 

Dr.  Charles  C.  Trabue,  Speaker  of  the  House,  did  a masterful  job 
in  presiding.  The  time-clock  precision  of  its  deliberations,  the  cour- 
tesy of  its  members,  the  fairness  of  the  Speaker's  rulings,  the  unity  of 
purpose,  and  sound  accomplishment  of  its  actions — all  add  up  to  one  of 
the  smoothest  legislative  bodies  your  Executive  Secretary  has  ever  wit- 
nessed. Wonder,  wonder,  wonder — couldn't  some  important  governmental 
legislative  bodies  profit  by  observing  the  parliamentary  excellence,  the 
serious  attention  to  business,  and  the  simple  mechanics  of  our  own 
House? 


Dr.  Daugh  W.  Smith,  in  his  inaugural  address,  gave  a spirited  and 
forceful  challenge  to  his  colleagues  to  uphold  the  honor  and  confidence 
in  medicine  to  the  end  that  freedom  in  medicine  shall  be  preserved,  and 
that  the  profession  may  continue  to  have  the  respect  from  a grateful 
public  that  so  large  a majority  of  ias  members  so  richly  deserve.  He 
condemned  the  selfish  practices  of  the  few  who,  by  "fee  gouging"  and  un- 
sympathetic treatment  of  patients,  are  bringing  an  undeserved  public 
condemnation  on  the  entire  profession.  If  you  haven't  read  his  full  ad- 
dress in  the  April  Journal , now's  a good  time  to  do  it! 

Dr.  Louis  A.  Bauer,  President-Elect  of  the  AMA,  addressing  the 
President's  Night  audience  along  with  Dr.  Smith,  called  for  a profes- 
sional house  cleaning  and  a new  unity  and  dedication  to  the  Hippocratic 
ideals  of  medicine.  He  warned  that  the  threat  of  socialization  will  not 
end  until  the  profession  courageously  solves  the  problems  of  medical 
care  in  this  country  as  free  citizens  on  a voluntary  basis. 


The  Essay 
Winner 


Miss  Faith  Browning  Nollner,  winner  of  the  Essay  Contest,  delighted 
and  thrilled  the  President's  Night  audience  in  the  poised  and  confident 
delivery  of  her  winning  essay.  She  caused  the  audience  to  renew  its 
faith  in  the  youth  of  today,  and  reaffirmed  the  belief  that  the  future 
of  America  will  rest  in  competent  hands. 


Our 

Exhibitors 


The  Thirty-Seven  Exhibiting  Firms,  with  their  eighty-two  trained 
and  technical  personnel,  made  a significant  contribution  to  the  scien- 
tific success  of  the  meeting.  We  are  grateful  to  our  exhibitors  for 
their  loyalty,  financial  support,  and  scientific  worth.  Harry  Jones, 
the  courteous  and  affable  "dean"  of  exhibitors,  made  a most  fitting  and 
delightful  response  on  behalf  of  the  exhibitors  to  an  expression  of  ap- 
preciation for  their  help  at  the  Fun  Night  Program. 


The  Local 
Committee  on 
Arrangements 


— And  Many 
Others 


Dr.  J.  B.  Naive,  and  his  Committee  on  Local  Arrangements,  Drs. 

Ralph  Monger,  J.  P.  Cullum,  Charles  Smeltzer,  Herbert  Pope,  John  Lesher, 
Glenn  Grubb,  and  Joe  Raulston — all  deserve  our  thanks  for  the  multitudi- 
nous tasks  that  added  so  much  to  the  smoothness  of  the  meeting.  Not 
only  did  they  meet  frequently  over  a period  of  MONTHS  preceding  the 
meeting  with  your  Executive  Secretary,  but  worked  right  up  to  the  last 
strains  of  the  dance  orchestra  at  Deane  Hill — seeing  that  everything  to 
a toothpick  was  available  for  your  comfort  and  pleasure.  This  Committee 
deserves  the  entire  credit  for  one  of  the  most  pleasurable  and  success- 
ful Fun  Nights  ever.  Attended  by  more  than  400,  the  consensus  is  that 
Fun  Night  is  here  to  stay. 


The  Public 
Service 
Director  and 
Mrs.  "B" 


Ed  Bridges,  already  busy  with  expediting,  press  and  radio  relations, 
publicity,  and  everywhere  helpful  and  alert,  took  on  the  additional  job 
of  Director  of  Exhibits  for  this  meeting.  Ed,  you  did  a wonderful  job, 
and  everyone  appreciates  it — doctors,  wives,  exhibitors,  and  visitors. 


This  little  bouquet  would  have  a missing  "rose"  unless  we  remembered 


Mrs.  Bridges.  Marguerite  was  responsible  for  a lot  of  the  smoothness, 
the  promptness,  and  the  thoroughness  by  which  the  chain  of  events  moved. 
An  expediter  par  excellence,  to  say  nothing  of  her  helping  save  the 
life,  or  at  least  the  equanimity  of  the  Executive  Secretary — her  help 
was  indispensable  and  is  deeply  appreciated. 


We've  got  to  quit,  but  the  list  deserving  credit  is  just  started. 
There's  Miss  Rawls,  always  on  the  job.... Miss  Batey,  handling  registra- 
tion like  a veteran. ...  Dr.  E.  R.  Zemp,  Master  of  Ceremonies. ...  The  124 
Delegates. ...  The  Specialty  Groups,  a virile  and  "going  places"  General 
Practice  Session. ...  Guest  Speakers. .. .Mrs.  Fran  McMurray. . . . Bob  Bird 
....Lots  and  lots  of  people ....  And  what  did  it  add  up  to?  A GOOD  MEET- 
ING ! 


MEETING  BRIEFS 


Registration  1) 


County  Society2) 
Officers' 
Conference 
Big  Success 

President's  3) 
Night  Popular 


Registration. . . . ( incomplete)  Physicians  521;  other  professionals 
(Nurses,  Hospital  Administrators,  etc.  29;  Exhibitors  82;  Headquar- 
ters Staff  and  Assistants  10 TOTAL  642.  Yet  to  be  counted,  Pa- 

thologists, Radiologists,  GPs , Anesthesiologists,  Ophthalmologists, 
and  Diabetes  Association.  (Many  of  these  failed  to  go  to  General 
Registration  desk.)  IN  ADDITION,  more  than  150  members  of  the  Auxil- 
iary were  in  attendance.  Best  over-all  estimate  is  that  850  persons 
attended  the  various  meetings  during  the  three  days.  Last  year.... 
642  (everybody). 

135  people  attended  the  County  Society  Officers'  Conference  on  Public 
Service.  Dr.  Lewis  McDonald  Orr,  Orlando,  Florida,  stirred  the  con- 
ference with  his  challenging  address  on  citizenship  and  public  af- 
fairs. Conference  two  years  old.... 30  attended  last  year. 

President's  Night  jammed  and  packed. ...  People  sitting  in  aisles  and 
standing.  Comments  heard — "best  meeting  of  the  Convention,"  "su- 
perb," "this  part  of  the  meeting  here  to  stay,  let's  make  it  bigger 
and  better."  (This  program  now  two  years  old.) 


Fun  Night 
Better  Than 
Ever 


4)  Fun  Night  has  received  all  kinds  of  compliments  from  physicians, 

wives,  exhibitors— another  two-year-old  feature.  More  than  400  people 
stayed  over  for  this  last,  but  delightful  event. 


Friends 
Attend,  Too 


— And  a 
Little  Profit 
Besides 


5)  More  lay  people  attended  than  ever  before.  Estimated  number  50 — in- 
cluded invited  guests.  Doctor's  Assistants,  representatives  of  other 
trades  and  professions. 


6) 


Cost  of  Annual  Meet ing. . . . $3 , 768. 79 . 
$5,000.00. 

M 


Revenue  from  Exhibits.... 


Faith  Noliner  Faith  Browning  Nollner,  winner  of  the  latest  essay  contest  spon- 

Wins  Another  sored  by  the  Woman’s  Auxiliary  to  The  TSMA,  is  developing  the  habit  of 

Essay  Contest  winning. 

One  day  after  she  read  her  essay  in  Knox- 
ville at  the  117th  Annual  Session,  she  was  no- 
tified that  she  had  won  first  prize  in  the 
Upper  Cumberland  Electric  Corporation's  essay 
contest.  The  subject  was:  "Electricity  on  the 
Farm. " 

Among  the  congratulatory  letters  received 
by  Miss  Nollner  was  one  from  Cordell  Hull, 
former  Secretary  of  State  and  former  resident 
of  Carthage,  where  Miss  Nollner  resides  with 
her  proud  parents,  Mr.  and  Mrs.  James  Nollner. 

Besides  her  ability  at  essay  writing, 

Miss  Nollner  has  other  talents.  She  is  a 
four-year  honor  student  in  Carthage  High,  a 
basketball  player,  a pianist,  a singer,  dra- 
matic reader,  editor  of  the  school  paper,  and 
area  student  representative  of  the  DAR  at  a 
recent  meeting  in  Nashville. 

Doctors  please  note:  If  you  need  an  as- 
sistant in  your  practice  some  six  or  eight 
years  hence,  we  suggest  you  contact  Miss  Noll- 
ner. She  will  enter  Maryville  College  next 
fall  as  a pre-medical  student. 

This  department  has  been  flooded  with  requests  for  copies  of  the 
winning  essay,  so  here  it  is: 

"MY  PRIVILEGES  IN  AND  RESPONSIBILITIES  TO  A FREE  COUNTRY" 

Faith  Browning  Nollner 

"High  on  the  hilltop  above  the  school,  the  American  flag  rippled 
and  danced  in  the  wintry  air.  As  it  billowed  back  and  forth,  its  folds 
seemed  to  become  the  pages  of  a giant  history  book — the  record  of  the 
founding  and  growth  of  a nation.  Here  were  the  bleak  shores  of  New  Eng- 
land— a band  of  shivering  patriots  at  Valley  Forge — a Continental  Con- 
gress— Washington's  farewell  address.  Across  this  page  marched  the  tired 
boys  of  the  Confederacy — the  dark  days  of  reconstruction.  Here,  khaki- 
clad  lines  embarked  for  France  to  make  the  world  safe  for  democracy. 

Now,  the  epic  of  palm  trees,  sand  dunes,  fox  holes,  all  around  the  world 
where  American  boys  have  shivered  and  sweated,  triumphed  and  died  to 
keep  that  flag  aloft. 

"Beyond  that  dancing  flag  were  the  homes  of  the  town — homes  of 
wealth  and  of  poverty,  homes  of  white  and  Negro,  business  houses,  facto- 
ries, churches  and,  far  in  the  distance,  the  dun-colored  cornfields. 

This  was  America,  my  country,  the  'land  of  the  free.'  Along  with  the 
sense  of  pride  which  swept  over  me  there  came  an  overpowering  sense  of 
responsibility.  If,  in  the  folds  of  that  flag,  I had  read  an  accounting 
of  the  deeds  of  others,  so  one  day  would  someone  else  read  the  story  of 
my  generation. 

"'Land  of  the  f ree ' . . . . From  every  corner  the  phrase  is  tossed 
lightly.  The  uprising  of  the  masses,  the  search  for  freedom — what  is 
this  freedom  for  which  all  men  seek?  Is  it  merely  liberty?  Is  it  the 
loosing  of  shackles  whether  of  society  or  government?  Is  it  simply  a 
breaking  away  from  the  old?  It  may  be  all  this  and  more.  One  fact 
stands  out  clearly  in  the  study  of  mankind's  struggle.  That  is  that 
man's  very  nature  cries  for  freedom,  and  to  satisfy  this  hunger,  his 
energies  have  been  expended,  barriers  thrust  back,  wars  waged,  science 
advanced. 

"'Freedom,'  someone  said,  'is  a need  of  the  soul,  and  nothing 


else . ' 


"A  free  country,  then,  is  one  in  which  each  individual  has  the 
opportunity  of  developing  to  the  limit  every  part  of  his  being — physi- 
cal, mental,  moral  and  spiritual. 

"This  recognition  of  the  worth  of  the  common  man  and  the  determina- 
tion to  assure  him  a chance  for  growth  is  the  underlying  principle  of  a 
democracy.  Every  right  guaranteed  by  our  Federal  Constitution  is  de- 
signed to  give  the  individual  'the  freedom  of  the  height,  the  tablelands 
of  clear  and  far  visions  and  accomplishments.' 

"As  civilisation  has  advanced,  the  safety  of  man's  person  has  be- 
come more  assured.  No  more  do  we  dart  cautiously  from  place  to  place, 
fearful  of  each  shadow  that  crosses  our  path.  The  physically  weak  walks 
unafraid  of  the  giant,  the  humblest  is  guaranteed  equal  rights  with  the  i 
powerful.  Our  life,  liberty,  property,  even  our  right  to  privacy,  must 
be  respected  under  the  Constitution.  If  these  are  our  rights,  then  we 
should  make  every  effort  to  see  that  others  are  accorded  the  same.  As 
an  individual,  we  should  practice  an  attitude  of  fair-mindedness  to 
every  other  person,  and  do  our  part  to  mold  public  opinion  to  this  end. 

"Our  founding  fathers  believed  that  whatever  qualities  and  facul- 
ties are  resident  in  people  should  be  given  a chance  to  develop,  and 
along  with  other  freedoms,  guaranteed  to  us  freedom  of  thought,  freedom 
of  speech  and  freedom  of  the  press.  Autocracy  places  limits  on  the  de- 
velopment of  an  individual  because  free  thought  and  free  speech  may  en- 
danger its  authority.  The  head,  whether  it  be  an  individual  or  a state, 
must  tell  the  masses  what  to  think,  what  to  read,  what  to  say,  otherwise 
the  pattern  of  life  might  be  changed.  It  has  been  said  that  the  quick- 
est way  to  destroy  the  problems  of  a free  mind  is  to  destroy  their  free- 
dom. 

"We  citizens  of  a free  country  claim  the  right  to  launch  out  in 
search  of  new  frontiers  of  knowledge  and  undersanding  of  this  universe 
and  its  workings.  The  ignorant  man,  being  the  easiest  prey  to  want  and 
fear,  is  a potential  danger  to  himself,  to  this  country  and  to  the 
world  ; so  we  should  strive  to  give  every  man  a chance  to  acquire  knowl- 
edge. Thomas  Jefferson  said,  'Were  it  left  to  me  to  decide  whether  we 
should  have  a government  without  newspapers  or  newspapers  without  a gov- 
ernment, I should  not  hesitate  to  prefer  the  latter.  But  I should  mean 
that  every  man  should  receive  those  papers  and  be  capable  of  reading 
them!'  Without  this  freedom  of  expression,  democracy  cannot  exist. 

There  are  still  many  areas  in  our  country  where  this  ideal  of  Thomas 
Jefferson  does  not  exist.  It  should  be  our  goal  not  only  to  secure  the 
best  possible  education  for  ourselves  but  to  work  for  larger  appropria- 
tions for  teachers'  salaries  and  better  schools  and  equipment.  As  we 
keep  our  minds  open  about  today's  problems  and  learn  and  talk  more  about 
freedom,  we  should  be  alert  to  those  individuals  who  seek  to  undermine 
or  destroy  our  government  and  be  daring  in  exposing  them. 

"Ruy  Barbosa,  the  great  Brazilian  statesman,  admirably  expressed 
one  of  our  most  cherished  convictions  when  he  said,  'Of  all  the  freedoms, 
freedom  of  conscience  is  the  greatest  and  the  highest.  Of  all  civil 
liberties,  none  is  so  congenial  to  man,  so  noble,  so  fruitful,  so  peace- 
able, and  so  akin  to  the  gospel,  as  religious  liberty.'  How  humble  we 
Americans  should  be  when  we  realize  that  it  was  for  this  liberty  our  na- 
tion was  founded.  Today  when  our  national  life  reeks  of  corruption  and 
immorality,  we  should  arouse  ourselves  to  the  dangers  which  surround  us. 
No  longer  should  it  be  merely  the  right  and  duty  of  every  citizen  to 
vote — it  should  be  a matter  of  desperate  importance  to  study  the  issues 
and  the  candidates  and  to  stand  mightily  for  right  and  principle  regard- 
less of  party  affiliations. 

"Realizing  that  a nation  cannot  rise  higher  than  the  aspirations  of 
its  people,  we  should  study  the  thought  and  purposes  of  those  immortal 
founders  of  our  country  and  in  our  individual  lives  and  our  national 
life  pray  for  a return  to  those  principles  of  integrity  and  virtue  which 
made  them  great. 

"Whittaker  Chambers,  in  his  recent  story,  'I  Was  the  Witness,' 
tells  the  story  of  the  former  German  consul  general  in  Moscow  who  had 
turned  from  pro-Communism  to  extreme  anti-Communism.  His  daughter,  in 
trying  to  shield  him  from  criticism,  said  this,  'He  was  immensely  pro- 
Soviet,  and  then,  one  night  in  Moscow,  he  heard  screams.  That's  all. 
Simply  one  night  he  heard  screams.' 

"Please  God,  may  America  never  be  the  land  in  which  the  people  hear 
screams  in  the  night.  But  instead,  may  we  always  hear  America  singing. 
And  to  accomplish  this  end  may  we  humble  ourselves  before  a merciful 
God,  confess  our  national  sins,  and  pray  for  clemency  and  forgiveness." 
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ORGANIZATIONAL  NEWS 


Revised  Under  the  date  of  May  19,  the  Wage  Stabilization  Board  approved  the 

Tennessee  REVISED  Schedule  ($200.00  maximum  benefit).  This  clears  the  way  for  a 

Plan  rapid  expansion  of  The  Tennessee  Plan.  The  revised  schedule  will  be 

Approved  substituted  in  the  policy  forms  of  all  of  our  33  underwriters  as  rapidly 
as  possible. 

The  total  family  income  limit  for  full  service  under  the  revised 
Plan  will  be  raised  from  the  present  $3,600.00  to  $4,200.00.  This  means 
that  new  participating  agreements  must  be  signed  before  the  Association 
can  assure  the  public  that  the  new  schedule  will  be  serviced.  Within  a 
few  days,  all  physicians  will  receive  a copy  of  the  REVISED  schedule  and 
a blank  participating  agreement.  The  only  change  in  the  agreement  form 
will  be  substituting  $4,200.00  for  the  $3,600.00  in  the  present  agree- 
ment . 

Every  effort  will  be  made  to  make  the  "change-over"  to  the  REVISED 
schedule  as  rapidly  as  possible.  It  will  require  patience  and  coopera- 
tion from  everybody — the  underwriters,  participating  physicians,  and  the 
public.  These  things  will  help: 

THE  DOCTOR'S  PART:  (1)  Sign  and  return  the  new  participating  agree- 
ment as  soon  as  received.  (2)  Remember  that  all  present  contracts  must 
be  serviced  on  the  basis  sold  ($175.00  maximum  benefit,  and  $3,600.00 
total  family  income  for  full  service).  (3)  Be  prepared  to  "wait  out" 
the  change-over  period  which  will  require  at  least  12  months.  (4)  Pro- 
mote and  encourage  your  patients  to  BUY  THE  TENNESSEE  PLAN.  There's  a 
lot  of  hocus-pocus  insurance  being  sold  to  the  public,  and  such  charla- 
tanry is  seriously  injuring  the  cause  of  voluntary  health  insurance. 

The  THE  UNDERWRITER'S  PART:  (1)  File  new  policies  with  the  Association 

Underwriter's  which  incorporates  the  Revised  Schedule  of  Benefits.  (2)  Refuse  to  sell 
Part  ANY  NEW  ACCOUNTS  the  old  schedule.  (3)  Substitute  the  Revised  Schedule 

in  all  present  Tennessee  Plan  contracts  at  the  FIRST  renewal  date.  (4) 
Revise  all  promotional  literature  to  conform  to  the  benefits  under  the 
revised  schedule.  (5)  Launch  a hard-hitting  sales  campaign.  (6)  Edu- 
cate sales  persons  and  agencies  with  the  revised  provisions  of  the  Plan. 
(7)  Make  a serious  effort  to  liberalize  enrollment  policies  so  as  to 
make  The  Tennessee  Plan  available  to  individuals  and  small  groups — a se- 
rious weakness  to  date. 


* 


First  steps  in  the  chartering  of  the  Tennessee  Medical  Foundation 
have  been  taken.  All  pertinent  documents — the  charter,  and  constitution 
and  by-laws  have  been  prepared.  Next  steps  are  naming  five  incorpora- 
tors (who  become  the  first  board  of  directors)  and  calling  a meeting  of 
the  incorporators  for  the  election  of  officers  and  the  establishment  of 
the  general  policies  of  the  Foundation. 

Authorized  The  incorporation  of  the  Foundation  was  directed  by  the  House  of 

by  House  of  Delegates  of  this  Association  at  the  annual  meeting.  The  Board  of  Trus- 
Delegates  tees,  in  turn,  authorized  the  Executive  Secretary  and  the  Chairman  of 

the  Board  to  proceed  with  the  incorporating  acts.  All  official  papers 
incident  to  the  chartering  were  prepared  by  our  legal  counsel,  Mr.  Chas. 
L.  Cornelius,  Sr.,  Nashville. 
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The  purpose  of  the  Foundation,  as  stated  in  the  Charter  and  in  the 
Constitution,  is  stated  as  follows:  "This  Foundation  is  organized  and 
operated  exclusively  for  scientific  purposes.  Its  activities  shall  be 
confined  to  the  extension  of  medical  knowledge,  the  advancement  of  medi- 
cal science,  the  elevation  of  the  standard  of  medical  education,  and  the 
prevention  and  cure  of  disease.  No  part  of  the  activities  of  the  Foun- 
dation shall  be  the  carrying  on  of  propaganda,  or  otherwise  attempting 
to  influence  legislation,  and  no  part  of  the  net  earnings  of  the  Foun- 
dation shall  inure  to  the  benefit  of  any  private  shareholder  or  individ- 
ual !" 


All  future  contributions  to  the  Building  Fund  of  this  Association 
should  be  made  to  the  Tennessee  Medical  Foundation,  and  for  the  present, 
mailed  to  the  Executive  Secretary's  office  of  the  Tennessee  State  Medi- 
cal Association. 

The  incorporation  of  the  Foundation  was  necessary  (under  the  non- 
profit corporate  laws  of  Tennessee)  to  assure  that  contributions  to  the 
Building  Fund  would  be  deductible  for  federal  income  tax  purposes,  and 
to  further  assure  that  the  building  would  be  exempt  from  local  city  and 
county  property  taxes. 

In  addition  to  providing  this  Association  with  adequate  and  appro- 
priate headquarters,  it  is  hoped  that  the  building  will  permit  the  leas- 
ing of  adequate  headquarters  space  to  other  allied  organizations. 

Dr.  Ralph  Monger,  Chairman  of  the  Building  Fund  Campaign,  visited 
the  headquarters  office  recently  and  plans  were  mapped  for  an  intensive 
campaign  immediately.  The  drive  for  funds  will  begin  just  as  soon  as 
the  incorporation  of  the  Foundation  is  completed. 

The  fund-raising  program  will  be  highlighted  as  follows: 

GOAL — $100,000.00. 

CONTRIBUTIONS — Cash  and  pledges  over  a three-year  period. 

CONTRIBUTORS — Physicians  and  any  other  person  or  corporate  body. 

LOCAL  CAMPAIGN  COMMITTEES — Every  local  medical  society  will  be  re- 
quested to  appoint  a Committee  to  direct  the  drive  for  funds. 

AVERAGE  PHYSICIAN  QUOTA — $50.00.  Two  thousand  members,  giving  or 
pledging  an  average  of  $50.00  each,  will  assure  the  success  of  the  cam- 
paign. Your  local  society  quota  can  be  easily  determined  by  multiplying 
your  membership  by  50.  Local  Committees  will  be  advised  periodically  of 
the  contributions  received  from  the  society. 


* 


The  Hartnett-Geny  Agency,  exclusively  approved  agents  for  the  Asso- 
ciation's group  accident  and  sickness  policy,  reports  rapid  enrollment 
progress.  While  enrollment  is  satisfactory,  at  least  625  new  applica- 
tions must  be  received  by  the  Agency  by  August  1st.  The  Agency  reports 
that  it  has  received  41  new  applications  from  the  members  of  the  Knox- 
ville Academy  of  Medicine.  This  gives  them  an  enrollment,  percentage- 
wise, of  60  per  cent  of  their  entire  membership.  This  record  is  a chal- 
lenge to  all  other  local  societies,  and  if  each  enrolls  in  the  same  pro- 
portion there  will  be  no  doubt  that  the  625  minimum  subscribers  will  be 
secured  during  the  enrollment  campaign.  (See  Agency's  Ad,  page  XXIII  of 
this  issue . ) 
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The  Tennessee  Hospital  Association  has  a 
new  President,  Administrator  M.  G.  Hubbard,  of 
Nashville  General,  and  a completely  new  setup 
in  the  form  of  the  office  of  Executive  Secre- 
tary. 

In  its  annual  meeting  in  Memphis  last 
month,  the  THA  voted  to  establish  permanent 
headquarters  in  Nashville  and  chose  as  the 
first  Executive  Secretary  Henry  H.  Miller. 

Mr.  Miller  has  a background  of  solid  accom- 
plishments in  the  field  of  hospital  adminis- 
tration. He  is  a past  president  of  THA,  a 
Director  of  the  Tennessee  Hospital  Service 
Association  and  a member  of  the  American  Col- 
lege of  Hospital  Administrators. 

Mr.  Miller  has  served  two  terms  as  a 
member  of  the  Hospital  Advisory  Committee  for 
the  State  of  Tennessee  and  as  a member  of  the 
House  of  Delegates  of  the  American  Hospital 
Association. 

This  Department  welcomes  Mr.  Miller  to 
the  field  of  public  relations  and  from  a personal  knowledge  of  his  abil- 
ities, we  predict  for  him  a high  degree  of  success. 

When  the  Public  Service  Committee  of  TSMA  has  a meeting,  it  HAS  a 
meeting.  Dr.  L.  W.  Edwards,  Chairman,  called  a session  for  Sunday,  May 
18,  and  all  except  three  members  attended.  Those  three  were  on  vaca- 
tion. The  meeting  even  attracted  a doctor  who  was  an  interested  visitor 
and  co-chairman  of  the  Public  Service  Committee  on  his  own  Medical  Soci- 
ety. 

The  attendance  was  matched  by  the  interest  of  the  members  who  gave 
solid  suggestions,  advice  and  guidance  to  the  Director,  whose  job  it  is 
to  implement  the  program  and  policies  worked  out  by  the  Committee  and 
the  entire  membership  of  TSMA. 

While  major  emphases  will  be  placed  on  three  projects,  the  Commit- 
tee sanctioned  a broad  program  of  services  to  the  public  and  the  profes- 
sion. The  three  major  projects  seek:  (1)  Passage  of  legislation  next 
year  to  provide  state-county  financing  of  hospital  care  for  Tennessee's 
medically  indigent,  (2)  a get-out-the-vote  campaign  during  1952  elec- 
tions and  (3)  heavy  recruitment  of  nurses  for  bedside  nursing. 

Besides  the  Chairman,  Director  and  his  Secretary,  those  attending 
Sunday's  session  were  Drs.  H.  L.  Monroe  of  Erwin,  Chas.  C.  Smeltzer  and 
R.  B.  Wood  of  Knoxville,  C.  B.  Roberts  of  Sparta,  W.  A.  Garrott  of 
Cleveland,  Thurman  Shipley  of  Cookeville,  W.  C.  Chaney  and  Harold  Boyd 
of  Memphis,  J.  Marsh  Frere  of  Chattanooga,  W.  K.  Owen  of  Pulaski,  John 
R.  Thompson,  Jr.,  of  Jackson,  J.  Owsley  Manier  of  Nashville,  and  Dr. 
Daugh  W.  Smith,  President  of  TSMA,  Dr  R.  H.  Kampmeier,  Secretary-Editor 
of  TSMA  and  Dr.  Roy  L.  McDonald  of  Knoxville,  visitor. 

The  project  seeking  complete  medical  care  for  the  medically  indi- 
gent is  rapidly  gaining  support  of  the  general  public  and  strong  state- 
wide organizations.  Two  of  these  organizations  already  committed  and 
active  are  the  Tennessee  Farm  Bureau  Federation  and  the  Tennessee  Con- 
gress of  Parents  and  Teachers. 
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Medical  societies  are  forbidden  by  law  to  endorse  candidates  for 
public  office  as  an  official  action.  But  they  certainly  can,  and 
should,  talk  to  candidates  about  important  issues.  We  hope  that  every 
member  of  the  TSMA  will  make  it  a point  to  contact  candidates  for  the 
Legislature,  especially,  and  ask  them  for  some  type  of  commitment  for 
the  general  proposition  of  an  appropriation  to  provide  state-county  free 
hospital  care  for  the  medically  indigent.  Our  members  already  have  com- 
mitted themselves  to  the  continuation  of  the  practice  of  long  standing; 
that  is,  providing  free  medical  and  surgical  treatment  of  the  hospital- 
ized indigent. 

All  four  gubernatorial  candidates  have  been  apprised  of  the  general 
nature  of  the  indigent  care  project,  and  at  least  one  of  them  has  com- 
mitted himself  to  it  in  a public  address.  Another  one  has  committed 
himself  privately. 

The  Public  Service  Committee  will  send  to  all  TSMA  members  within 
the  next  month  a pamphlet  giving  the  ABC's  of  the  indigent  project  so 
that  you  will  have  talking  points  when  you  go  to  see  candidates  for  the 
Legislature  and  for  Governor. 

The  Public  Service  Committee  voted  to  ask  the  local  Auxiliaries  and 
the  State  Auxiliary  to  enter  the  Get-Out-the-Vote  Campaign  as  a major 
project.  Several  local  Auxiliaries  already  have  done  an  excellent  job 
in  this  capacity. 

The  Committee  also  instructed  the  Director  to  ask  each  one  of  the 
48  local  societies  to  devote  one  or  more  meetings  each  year  to  medical 
ethics  and  other  problems  which  currently  are  prompting  criticism  by  the 
public. 

On  May  27,  the  Memphis  and  Shelby  County  Medical  Society  conducted 
such  a meeting.  It  was  a solid  achievement  in  public  and  professional 
relations  and  is  reported  in  full  in  another  section  of  this  Journal. 

Dr.  Henry  B.  Gotten,  Memphis  President,  deserves  special  commendation 
for  conceiving  the  idea  of  this  meeting  and  the  society's  Public  Service 
Committee,  headed  by  Dr.  Samuel  L.  Raines,  deserves  a bouquet  for  its 
promotion  and  arranging  of  the  meeting.  Another  bow  is  due  Robert  C. 
Bird,  new  Executive  Secretary-Public  Service  Director,  and  his  Secre- 
tary, Martha  Halbert,  for  executing  the  Committee's  meeting  plans. 

SPECIAL  APPEAL:  You  are  respectfully  urged  to  return  the  postcard 
sent  to  you  by  the  Public  Service  Committee  as  the  first  step  in  a time- 
table of  events  in  the  Get-Out-the-Vote  Campaign.  This  postcard  was  en- 
closed in  a personal  letter  to  some  2,100  members  of  the  Association. 

The  Committee  would  greatly  appreciate  100  per  cent  return  of  the  cards 
so  that  we  can  inform  the  general  public  that  doctors  and  their  wives 
are  registered  solidly  and  intend  to  use  their  voting  rights  in  the  cru- 
cial elections  this  year. 

Dr.  Ralph  H.  Monger,  Secretary  of  the  Knoxville  Academy  of  Medi- 
cine, issues  an  alert  and  useful  Bulletin  for  his  Academy.  The  latest 
issue  contains  a poll  conducted  by  the  National  Doctors'  Committee  for 
Improved  Medical  Service.  The  poll  covered  21,000  doctors  representing 
every  branch  of  the  profession  in  the  48  states.  Some  of  the  informa- 
tion is  worth  abstracting  and  reprinting  here. 

Ninety-nine  and  two-tenths  per  cent  of  the  doctors  polled  believe 
that  the  federal  medical  system  needs  immediate  improvement. 

Eighty-four  and  three-tenths  per  cent  believe  a federal  Medical 
Board  with  full  authority  to  facilitate  bed  needs,  and  by  implication, 
implement  as  many  Hoover  Commission's  recommendations  as  possible  by  ad- 
ministrative action,  should  be  created.  Such  a Board  is  recommended  by 
the  AMA. 

Eighty-seven  and  five-tenths  per  cent  believe  that  the  VA  medical 
system  should  be  included  in  a proposed  federal  medical  system  in  which 
the  35  competing  federal  medical  systems  would  be  coordinated. 

Ninety-five  and  nine-tenths  per  cent  believes  steps  must  be  taken 
immediately  to  stop  abuses  in  handling  non-service-conducted  cases  by 
the  VA. 

Ninety-four  and  three-tenths  per  cent  believe  the  profession  has  ar 
opportunity  it  may  not  have  again  for  years  to  obtain  constructive  leg- 
islation. 
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ORGANIZATIONAL  NEWS 


All  Tennessee 
Physicians 
Receive  New 
Fee  Schedule 

2,000  New 

Agreements 

Expected 

Tennessee 
Plan  Shows 
Rapid 
Growth 


The  Public 
Has  Confi- 
dence in  the 
Plan 


The  Tennes- 
see Plan  and 
the  National 
Voluntary 
Prepaid 
Movement 


3,049  licensed  physicians  in  Tennessee  have  received  a letter  from 
this  office  advising  them  of  the  revision  of  the  Tennessee  Plan.  The 
revised  fee  schedule  and  a new  participating  physician's  agreement  were 
enclosed.  The  letter  described  the  improvement  in  the  fee  schedule  and 
carried  a strong  appeal  for  every  physician  to  sign  and  return  the  new 
agreement  immediately.  Our  goal  is  2,000  participating  physicians  in  30 
days.  If  Tennessee  physicians  respond  as  we  believe  they  will,  the  Ten- 
nessee Plan  will  be  off  to  new  records. 

Within  less  than  three  years,  the  present  Tennessee  Plan  has 
achieved  a prominent  place  among  prepaid  plans  sponsored  by  state  medi- 
cal associations.  Here's  the  record  to  date: 

33  approved  underwriters 
1,722  participating  physicians 
390,000  enrolled 

Our  underwriters  include  some  of  the  largest  and  smallest  commercial 
companies;  and  two  non-profit  associations,  the  Tennessee  Hospital  Serv- 
ice Association  and  the  Memphis  Hospital  Service  and  Surgical  Associa- 
tion. The  participating  physicians  include  general  practitioners  and 
every  specialty,  both  members  and  non-members  of  the  Association. 

Enrollees  include  farmers,  teachers,  bricklayers,  truck  drivers, 
lumberjacks— all  kinds  of  people  who  work  for  a living— the  people  who 
have  a hard  time  with  their  budget.  These  people  need  protection 
against  the  unpredictable  costs  of  serious  illness.  The  Tennessee  Plan 
gives  them  this  protection,  plus  certain  other  distinct  advantages.  1) 
They  have  confidence  in  the  Plan  because  doctors  are  in  it  and  behind 
it.  2)  They  have  security  because  the  insuring  clauses  and  benefits  are 
uniform,  irrespective  of  the  underwriting  agency.  3)  And  finally,  they 
have  bona  fide  protection  against  the  economic  shock  of  surgical  bills. 

The  Tennessee  Plan,  through  the  cooperation  of  doctors  and  under- 
writers, fits  neatly  into  an  unprecedented  expansion  of  voluntary  health 
insurance  that  is  nation-wide.  The  rapid  growth  and  spread  of  voluntary 
protection  against  the  costs  of  illness  prove  that  compulsory  plans  un- 
der governmental  control  are  neither  necessary  nor  desired.  Here  are 
some  statistics  just  released  by  the  Health  Insurance  Council: 


The  People 
Want  and 
Buy  Voluntary 
Insurance 


85.991.000  in  U.  S.  have  hospital  insurance 

65.535.000  have  surgical  insurance 

27.723.000  have  medical  insurance 

Hospital  coverage  increased  12%  in  1951  over  1950,  surgical  coverage 
increased  20%,  and  medical  coverage  increased  28%.  This  is  a phenomenal 
record  when  it  is  remembered  that  large  scale  development  of  voluntary 
plans  did  not  start  until  10  years  ago. 
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The  above  statistics  cover  only  people  who  have  voluntarily  pur- 
chased their  health  insurance.  They  do  not  include  workmen's  compensa- 
tion, disability  benefits,  commercial  accident  benefits,  dismemberment 
benefits,  medical  care  of  military  personnel,  medical  care  in  public  in- 
stitutions, veterans  benefits,  and  other  medical  care  programs  sponsored 
by  the  federal  government  through  more  than  30  agencies  with  more  than 
25,000,000  persons  eligible  for  a federal  benefit.  The  total  number  of 
persons  either  receiving  or  eligible  to  receive  these  benefits  is  esti- 
mated at  30, 000, 000.— and  that  does  not  include  the  beneficiaries  of  four 
state  compulsory  cash  sickness  plans  operated  by  Rhode  Island,  Cali- 
fornia, New  Jersey  and  New  York  with  10,000,000  workers  covered. 

Here's  the  health  insurance  picture  in  Tennessee:  (voluntarily  pur- 
chased) 

1,257,000  insured  against  hospital  bills 

848.000  insured  against  surgical  bills 

172.000  insured  against  medical  bills 

When  the  beneficiaries  of  public  assistance  programs,  public  insti- 
tutional care,  indigency  care,  voluntary  agency  assistance  and  workmen's 
compensation  are  added  to  the  private  insurance  listed  above,  it  is 
clear  that  the  economic  shock  of  illness  has  been  removed  from  a major- 
ity of  the  family  budgets  of  Tennesseans. 

ill 

The  significant  role  of  the  Tennessee  Plan  in  this  program  is  indi- 
cated  by  the  fact  that  of  the  848,000  Tennesseans  holding  voluntary  , 

surgical  insurance,  590,000  have  the  Tennessee  Plan— all  purchased  in 
less  than  three  years  ! 

With  the  revised  schedule  being  pushed  by  our  underwriters  and  with 
the  great  majority  of  our  members  serving  as  participating  physicians,  a 
sharp  rise  in  Tennessee  Plan  enrollment  is  anticipated  by  the  end  of 
1952.  DOCTOR,  HAVE  YOU  SIGNED  AND  RETURNED  YOUR  NEW  PARTICIPATING 
AGREEMENT? 

The  Hartnett-Geny  agency,  exclusive  underwriter  of  the  State  Asso- 
ciation's Group  sickness  and  accident  policy  for  our  member  physicians, 
reports  discouraging  results  so  far  in  the  enrollment  period  which  will 
close  August  1.  Less  than  half  of  the  required  625  NEW  applications 
have  been  received.  Doctor,  it's  to  your  advantage  to  sign  and  mail 
that  application  now.  Don't  put  it  off  to  the  last  minute.  See 
Agency's  ad  on  page  XXI. 

Your  headquarters  office  will  move  shortly  to  321-25  Doctors  Build- 
ing-two floors  below  the  present  location  (same  building).  We  were 
fortunate  in  securing  the  additional  space  which  the  new  quarters  will 
provide.  Your  staff  has  been  seriously  handicapped  for  the  past  year  \ 

with  inadequate  working  space.  Although  the  new  offices  will  give  us  \\t 

50%  more  "elbow  room,"  the  increase  in  the  rent  is  very  nominal.  I ( 

The  new  location  is  an  interim  move.  We  are  looking  forward  to 
really  adequate  offices  in  the  new  building  which  the  Tennessee  Medical 
Foundation  will  construct.  The  Foundation  is  well  on  the  way  to  real- 
ity. Four  of  the  six  incorporators  have  signed  the  petition  for  the 
charter;  the  other  two,  Nashville  men,  will  have  signed  before  you  get 
this  Journal.  Incorporators  are  Drs . Frank  Roberts  and  E.  G.  Kelly, 
Memphis:  Drs.  D.  W.  Smith  and  John  B.  Youmans,  Nashville;  Dr.  A.  M.  Pat- 
terson, Chattanooga;  and  Dr.  Ralph  Monger,  Knoxville.  Dr.  Monger  is 
also  Chairman  of  the  fund-raising  campaign  which  will  begin  in  earnest 
as  soon  as  the  incorporators  of  the  Foundation  can  have  a meeting,  elect 
officers,  adopt  a Constitution  and  By-laws  and  get  the  organization  un- 
der way.  The  six  incorporators  constitute  the  first  Board  of  Directors, 
which  can  be  increased  in  number  if  necessary. 

Just  before  press-time,  we  received  two  mails.  Among  the  usual  arm- 
ful of  mail  were  nearly  500  new  participating  agreements  from  doctors 
all  over  the  state.  This  is  really  heartening.  It  shows  that  physi- 
cians are  solidly  behind  the  Tennessee  Plan.  It  shows  also  that  the  re- 
vised Plan  is  going  to  have  real  doctor  support  and  participation.  WE 
NEED  YOUR  PARTICIPATING  AGREEMENT,  TOO.  It's  on  your  desk  (if  you 
haven't  returned  it).  It  needs  no  postage— just  your  signature.  Let's 
have  2,000  in  the  next  ten  days!  Our  thanks,  on  behalf  of  your  pa- 
tients, are  extended  to  all  of  you  for  your  cooperation.  The  Tennessee 
Plan  is  an  outstanding  Public  Service  project.  Your  participation  makes 
it  so.  The  Plan  is  on  the  way  to  rapid  growth  and  expansion. 
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Healing  the  body  requires  your  skill. 

Healing  the  body  politic  requires  your  will. 

Be  sure  you  register,  be  certain  you  vote ! 

The  Public  Service  Committee's  campaign  to  get-out-the-vote  opened 
on  an  encouraging  note.  Within  a week  after  registration  survey  cards 
were  sent  to  the  2,100  members  of  the  Association,  about  1,100  were  re- 
turned. That  meant  that  more  than  50  per  cent  of  the  members,  and  their 
wives,  were  registered.  All  these  also  promised  to  vote  in  all  elec- 
tions, barring  providential  cause,  and  to  contact  at  least  five  other 
persons  each,  and  urge  them  to  register  and  vote. 

But  now  the  return  of  the  survey  cards  to  State  Headquarters  has  be- 
come a trickle.  Now  is  the  time  for  the  local  Citizenship  Committees  to 
contact  those  members,  and  wives,  who  have  not  registered.  The  deadline 
for  registration  for  voting  in  the  August  7 primary  is  July  18,  about 
the  time  this  issue  of  the  Journal  hits  your  desk. 

The  Woman's  Auxiliaries  are  jangling  telephones  and  making  personal 
contacts,  urging  doctors'  wives  to  register.  This  is  strictly  a non- 
partisan movement.  Medical  Societies  are  barred  by  law  from  officially 
endorsing  any  candidate  for  any  office. 

The  Public  Service  Committee  believes  that  if  95  per  cent  of  the  As- 
sociation members  register  and  vote,  then  95  per  cent  of  that  95  per 
cent  will  vote  for  candidates  who  will  work  for  the  protection  of  the 
health  and  welfare  of  the  people. 

In  a recent  issue,  this  column  suggested  a shortening  of  the  names 
of  several  local  and  sectional  Medical  Societies  in  Tennessee.  We  in- 
vited comment,  realizing  that  the  neck  was  bare  for  the  axe.  The  first 
swish  of  the  axe  came  in  this  humor-softened  letter: 

"Dear  Sir: 

"Reference  to  changing  the  names  of  three  of  the  Associations  of  the 
State. 

"The  West  Tennessee  Medical  and  Surgical  Association  was  organized  in 
1892  as  a sectional  association  just  as  are  the  Middle  Tennessee  and 
East  Tennessee  Associations. 

"The  West  Tennessee  Consolidated  Medical  Assembly  was  organized  more  re- 
cently and  is  an  excellent  society,  serving  a great  purpose. 

"Both  the  above  have  had  these  designations  since  they  were  organized, 
and  it  appears  that  a change  in  the  name  of  the  latter  one  would  cer- 
tainly confuse  it  with  the  old  West  Tennessee  Association. 

"Any  doctor  who  can  say  "Sub  Luxation  of  the  Sacro  Iliac  Synchondrosis" 
can  certainly  remember  West  Tennessee  Consolidated  Medical  Assembly— the 
same  applies  to  printing  the  name  in  a Journal.  A layman  probably  could 
not  say  either— nor  particularly  care  to. 

"You  asked  for  it— and  here  is  one  of  your  first  letters.  Some  of  these 
doctors  will  probably  make  a speech  comparable  to  the  one  when  somebody 
tried  to  change  the  name  of  Arkansas  ! 

"Very  truly, 

GEORGE  R.  Me SWAIN 
Paris" 
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The  time  is  here  for  personally  contacting  candidates  for  the  1953 
General  Assembly,  and  for  asking  them  to  commit  themselves,  preferably 
in  writing,  to  the  general  proposition  of  an  annual  appropriation  for 
State-County  financing  of  hospital  care  for  all  medically-indigent  Ten- 
nesseans. Please  read  the  open  letter  to  all  Association  members  in  an- 
other section  of  this  Journal.  It  presents  in  compact  form  the  position 
taken  by  the  Public  Service  Committee  on  this  humanitarian  proposal. 

The  big  question  involved  in  this  proposal  is  one  that  doctors  al- 
ways ask  when  the  project  is  mentioned.  They  want  to  know:  "Who  is  med- 
ically-indigent? What  determines  a medical-indigent?  Who  is  going  to 
decide  upon  medical  indigency  in  Tennessee?" 

A big  California  county  which  operates  a successful  hospital  care 
plan  for  the  unfortunate,  has  written  down  its  definition  of  medical  in- 
digency. It  reads  like  this: 

"Any  person  is  medically  indigent  if  he  cannot  pay  for  the  medical 
care  he  needs,  and  if  his  relatives  cannot  pay  for  it,  without  both  of 
them  depriving  themselves  and  their  dependents  of  the  essential  necessi- 
ties of  life." 

The  State  of  Maryland  seems  to  have  the  most  workable  medical  indi- 
gency plan.  It  was  perfected  three  years  ago  when  the  State  Health  De- 
partment and  medical  profession  took  it  over. 

In  Maryland,  there  is  a committee  in  each  county,  composed  of  about 
ten  persons.  Among  these  persons,  such  as  labor  and  management  and  farm 
leaders,  a minister,  a county  official,  public  school  administrator, 
there  is  knowledge  of  the  financial  condition  of  virtually  every  citizen 
within  the  county.  Or  the  committee,  so  made  up, can  easily  determine 
whether  a citizen  is  medically  indigent.  Proof  that  this  committee  is 
doing  a tough,  yet  humanitarian,  job  of  screening  is  found  in  the  fact 
that  since  the  new  regime  began  the  State  is  spending  much  less  money 
than  before. 

If  such  a plan  works  in  Maryland,  it  can  work  in  Tennessee.  Estab- 
lishment of  these  local  screening  committees  would  serve  to  weed  out  the 
malingerers,  the  deadbeats  and  the  hypochondriacs. 

There  is  one  significant  difference  in  the  proposal  in  Tennessee,  as 
sponsored  by  your  Public  Service  Committee.  In  other  states  having  sim- 
ilar plans,  the  doctors,  and  dentists,  are  paid  small  fees  for  hospital 
treatment  of  the  indigent.  In  Tennessee,  doctors  will  follow  their  age- 
old  custom  of  providing  this  medical  and  surgical  treatment  at  no  cost 
whatever  to  the  patient,  or  the  State.  Tennessee  physicians  feel  that 
this  is  one  of  their  high  duties  as  a member  of  the  profession  charged 
with  healing  the  human  body. 

One  Point  of  The  Tennessee  Ten  calls  for  co-operation  with  The  Ten- 
nessee State  Nurses  Association  in  efforts  to  produce  more  nurses.  Un- 
til now,  little  has  been  done  about  this.  However,  the  Public  Service 
Committee  now  has  authorized  the  Director  to  join  the  TSNA  in  a month- 
long (probably  October)  intensified  drive  for  nursing  student  recruits. 
Already,  the  Committee  has  financed  the  publication  of  a new  pamphlet 
designed  to  attract  high  school  students  to  a career  of  nursing.  These 
pamphlets  will  be  given  to  high  school  students  at  the  fall  fairs,  at 
special  school  assembly  programs  and  wherever  they  can  be  contacted  per- 
sonally. 

During  the  October  drive,  the  local  medical  societies  are  asked  to 
provide  physician-speakers  to  accompany  nurse-speakers  to  special  as- 
sembly programs  devoted  to  "Nursing  as  a Career."  Thus  the  program  will 
reach  students  from  the  freshman  class  through  the  graduating  class. 

Tennessee  has  16  nursing  schools  approved  by  the  State  Nursing 
Board.  They  turn  out  about  7,000  graduates  a year,  but  many  of  these 
return  to  their  home  states  to  nurse.  Another  factor  cutting  into  the 
production  is  marriage  One-third  of  nursing  graduates  marry  within  a 
year  after  graduation  and  85  per  cent  marry  by  the  end  of  five  years. 

Of  course,  some  of  these  continue  to  nurse.  But  all  things  add  up  to  a 
shortage. 


ORGANIZATIONAL  NEWS 


(S&ectc&v-e  l5<?< 


The  Tennessee  Medical  Foundation  is  now  a reality.  Authorized  by 
the  House  of  Delegates  of  this  Association  in  April,  a charter  has  been 
secured,  and  the  first  meeting  of  the  Incorporators  has  been  held.  At 
the  meeting  on  August  2,  the  charter  was  accepted.  Incorporators  pres- 
ent were  Drs.  Frank  Roberts  and  E.  G.  Kelly,  Memphis;  Drs.  Daugh  W. 
Smith  and  John  Youmans,  Nashville;  and  Dr.  Ralph  Monger,  Knoxville. 

Dr.  A.  M.  Patterson,  the  sixth  incorporator,  was  absent  because  of  ill- 
ness. Others  present  were  Mr.  Charles  Cornelius,  the  Association's 
legal  counsel,  Mr.  Ed  Bridges,  Public  Service  Director,  and  your  Execu- 
tive Secretary. 

First  Meeting  Dr.  Monger  was  elected  Chairman  pro  tern,  and  V.  0.  Foster  Secretary 

of  Board  of  pro  tem.  for  organizational  purposes.  The  incorporators,  constituting 
Directors  the  first  Board  of  Directors,  went  into  session  for  the  election  of 
officers  and  other  business.  The  following  permanent  officers  were 
elected : 


Officers 

President 

Dr.  Ralph 

Monger,  Knoxville 

Elected 

Vice-President 

Dr.  E.  G. 

Kelly,  Memphis 

Secretary 

V.  0.  Foster,  Nashville 

Treasurer 

Dr.  Daugh 

W.  Smith,  Nashville 

The  Directors  then  adopted  the  By-Laws,  highlights  of  which  are  as 
follows : 


Tennessee 

Medical 

Foundation 

Established 


Major  By-Law  ARTICLE  II — PURPOSE 

Provisions — "This  Foundation  is  organized  and  operated  exclusively  for  scien- 

Purpose  tific  purposes.  Its  activities  shall  be  confined  to  the  extension  of 

medical  knowledge,  the  advancement  of  medical  science,  the  evaluation  of 
the  standard  of  medical  education,  and  the  prevention  and  cure  of  dis- 
ease. NO  PART  OF  THE  ACTIVITIES  SHALL  BE  THE  CARRYING  ON  OF  PROPAGANDA, 
OR  OTHERWISE  ATTEMPTING  TO  INFLUENCE  LEGISLATION,  and  no  part  of  the  net 
earnings  of  the  Foundation  shall  inure  to  the  benefit  of  any  private 
shareholder  or  individual. 


Classes  of 
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Control 
Vested  in 
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ARTICLE  IV — MEMBERSHIP 

"The  membership  of  the  Foundation  shall  be  composed  of  Sustaining 
Members,  Founders  and  Life  Members.  (Any  individual  or  organization  may 
hold  membership. ) 

Classes  of  Membership 

"(a)  Any  active  member  who  has  contributed  $25.00  up  to  $500.00  is 
a Sustaining  Member. 

"(b)  Any  active  member  contributing  $500.00  to  $1,000.00  is  a 
'Founder. ' 

"(c)  Any  active  member  contributing  more  than  $1,000.00  is  a life 
Member. 

"Contributions  from  year  to  year  by  members  shall  be  cumulative  in 
determining  proper  membership  classification. 

ARTICLE  VI — BOARD  OF  DIRECTORS 

"Control  of  the  business  and  affairs  of  the  Foundation  are  vested 
in  a Board  of  Directors,  the  Incorporators  serving  as  the  first  Board. 
Subsequent  Directors  are  to  be  elected  from  the  membership  at  annual 
meetings. " 


Previous  The  Board  of  Directors  at  this  first  meeting  placed  the  Treasurer 

Contributions  under  a $10,000.00  fidelity  bond.  The  Secretary  was  also  instructed  to 
to  Be  request  the  Trustees  of  the  Tennessee  State  Medical  Association  to 

Transferred  transfer  the  funds  to  the  Foundation  which  had  been  contributed  to  the 
to  Foundation  Association's  Building  Fund. 


Dr.  Monger  Dr.  Monger,  who  had  been  designated  as  Chairman  of  the  Building 

to  Renew  Fund  Campaign,  which  the  Foundation's  fund  drive  will  supplant,  will 

Fund  Drive  continue  to  serve  as  Chairman  of  the  drive  for  funds  for  the  construc- 

tion of  the  Foundation's  headquarters. 

The  Goal  The  Goal  remains  the  same — $100,000.00.  Although  the  Foundation 

may  accept  funds  from  any  source,  it  is  expected  that  the  great  bulk  of 
the  contributions  (membership)  will  come  from  members  of  this  Associa- 
tion. 


Local  President  Monger  will  renew  the  fund-raising  campaign  immediately. 

Societies  All  local  medical  societies  will  be  requested  to  name  a chairman  or  a 

Asked  to  committee  to  head  up  the  membership  drive  in  each  society.  The  goal  of 

Name  Fund  $100,000.00  is  equivalent  to  $50.00  per  member  of  this  Association.  A 

Chairman  local  society's  quota  can  be  easily  determined  by  multiplying  its  mem- 

bership by  50. 

Members  of  the  Association  are  requested  to  notify  Dr.  Monger,  Med- 
ical Arts  Building,  Knoxville,  or  the  Secretary,  V.  0.  Foster,  325  Doc- 
tors Building,  Nashville,  of  persons  or  firms  (not  physicians)  who  would 
like  to  make  contributions  to  the  Foundation. 

Contributions  All  contributions  (membership  purchases)  are  DEDUCTIBLE  FOR  INCOME 

Deductible  TAX  PURPOSES.  The  Foundation  was  chartered  and  its  purposes  stated  in 

for  Income  the  Charter  in  such  a way  as  to  assure  deductibility  of  contributions. 

Tax  Purposes 


Will  House  The  building  which  the  Foundation  will  construct  will  be  rented  or 

Association  leased  to  the  Tennessee  State  Medical  Association  for  headquarters. 
Headquarters  Other  allied  groups  such  as  the  Nashville  Academy  of  Medicine,  the  State 
and  Others  Dental  Association  and  voluntary  organizations  could  secure  headquarters 
space  in  the  building  also.  It  is  expected  that  an  auditorium  will  be 
constructed  in  the  Foundation's  building  for  the  use  of  tenants  and  cer- 
tain other  organizations. 
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Following  the  collection  of  adequate  funds,  the  next  move  of  the 
Foundation  would  be  the  purchase  of  a lot,  preferably  in  the  University- 
Hospital  area  of  Nashville,  upon  which  the  Foundation  would  later  erect 
its  building.  The  Foundation's  facilities,  when  acquired,  can  be  vis- 
ualized as  the  center  of  medical  activities  related  to  this  Association 
including  headquarters  space,  a library,  an  auditorium,  a consolidated 
postgraduate  medical  education  program,  and  other  projects  in  keeping 
with  the  chartered  purposes  of  the  Foundation.  Certainly  its  opportuni- 
ties for  the  advancement  of  medicine  are  great. 

* 

The  medical  and  hospital  services  available  to  beneficiaries  of  the 
UMWA  Welfare  Fund  came  in  for  scorching  criticism  by  a survey  team  last 
month.  The  team,  composed  of  representatives  of  the  Council  on  Medical 
Service,  Industrial  Health  and  Medical  Education  and  Hospitals  of  the 
AMA,  State  Medical  Association  representatives  from  Tennessee,  Virginia, 
West  Virginia,  Pennsylvania  and  Kentucky,  and  Area  Medical  Administra- 
tors of  UMWA  found  these  services  in  certain  areas  of  the  bituminous 
fields  seriously  substandard,  inadequate  and  professionally  incompetent. 
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Our  UMWA  Liaison  Committee — Dr.  B.  M.  Overholt,  Knoxville,  Chair- 
man, Dr.  J.  S.  Hall,  Clinton,  and  Dr.  Cecil  Newell,  Chattanooga — were  on 
the  job.  The  Chairman  accompanied  the  survey  team  into  the  camps  for 
firsthand  inspection  of  facilities. 

The  findings,  presently  confidential  and  not  for  publication,  will 
be  the  basis  for  another  conference  of  the  same  representatives  in 
Charleston,  W.  Va. , on  September  6-7.  Our  Liaison  Chairman,  Dr.  Over- 
holt, and  the  Executive  Secretary  will  attend.  Ways  and  means  of  pro- 
viding adequate  medical  and  hospital  facilities  within  the  framework  of 
private  facilities  and  personnel  in  the  bituminous  fields  will  be  the 
burden  of  the  conference. 


Welfare  Fund  Unless  ways  are  found  to  cooperatively  do  this  job,  it  appears  that 

Administrators  the  administrators  of  the  UMWA  Welfare  Fund  (and  it's  adequate)  will 
Restive  attempt  the  construction  of  hospital  facilities  and  the  employment  of 

personnel  including  physicians.  This  situation  is  a real  challenge  to 
the  medical  profession  and  you  can  be  assured  that  your  Liaison  Commit- 
tee is  working  hard  on  a real  and  immediate  problem. 
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Returns  from  the  Public  Service  Committee’s  survey  to  encourage 
registration  for  voting  are  themselves  most  encouraging.  Local  Auxili- 
aries have  been  doing  an  excellent  job  in  this  drive.  There  are  no 
final  figures  available  yet,  but  it  is  safe  to  say  that  at  least  twice 
as  many  doctors  and  their  wives  are  registered  now  as  in  the  last  presi- 
dential election  year. 

The  important  thing  is:  Now  that  we  are  registered  to  a high  per- 

centage, let's  get-out-the-vote  in  all  elections. 

As  a matter  of  information,  this  Department  wishes  to  submit  im- 
portant statements  of  the  men  who  have  been  nominated  for  President  and 
Vice-President  by  the  two  major  political  parties  in  this  country. 

These  statements  are  submitted  without  comment,  solely  for  your  informa- 
tion during  this  year  of  crucial  decision  on  the  part  of  the  people. 

STATEMENT  ON  HEALTH  INSURANCE  BY  GENERAL  DWIGHT  D.  EISENHOWER 
Republican  Nominee  for  President 

At  his  press  conference  in  Abilene,  Kansas,  on  June  5,  1952,  Gen- 
eral Eisenhower  was  asked  the  question:  "Are  you  for  Compulsory  Health 

Insurance?" 

Here  is  General  Eisenhower's  reply: 

"I  am  not  going  to  answer  too  specifically,  because  what 
could  be  in  a bill  labeled  compulsory  health  insurance?  I am 
not  so  certain.  But  I can  tell  you  this:  I am  quite  certain 

over  the  years  that  I was  at  Columbia,  no  one  spoke  out  more 
than  I did  against  the  centralization  of  power  in  Washington, 
against  bureaucratic  government  and  submitting  our  lives  to- 
ward a control  that  would  lead  inevitably  to  socialism I 

do  believe  that  every  American  has  a right  to  decent  medical 
care. " 

In  discussing  Federal  aid  to  medical  education,  General  Eisenhower 
said  that  in  private  universities  we  must  "support  medical  education  by 
private  means,  because  if  we  didn't  it  would  be  the  first  step  toward 
the  socialization  of  medicine,  and  I am  against  socialization." 

STATEMENT  ON  HEALTH  INSURANCE  BY  GOVERNOR  ADLAI  STEVENSON  OF  ILLINOIS 

Democratic  Nomiee  for  President 
"I  am  against  the  socialization  of  the  practice  of  medi- 
cine as  much  as  I would  be  against  the  socialization  of  my  own 
profession,  the  law.... If  the  insurance  principle  could  be 
brought  to  bear  on  these  catastrophic  illnesses,  it  would 
largely  eliminate  the  specter  of  terror  from  the  average  home. 

...I  am  sure  that... the  common  objective  can  be  largely  real- 
ized without  the  destruction  of  professional  independence. 

"Basically,  the  problem  is  how  to  lift  people  over  the 
costs  of  major  illness.  I don't  know  whether  voluntary  plans 
can  do  the  job.  I think  the  new  commission  on  medical  needs 
may  well  add  some  light  and  remove  some  heat,  enabling  us  to 
find  a satisfactory  solution  to  this  perplexing  problem." 

* 

In  a press  conference  on  July  30,  1952,  Governor  Stevenson  was 
asked  "whether  he  saw  eye  to  eye  with  Federal  Security  Administrator 
Oscar  Ewing"  on  the  issue  of  Compulsory  Health  Insurance. 

Governor  Stevenson's  reply  to  this  question  was  as  follows: 

"No,  on  a number  of  occasions  in  the  past  I have  indicated  that  I 
thought  a new  approach  was  necessary.  I emphatically  believe  that  we 
must  find  some  solution  to  the  problem  of  catastrophic  illness  and  its 
devastating  expense. 
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"The  President's  Commission,  of  which  my  friend.  Dr.  Paul  V.  Mag- 
nuson  is  Chairman,  might  well  come  up  with  some  recommendations  and  sug- 
gestions which  would  be  more  palatable,  and  I am  hopefully  awaiting  the 
result  of  the  deliberations." 

STATEMENT  ON  HEALTH  INSURANCE  BY  U.  S.  SENATOR  RICHARD  M.  NIXON 
Republican  Nominee  for  Vice-President 

(Excerpts  from  address  delivered  before  the  seventh  annual  meeting. 
Conference  of  Presidents  and  Other  Officers  of  State  Medical  Associa- 
tions, Atlantic  City,  June  10,  1951.) 

"I  would  like... to  express  my  congratulations  to  the  members  of 
this  group,  and  to  the  medical  profession  generally,  for  the  very  splen- 
did political  action  the  medical  profession  took  in  the  last  campaign 
leading  up  to  the  November  election,  and  in  other  previous  campaigns. 

As  a result  of  that  action,  I think  we  can  safely  say  that... there  is  no 
chance  whatever  at  this  time  for  any  type  of  compulsory  health  insurance 
program  to  be  enacted. ...  On  the  other  hand,  I think  you  must  recognize, 
and  that  all  of  us  who  are  interested  in  this  fight  must  recognize,  that  ,■ 
those  who  favor  such  legislation  will  continue  to  work  fanatically  for 
their  cause,  in  the  hope  that  somehow,  sometime  in  the  future,  they  will  , 
be  able  to  accomplish  their  purpose. " 

"I  think... that  a great  number  of  people,  probably  a majority  of 
the  people  in  the  country,  are  convinced  that  the  compulsory  health  in- 
surance programs  which  sound  so  good  in  theory  have  not  worked  out  in  A 
action  in  those  nations  which  have  tried  them." 

"I  am  convinced  that  the  medical  profession  has  taken  a very  long 
step  in  the  right  direction  with  its  recently  announced  program  of  sub- 
sidizing medical  schools  on  a voluntary  rather  than  on  a government 
basis.  I would  suggest  also  that  additional  voluntary  action  is  needed  I 
(in  dealing  with)  the  problem  of  encouraging  wherever  possible  voluntary  A 
health  insurance  programs.  It  seems  to  me  that  the  objective  toward  k 

which  we  should  work  in  the  United  States  is  a system  where  eventually 
anybody  who  wants  health  insurance  can  get  it — where  those  who  should 
have  health  insurance  are  encouraged  to  get  it — but  where  no  one  in  the 
United  States  is  compelled  to  take  out  such  insurance  against  his  will. 

If  the  profession  adopts  that  objective,  we  will  remove  by  voluntary 
action  the  strongest  arguments  that  the  proponents  of  government  control 
of  the  medical  profession  have  at  the  present  time." 

"I  believe  it  is  essential  that  all  members  of  the  medical  profes- 
sion recognize  that  an  attempt  to  socialize  any  American  profession — any 
American  institution — constitutes  a threat  to  all." 

"Traditionally,  the  great  accomplishments  in  this  country  have  not 
been  through  government  action,  but  through  individual  and  cooperative 
action. ...( Our  task)  is  by  precept  and  by  example,  to  prove  to  the  peo-  f 
pie  of  the  world  that  a free  people,  working  as  individuals,  working  co-  < 
operatively,  can  solve  the  problems  of  our  society  and  can  solve  them  ( 
more  effectively  than  can  a government."  ( 

STATEMENT  ON  HEALTH  INSURANCE  BY  U.  S.  SENATOR  JOHN  J.  SPARKMAN 
Democratic  Nominee  for  Vice-President 

"I  am  in  favor  of  adequate  medical  attention  for  the  people  of  this 
country.  However,  I have  not  favored  what  is  generally  known  as  Social- 
ized Medicine. 

"I  would  be  opposed  to  any  plan  which  I thought  would,  in  effect, 
socialise  medicine,  and  to  any  medical  program  which  would  destroy  the 
relationship  of  doctor  and  patient." 

The  foregoing  statement  was  made  by  Senator  Sparkman  in  an  inter- 
view with  Mr.  A1  Goldsmith,  editor  of  Washington  Insurance  Newsletter, 
on  July  31,  1952. 

Washington  Insurance  Newsletter  reported  that  Senator  Sparkman 
strongly  indicated  he  was  opposed  to  the  Truman  National  Compulsory 
Health  Insurance  Program,  but  declined  to  take  a position  on  specific 
bills  now  before  The  Congress. 

In  1949,  when  the  roll  was  called  in  the  U.  S.  Senate  on  President 
Truman's  Reorganization  Plan  No.  1,  which  would  have  created  a Depart- 
ment of  Welfare,  Senator  Sparkman  stood  with  medicine  in  opposition  to 
this  scheme  to  give  Federal  Security  Administrator  Oscar  Ewing  cabinet 
status,  with  increased  power  over  the  health  and  medical  affairs  of  the 
country. 
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The  fast  growing  Tennessee  Academy  of  General  Practice  has  been 
given  a strong  impetus  by  a recent  meeting  of  its  Board  of  Directors. 

The  Directors  shaped  and  approved  a solidly  constructive  program 
for  the  current  year. 

Doctor  C.  B.  Roberts  of  Sparta,  President  of  TAGP,  presided  over 
the  all-day  Sunday  session.  Directors,  Alternates,  Committee  Chairmen 
and  guests  present  were:  Drs.  James  P.  Anderson,  D.  J.  Johns,  Daugh  W. 
Smith  of  Nashville;  E.  L.  Caudill,  Jr.,  Elizabethton  ; L.  A.  Killeffer, 
Harriman ; W.  K.  Owen,  Pulaski;  Paul  Williamson,  Memphis;  Julian  K. 

Welch,  Brownsville  and  W.  A.  Hensley  of  Cookeville. 

The  Directors  first  voted  to  expand  their  Annual  Session,  held  in 
conjunction  with  the  TSMA  Annual  Meeting,  into  a two-day  affair.  On 
Sunday,  April  12,  the  Memphis  Chapter  of  TAGP  will  present  a clinical 
demonstration  of  the  work  being  done  by  the  GP  Clinic  established  at  the 
University  of  Tennessee  Medical  School  last  year.  Doctor  Paul  William- 
son and  Dr.  D.  H.  James  of  Memphis  will  plan  and  conduct  this  demonstra- 
tion, open  to  all  members  of  the  TSMA. 

On  Monday  evening,  the  GP  Academy  will  have  its  usual  program,  con- 
sisting of  a dinner,  a nationally  known  speaker,  installation  of  Presi- 
dent-Elect Killeffer,  election  of  new  officers  and  business  session. 

The  Academy  also  voted  to  finance  and  sponsor  a weekly  newspaper 
column,  circulating  medical  news  of  interest  to  laymen.  The  column  will 
be  prepared  by  the  Public  Service  Committee  of  the  Academy,  headed  by 
Dr.  Killeffer. 

Doctor  Smith,  President  of  the  Tennessee  State  Medical  Association, 
was  asked  to  speak  to  the  Directors,  and  he  had  this  to  say:  "There  is 
no  group  that  has  the  grip  on  the  American  public  that  the  medical  pro- 
fession has,  and  of  the  medical  profession  the  group  that  has  its  finger 
on  the  pulse  is  the  group  known  as  the  'GP'  or  'family  physician',  be- 
cause when  the  family  gets  in  trouble,  the  family  physician  is  the  first 
person  they  think  of,  and  the  preacher  second.  ...  I hope  the  day  will 
never  come  when  you  will  lose  that  grip,  but  that  it  will  ever  grow  with 
you.  " 

Doctor  Smith  also  urged  the  Directors  to  appeal  to  their  members 
for  signatures  committing  them  to  participation  in  the  expanding  and 
liberalized  Tennessee  Plan  of  Voluntary  Health  Insurance.  He  said  his 
experience  revealed  that  the  public  was  pleased  to  know  that  physicians 
sponsored  such  a plan.  He  referred  to  a series  of  meetings  he  has  had 
with  organized  Labor  leaders,  and  quoted  one  of  them  as  saying:  "Our 
doctors  are  next  to  our  ministers  and  we  definitely  don't  intend  to 
stand  by  and  see  anything  come  between  us  and  our  doctors." 

Another  project  approved  by  the  Directors  is  to  request  space  for  a 
monthly  Newsletter,  to  be  inserted  in  the  Journal  of  the  TSMA.  This 
Newsletter  will  report  activities  of  the  State  Academy  and  its  three 
component  chapters  in  Chattanooga,  Memphis  and  Nashville. 

Doctor  Williamson  reported  that  the  University  of  Tennessee  Medical 
School  is  offering  individual  courses  to  GP's  who  act  as  residents  for 
two  or  three  weeks.  Although  only  a few  such  courses  have  been  offered 
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so  far,  the  response  has  been  excellent,  and  this  type  of  Post  Graduate 
Education  will  be  further  explored. 

He  also  mentioned  the  audio-visual  program  at  UT,  commenting  that 
generally  the  films  available  are  largely  of  the  "show  off"  variety,  and 
do  not  show  step-by-step  how  to  follow  the  procedure  in  your  own  office. 
UT  has  begun  making  color  films  to  illustrate  a step-by-step  procedure, 
and  is  trying  to  get  such  films  cleared  for  post  graduate  credit. 

Another  project  mentioned  by  Dr.  Williamson  was  the  recording  of 
clinics,  produced  in  a radio  studio  from  a prepared  script,  so  that  they 
would  "sound  good".  These  have  been  tried  out  on  twenty-five  or  thirty 
doctors,  who  expressed  a great  deal  of  interest.  These  recordings  are 
prepared  particularly  with  the  problems  of  rural  doctors  in  mind. 

Doctor  Joe  L.  Raulston  of  Fountain  City  has  been  asked  to  explore 
the  possibility  of  organising  a GP  Chapter  in  Knoxville  for  the  Upper 
East  Tennessee  area. 

The  TAGP  has  joined  the  Knoxville  Academy  of  Medicine  in  official 
sponsorship  of  a one-day  Post  Graduate  Clinical  Demonstration  at  Knox- 
ville on  November  14.  The  Clinical  Demonstration  (strictly  non-com- 
mercial) will  be  conducted  and  financed  by  Lederle  Laboratories.  The 
social  functions  will  include  a luncheon  in  Knoxville  and  a dinner  in 
Gatlinburg.  Physicians'  wives  are  invited  to  the  dinner. 

A second  appeal  for  signatures  of  physicians  who  want  to  join  the 
Tennessee  Plan  has  gone  out  from  the  office  of  the  Executive  Secretary. 

At  press  time,  slightly  over  twelve  hundred  physicians  have  signed 
the  card  to  participate  in  the  expanded  and  liberalised  Plan. 

The  new  Plan  will  bring  in  many  more  Tennesseans,  because  the  in- 
come limits  have  been  boosted  from  $3,600  a year  (total  family  income) 
to  $4,200  a year.  This  increase  is  designed  to  keep  pace  with  the  ris- 
ing cost  of  living. 

In  his  "President's  Page"  in  last  month's  Journal,  Dr.  Daugh  W. 
Smith  made  this  appeal:  "It  is  quite  evident  that  whatever  the  solution 
may  be,  to  the  financing  of  health  protection,  it  must  emerge  from  the 
states  ; from  State  Medical  Associations  with  their  local  Societies  sup- 
porting the  programs  and  actively,  fully  participating  in  them. 

"That  being  true,  shall  we  in  Tennessee  solve  this  problem  by  es- 
tablishing a formal  program  and  pattern  of  voluntary  health  insurance? 

Or  shall  we  fail  to  exert  the  leadership  and  let  the  problem  be  solved 
elsewhere?  And  you  know  where  ! If  we  elect  the  latter  course,  then  we 
must  prepare  ourselves  to  accept  the  consequences  without  recourse." 

The  Association's  Committee  on  Liaison  with  the  United  Mine  Workers 
of  America  has  been  very  active  in  recent  months  tackling  a vital  prob- 
lem. 

The  Committee  is  seeking  a solution  for  the  problem  of  medical 
care  needs  in  a coal  mine  valley  of  Upper  East  Tennessee.  This  section, 
known  as  Pruden,  or  Little  Fork  Valley,  has  eighteen  thousand  persons, 
mostly  coal  miners,  who  are  badly  in  need  of  clinic  facilities.  The 
Committee,  composed  of  Dr.  B.  M.  Overholt,  Knoxville,  Chairman;  Dr. 

Cecil  E.  Newell,  Chattanooga,  and  Dr.  J.  S.  Hall,  Clinton,  held  its  lat- 
est meeting  in  Nashville  with  Dr.  Daugh  W.  Smith,  Dr.  R.  H.  Kampmeier, 
Dr.  R.  H.  Hutcheson  and  Ed  L.  Bridges. 

Tennessee  physicians  felt  a deep  sense  of  loss  at  the  sudden  death 
of  Mr.  L.  W.  Kibler,  who  served  for  fifteen  years  as  Field  Director  for 
the  Post  Graduate  Medical  Program  sponsored  by  the  TSMA  and  other  organ- 
isations . 

Mr.  Kibler,  who  was  63,  died  of  a heart  attack  at  his  home  in 
Memphis  August  22. 

Last  January  Mr.  Kibler  was  appointed  Director  of  the  Post  Graduate 
Department  of  the  University  of  Tennessee  Medical  School.  He  recently 
gave  up  his  duties  with  the  State  Association's  Post  Graduate  Committee 
last  month,  to  devote  full  time  to  the  new  job. 
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Reliable  information  obtained  by  your  Public  Service  Director  in  Chicago  (September  2)  indi- 
cates that: 

1.  Priority  doctors  in  classification  No.  1 will  be  called  in  moderate  numbers  between  now  and 
January  1,  1953. 

2.  Doctors  in  priority  classification  No.  2 will  be  called  in  fewer  numbers  between  January  1st 
and  April  1st  of  next  year. 

3.  Doctors  in  priority  classification  No.  3 will  not  be  called  before  next  June  or  July,  and  if  they 
are  not  called  before  June  30th,  they  will  not  be  called  at  all  under  the  present  law,  because  it  ex- 
pires at  that  date. 


Newspaper  men  of  Tennessee  agree  that  our  physicians  generally  are 
usually  very  cooperative  in  giving  statements  to  the  press  in  cases 
where  they  do  not  violate  the  privacy  of  the  patient  and  do  not  violate 
any  ethical  principles. 

It  seems  that  this  situation  does  not  hold  true  in  the  State  of 
Oregon.  The  Portland  Bureau  of  the  Associated  Press  made  a survey  re- 
cently to  determine  the  biggest  news  barriers  in  the  state  of  Oregon. 

The  survey  covered  federal  offices,  the  FBI,  the  state  house,  peace 
officers,  city,  county  and  school  offices,  the  Armed  Services,  and  hos- 
pitals and  physicians.  In  the  final  report,  abstracted  in  Editor  & Pub- 
lisher, doctors  and  hospitals  were  rated  the  biggest  news  barriers. 

"This  is  the  biggest  news  barrier,"  the  report  said.  "It  is  the  one 
found  just  about  everywhere  throughout  the  state  of  Oregon." 

Newsmen's  comments  selected  at  random: 

"There  are  only  two  sources  with  which  I have  trouble.  One  is  the 
hospital. " 

"We  have  the  most  trouble  with  doctors.  They  are  about  our  only 
complaint . " 

"We  have  very  poor  relations  with  hospitals.  Doctors  are  the 
greatest  news  barriers  in  this  city.  " 

The  same  issue  of  Editor  & Publisher  reported  on  a Philadelphia 
television  panel  which  discussed  the  doctor's  code  in  dealing  with  the 
press.  It  quoted  one  of  the  participants  as  stating:  "The  doctor's  code 
is  static,  rigid  and  so  hopelessly  rooted  in  the  past  that  it's  com- 
pletely obsolete." 

The  Directors  of  the  Tennessee  Academy  of  General  Practice  re- 
quested one  of  their  Board  members,  Dr.  Wm.  K.  Owen  of  Pulaski,  to  write 
a statement  for  publication  in  this  section  concerning  growth  and  plans 
of  the  Tennessee  Academy  of  General  Practice.  Doctor  Owen's  statement 
follows  : 

"Approximately  five  years  ago  the  American  Academy  of  General  Prac- 
tice was  organized  and  approximately  one  year  later  your  Tennessee  Acad- 
emy of  General  Practice  began  as  a separate  entity  from  the  TSMA.  In 
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the  State  of  Tennessee  there  are  approximately  1,400  general  Practition- 
ers of  a total  membership  of  2,100  in  the  TSMA.  However,  the  State  Med- 
ical Association  is  not  able  to  do  the  job  which  the  TAGP  is  attempting 
to  do.  Please  let  it  be  understood  that  there  is  no  conflict  between 
the  two  organizations. 

"I  am  sure  that  if  general  practitioners  who  have  not  yet  joined 
the  TAGP  understood  and  realized  fully  the  scope  and  possibilities  of 
the  general  practitioners'  organization,  there  would  be  a very  rapid  in- 
crease in  enrollment.  The  AAGP  was  organized  with  the  sole  purpose  of  , 
improving  the  standards  of  the  education  of  the  General  Practitioners  | .oc 
without  any  idea  of  interfering  with,  or  assuming,  the  work  of  any  other  , 
medical  organisation. 

"Although  it  is  not  apparent  to  the  individual  member  of  the  TAGP, 
a great  deal  of  work  has  been  done  in  laying  a good  foundation  for  the 
general  practitioners  of  the  State  of  Tennessee.  This  foundation  work 
is  on  the  verge  of  blossoming  into  what  may  be  the  most  significant  ad- 
vance in  Post-Graduate  Medical  Education  in  the  United  States. 

"Let  us  not  be  weary  of  the  fight  but  continue  to  be  one  of  the 
best  groups  of  practitioners  in  the  United  States,  as  is  apparently  our 
good  fortune  at  the  moment." 


Nursing  Education,  just  as  medical  education,  is  always  changing  to 
keep  pace  with  the  changing  world  of  medical  care. 

Two  years  ago,  the  Tennessee  General  Assembly  created  a State  Board 
of  Nursing  which  has  issued  numerous  licenses  to  Practical  Nurses.  The 
Licensed  Practical  Nurses'  Association  of  Tennessee  has  been  organized. 
Mrs.  Mary  Denniston,  President  of  the  Nashville  Area  of  the  Licensed 
Practical  Nurses'  Association,  has  requested  that  we  give  the  following 
message  to  members  of  the  Tennessee  State  Medical  Association.  Mrs. 
Denniston  writes: 
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"The  trained  Licensed  Practical  Nurse  would  like  for  doctors  and 
the  general  public  to  know  more  about  our  program. 

"We  are  given  three  months  classroom  instructions  in  nursing  care, 
procedures,  and  ethics,  mostly  ethics;  by  a well  qualified  R.N.  In- 
structor. Then,  we  receive  nine  months  of  hospital  training,  consisting 
of  two  months  surgical,  two  months  medical,  one  month  each  of  pediatrics 
and  obstetrics,  and  three  months  general  or  special  training. 


"We  can  care  for  the  aged,  convalescent,  chronically  ill,  mother 
and  child,  home  nursing,  and  work  in  hospitals  under  supervision.  We 
can  care  for  the  critically  ill  under  the  supervision  of  an  R.N.  or  a .. 
Doctor.  We  can  and  do  adjust  ourselves  to  most  any  environment.  We  are 
ready  for  more  fields  of  service.  ^ 

"Every  L.P.N.  who  has  satisfactorily  completed  her  training  is  now  ol 
working.  We  need  more  students,  but  we  want  the  doctors  to  know  we  take 
orders  from  an  R.N.  when  in  a hospital,  and  from  doctors  when  working 
directly  with  or  for  them.  We  are  trained  to  do  good  bedside  nursing 
care  and  obey  orders." 


At  the  Knoxville  Annual  Session,  the  Memphis  delegation  obtained 
adoption  of  a resolution  favoring  a two-year  course  in  nursing  educa-  N 
tion.  At  least  one  nursing  school  in  the  State  is  now  studying  the  pos- 
sibilities  of  establishing  such  a course.  Columbia  University  already  C 

is  conducting  such  a course  as  a national  pilot  test.  That  experiment  H 

is  being  watched  closely  by  those  interested  in  nursing  education  and 
the  production  of  more  nurses. 
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The  Board  of  Trustees  will  hold  its  regular  semiannual  session  in 
Nashville  on  November  2 at  the  Association  headquarters — 325  Doctors 
Building.  The  Board  will  have  a heavy  agenda  including  a review  of  a 
financial  statement  for  the  first  nine  months  of  this  year,  and  the 
adoption  of  a budget  for  1953.  The  Board  is  an  interim  policymaking 
body,  and  within  the  authorisations  of  the  House  of  Delegates,  will  plan 
the  course  of  the  Association's  affairs  for  next  year.  In  addition  to 
fiscal  matters,  the  Board  will  appoint  committeemen  to  fill  vacancies, 
elect  a successor  to  the  late  Dr.  Kyle  Copenhaver,  Councilor  of  the 
First  District  and  Chairman  of  the  Council,  act  on  recommendations  af- 
fecting the  Journal , review  the  operations  of  the  headquarters  office, 
and  give  general  direction  to  the  Association's  activities  for  the  next 
six  months.  A detailed,  but  synoptic  report  of  the  Board's  actions  will 
be  reported  in  this  section  next  month. 

Upon  request  of  Dr.  Paul  Magnus  on.  Chairman  of  the  President's  Com- 
mission on  the  Health  Needs  of  the  Nation,  your  Executive  Secretary  tes- 
tified before  the  Commission  in  Saint  Louis  on  September  15.  The  Com- 
mission is  holding  area  hearings  all  over  the  nation  for  the  purpose  of 
collecting  data  and  information  to  be  used  in  compiling  its  report  this 
December.  The  testimony  covered  six  areas  of  major  interest  to  the  Com- 
mission: (1)  health  personnel,  (2)  adequacy  of  local  public  health 
units,  (3)  medical  research,  (4)  hospitals,  (5)  costs  of  medical  care 
and  prepaid  insurance,  (6)  a review  of  federal,  state  and  local  health 
programs.  It  was  a big  assignment,  and  was  undertaken  for  two  reasons: 
(1)  to  furnish  the  Commission  with  authoritative  information,  and  (2)  to 
avoid  the  criticism  that  medical  societies  defaulted  and  were  not  co- 
operative. 

Your  Executive  Secretary  is  particularly  indebted  to  the  following 
people  who  supplied  invaluable  information  on  a very  short  notice  for 
inclusion  in  the  testimony:  Dr.  0.  W.  Hyman,  Dean  of  UT  Medical  School; 
Dr.  R.  H.  Hutcheson,  Commissioner  of  Public  Health;  Dr.  John  B.  Youmans, 
Dean,  Vanderbilt  School  of  Medicine;  Dr.  C.  E.  Brehm,  President,  Univer- 
sity of  Tennessee  ; Dr.  Ruth  Puffer,  Department  of  Public  Health,  and 
many  others. 

The  UMWA  Liaison  Committee  composed  of  Dr.  B.  F.  Overholt,  Knox- 
ville, Chairman,  Dr.  Cecil  Newell,  Chattanooga,  and  Dr.  J.  S.  Hall, 
Clinton,  has  moved  rapidly  toward  the  solution  of  a serious  medical  care 
problem  in  a section  of  the  coal-mining  area  of  East  Tennessee.  Ear- 
lier, the  Committee  participated  in  a survey  of  the  medical  care  facili- 
ties of  the  area  in  cooperation  with  the  AMA  and  the  UMWA  Health  and 
Retirement  Fund  representatives.  Following  the  receipt  of  a confiden- 
tial report  of  the  Survey  Committee,  our  Liaison  Committee,  with  first- 
hand knowledge  of  the  situation,  is  planning  a practical  solution. 

Dr.  Overholt  and  your  Executive  Secretary  attended  a conference  of 
representatives  of  the  AMA,  the  Directors  of  the  UMWA  Fund,  state  medi- 
cal association  UMWA  committees,  and  state  medical  association  officers 
in  Charleston,  W.  Va. , on  September  6-7.  At  this  two-day  conference  the 
medical  care  problems  in  the  mine  areas  of  Pennsylvania,  Kentucky,  West 
Virginia,  Virginia,  and  Tennessee  were  reviewed.  The  UMWA's  program  in- 
cluding the  construction  of  ten  proposed  hospitals  was  discussed  and 
representatives  of  state  medical  associations  were  invited  to  propose 
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their  solutions.  To  the  credit  of  the  profession,  representatives  of 
medical  associations  were  constructive  in  their  views  and  a mutual  un- 
derstanding of  the  problem  was  one  result  of  the  conference.  Tennessee, 
and  Dr.  Overholt's  committee  in  particular,  was  commended  for  the  prac- 
tical solution  of  Tennessee's  share  of  the  problem.  The  Tennessee 
project  is  still  in  the  planning  stage,  but  subsequent  action  will  carry 
it  to  conclusion — a project  of  which  Tennessee  physicians  can  well  be 
proud.  The  conference  will  be  made  an  annual  affair. 

The  revision  of  the  Tennessee  Plan  is  going  along  smoothly.  So 
far,  not  a single  underwriter  has  indicated  that  they  are  not  cooperat- 
ing. Doctors  are  cooperating,  too.  More  than  1,600  Tennessee  physi- 
cians have  signed  and  returned  new  participating  agreements.  The  prin- 
cipal aspects  of  the  revision  are  as  follows:  (1)  All  of  the  thirty- 
three  underwriters  will  substitute  the  Revised  Fee  Schedule  in  all  poli- 
cies after  October  1,  1952.  (The  new  schedule  has  a $200.00  maximum 
benefit;  the  old  Tennessee  Plan  schedule  was  a $175.00  maximum  benefit.) 
(2)  Underwriters  have  agreed  to  not  sell  any  more  of  the  $175.00  con- 
tracts to  new  accounts,  and  have  also  agreed  to  substitute  the  revised 
schedule  at  the  annual  renewal  date  for  the  old  schedule.  (3)  Substitu- 
tion of  the  revised  schedule  on  anniversary  dates  of  present  contracts 
will  continue  until  October,  1953.  It  is  anticipated  that  practically 
all  old  plans  will  thus  be  converted  within  one  year.  (4)  Participating 
doctors  will  continue  to  service  the  old  Tennessee  Plan  ($175.00  sched- 
ule) so  long  as  any  contracts  are  outstanding. 

WE  NEED  MORE  PARTICIPATING  AGREEMENTS  ! It  is  hoped  that  by  the 
time  the  first  list  under  the  revised  schedule  is  printed,  that  we  will 
have  1,800.  Doctors  desiring  to  sign  the  new  agreement  should  do  so  at 
once  in  order  that  their  names  can  be  included. 

Your  headquarters  office  is  improving  its  placement  service — a 
method  of  "getting  doctors  and  communities  together."  During  the  past 
week,  Mr.  Eugene  Dye  from  the  AMA's  Council  on  Medical  Service,  spent 
two  days  with  your  Executive  Secretary  and  supervised  the  modification 
of  this  service. 

Here's  the  new  plan.  The  service  will  be  without  cost  and  is  de- 
signed to  assist  the  following:  (1)  doctors  seeking  a location,  (2)  com- 
munities seeking  a doctor,  and  (3)  doctors  seeking  an  associate  or  par- 
ner.  Basic  information  will  be  secured  by  questionnaires.  When  a com- 
munity asks  for  the  service,  a questionnaire  will  be  mailed  to  the  per- 
son, or  a civic  leader  or  club  requesting  detailed  information  about  the 
community — the  kind  of  information  any  doctor  would  want  before  consid- 
ering the  location.  When  a doctor  writes  in  stating  that  he  is  inter- 
ested in  locating  in  Tennessee,  he  will  be  mailed  a questionnaire  which 
will  give  us  important  information  about  him — personal  history,  medical 
training,  type  of  practice  interested  in,  and  preferences  of  location. 
When  a doctor  desires  an  associate  or  partner,  he  will  be  supplied  with 
detailed  information  about  all  doctors  currently  seeking  a location. 

A brief  abstract  of  community  information  and  information  about 
doctors  desiring  a location  will  be  carried  each  month  in  the  Journal , 
each  with  a reference  number.  Communities  and  doctors  will  be  able  to 
secure  detailed  information  by  writing  the  Executive  Secretary's  office. 
It  is  expected  that  some  communities  may  seek  a doctor  or  doctors  when 
in  reality  no  need  exists.  In  order  to  have  competent  advice  on  a com- 
munity's need  for  a doctor,  THE  LOCAL  MEDICAL  SOCIETY  will  be  queried  on 
the  community's  need.  Although  this  service  cannot  and  should  not  take 
the  place  of  local  inspection,  it  should  assist  doctors  and  communities 
in  "getting  on  the  right  track"  with  a saving  of  time  and  effort  to 
both. 

Dr.  John  R.  Glover,  Nashville  orthopedic  surgeon,  has  been  appoint- 
ed to  the  Executive  Subcommittee  of  the  Association's  Prepaid  Insurance 
Committee  by  Chairman  N.  S.  Shofner,  M.D.  The  Executive  Subcommittee  is 
composed  of  Drs.  Glover,  D.  W.  Smith,  R.  H.  Kampmeier,  N.  S.  Shofner, 
and  Mr.  Charles  Cornelius,  Sr.  This  Committee  is  charged  with  making 
administrative  decisions  affecting  the  operation  of  the  Tennessee  Plan. 


Doctor  Roy  L.  McDonald,  Co-Chairman  of  the  Public  Service  Committee 
of  the  Knoxville  Academy  of  Medicine,  sent  me  an  excellent  "prescrip- 
tion," which  in  my  opinion  will  cure  the  cancer  in  the  body  politic. 

On  one  of  his  prescription  blanks  he  pasted  the  following  news  item: 

NOW  WILL  YOU  VOTE? 

NEW  YORK,  October  2 (INS) — The  Greeks  had  a 
word  for  it  ! 

The  word  was  "idiotes"  meaning  citizens  who  did 
not  take  part  in  public  voting.  The  English  "Idiot" 
stems  from  it. 

The  medical  profession  in  Tennessee,  thanks  to  the  excellent  as- 
sistance of  the  State  and  Local  Auxiliaries,  is  now  registered  to  vote 
in  the  November  4 election  to  an  average  percentage  of  ninety  to  ninety- 
five.  Follow-up  checks  indicate  that  some  ninety  to  one-hundred  per 
cent  of  those  registered  actually  voted  in  the  August  7 Primary,  despite 
the  handicap  of  standing  in  line  from  three  to  four  hours  at  some  under- 
staffed polling  places  in  the  larger  cities.  Specific  efforts  have  been 
made  to  relieve  this  situation. 


Like  the  Harvest  Moon,  the  fair  season  is  sweeping  across  the  coun- 
try, and  several  medical  societies  in  Tennessee  took  advantage  of  the 
season  to  tell  medicine's  story  to  several  hundred  thousand  persons. 

The  Knoxville  Academy  of  Medicine  went  all-out  again  with  a compre- 
hensive and  attractive  booth  featuring  several  items. 

Health  movies  were  projected  throughout  each  of  the  six  days  of  the 
TVA&I  exposition.  This  always  results  in  the  placement  of  such  movies 
in  many  East  Tennessee  Schools  throughout  the  coming  term. 

A new  and  highly  useful  section  of  the  booth  was  devoted  to  first 
aid.  This  section  was  staffed  by  an  intern  and  a nurse  at  all  times, 
and  equipped  with  medicine,  instruments  and  a snow-white  cot.  Patients 
treated  there  (for  free  of  course)  included  those  suffering  from  a heart 
condition,  a perforated  ulcer,  a broken  ankle,  a broken  knee,  two  burn 
cases,  one  poison  insect  sting  and  six  cases  of  "ferris  wheel"  nausea. 

Literature  distributed  included  an  excellent  pamphlet  by  AMA  titled 
"Your  Money's  Worth  in  Health,"  several  thousand  copies  of  "Today's 
Health,"  thousands  of  copies  of  "The  Tennessee  Plan"  pamphlets.  A skel- 
eton borrowed  from  Jack  Massey  proved  to  be  an  excellent  educational 
item  for  the  booth. 

For  the  first  time,  the  Academy  permitted  your  Public  Service  Di- 
rector to  stage  actual  demonstrations  on  the  use  of  the  electrocardio- 
graph. Three  Academy  members  demonstrated  the  cardiograph  on  "patients" 
and  the  response  was  excellent.  Following  these  demonstrations  (also 
for  the  first  time),  color  movies  of  complicated  heart  surgery  performed 


in  Knoxville  were  shown  to  tne  public.  Contrary  to  predictions,  only  a 
half-dozen  persons  out  of  300  turned  away  from  the  movies. 

The  main  purpose  of  the  EKG  demonstration  was  to  deemphasize  the 
"gadget-mindedness"  of  the  public  and  to  show  that  the  important  factors 
in  diagnosis  are  found  in  the  head  and  the  hands,  the  skill  and  the 
training  of  the  physician — not  in  a machine. 

A closely  estimated  forty-nine  thousand  persons  visited  the  Knox- 
ville Academy  of  Medicine  fair  booth. 

Jack  Ballentine  reports  in  the  Medical  Newsletter  on  the  State  Fair 
booth  of  the  Nashville  Academy  of  Medicine  as  follows: 

"The  Medical  Exhibit  for  the  education  of  the  public  at  the  state 
fair  was  extremely  successful . Nine  thousand  copies  of  "Today's 
Health",  six  thousand  copies  of  "Your  Money's  Worth  in  Health",  six 
thousand  copies  of  "A  Doctor  For  You",  and  five  thousand  five  hundred 
copies  of  the  pamphlet  explaining  the  Tennessee  Plan  of  Insurance  were 
distributed.  An  estimated  85,000  persons  viewed  the  exhibit.  Assist- 
ing in  manning  the  booth  were  representatives  of  the  nurses  association. 
As  a part  of,  and  in  keeping  with  the  Academy's  Public  Service  Program, 
prospective  people  were  interviewed  that  showed  interest  in  entering  the 
nursing  profession.  It  was  estimated  that  some  200  to  300  people  were 
given  detailed  information  and  urged  to  enter  nursing  work." 


Health  Agencies  of  Putnam  County  entered  the  fair  exhibit  field  for 
the  first  time  and  found  it  a most  worthwhile  venture. 

A deserved  bouquet  must  be  tossed  to  Mr.  Elmer  L.  Crozier,  Adminis- 
trator of  the  Cookeville  General  Hospital  who  acted  as  coordinator,  an- 
nouncer and  Generalissimo  of  the  combined  exhibits  arranged  in  a rented 
tent  at  an  advantageous  spot  on  the  fair  ground. 

Exhibits  in  tent  were  shown  by  the  Putnam  County  Medical  Society, 
Cookeville  General  Hospital,  Red  Cross  Local  Chapter,  Polio  Local  Chap- 
ter, Tennessee  Hospital  Service  Association  and  local  Health  Department. 
The  exhibits  also  included  a first  aid  station.  A large  banner  over  the 
tent  announced  free  health  movies  and  free  ice  water.  Both  of  these 
proved  to  be  "crowd-swarming"  attractions.  It  was  estimated  that  ap- 
proximately 15,000  persons  came  through  the  tent  during  the  three  days 
of  the  fair. 

The  Putnam  County  Medical  Auxiliary  and  the  Cookeville  Jaycetts 
acted  as  hostess  to  the  public,  distributing  literature  and  answering 
questions.  A health  questionnaire  brought  in  416  completed  forms. 

I wish  every  member  of  the  Tennessee  State  Medical  Association 
could  have  attended  the  Fall  Meeting  and  Dinner  and  Board  of  Directors 
meeting  of  the  State  Woman's  Auxiliary. 

It  was  stimulating  to  notice  the  interest  doctors'  wives,  in  posi- 
tions of  leadership,  are  showing  in  our  fight  to  extend  medical  care. 

The  various  Committee  Chairmen,  Directors,  Vice-Presidents,  Of- 
ficers and  Local  Auxiliary  Presidents  made  solid  suggestions  for  pro- 
grams and  projects  which  will  redound  to  the  benefit  of  every  Tennessean 
in  need  of  medical  care. 

Your  Public  Relations  Department  is  proud  of  its  affiliation  with 
the  Woman's  Auxiliary.  We  wish  to  herewith  make  a full  bow  to  Mrs. 

Jewel  Dorris  of  Memphis,  highly  capable  and  dynamic  President  of  the 
State  Auxiliary  for  the  current  year. 
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Semiannual 
Meeting, 
Board  of 
Trustees 


Committee 

Chairmen 

Appear 

Before 

Board 


The  Board  of  Trustees  held  its  regular  semiannual  meeting  on  Novem- 
ber 2 at  the  Association's  headquarters  in  Nashville,  convening  at  10:00 
a.m.  and  adjourning  at  4 p.m.  Those  present  were:  Chairman  James  C. 
Gardner,  Charles  C.  Trabue  IV,  E.  G.  Kelly,  and  A.  M.  Patterson.  Ab- 
sent, Carrol  C.  Turner.  Others  present  were  President  Daugh  W.  Smith, 
Editor  R.  H.  Kampmeier,  Public  Service  Director  Ed  Bridges,  and  Execu- 
tive Secretary  V.  0.  Foster.  Assisting  the  Board  by  taking  minutes  and 
handling  arrangements  were  staff  members  Peggy  Odell  and  Margaret  Rawls. 

By  request,  two  chairmen  of  Association  Committees  appeared  before 
the  Board  to  review  their  respective  Committee's  recent  actions  and  to 
request  further  instruction  and  assistance.  They  were  Dr.  H.  H.  Shoul- 
ders, Chairman  of  the  Veterans  Affairs  Committee,  and  Dr.  B.  M.  Over- 
holt, Chairman  of  the  UMWA  Liaison  Committee.  Dr.  Shoulders  stated  that 
the  Tennessee  Resolution  on  the  Hospital  and  Medical  Care  of  Veterans 
was  now  under  review  by  a special  reference  committee  of  the  AMA,  and  re- 
vealed plans  for  working  for  the  adoption  of  the  "Tennessee  Resolution" 
at  the  December  session  of  the  AMA  in  Denver. 


UMWA  Dr.  Overholt  reviewed  his  Committee's  activities  directed  toward 

Liaison  improvement  of  medical  care  in  the  Pruden  Valley  mining  area.  Following 

Committee  up  a confidential  report  of  a national  survey  committee  on  conditions  in 
Commended  the  mining  fields,  the  UMWA  Liaison  Committee  has  been  very  active  in 
and  Expanded  finding  solutions.  Pointing  out  the  difficult  problems  ahead,  Dr.  Over- 
holt proposed  four  actions  which  were  approved  by  the  Board:  1)  In- 

creasing substantially  the  membership  of  the  Liaison  Committee  (3  mem- 
bers) to  include  representatives  of  medical  schools,  state  health  de- 
partment, one  member  of  the  Board  of  Trustees,  and  representatives  of 
other  agencies  with  an  interest  in  the  problem;  2)  Devise  methods  of 
providing  consultant  services  to  general  practitioners  in  the  area;  3) 
Expanding  general  practitioner  services  in  the  area;  and  4)  Promoting 
the  construction  of  an  adequate  clinical  facility.  The  Board  commended 
Dr.  Overholt  for  his  Committee's  constructive  actions,  authorized  him 
the  expansion  of  his  committee,  and  requested  that  he  report  back  with 
specific  proposals  for  the  solution  of  the  problem. 


Detailed 

Financial 

Statements 

Submitted 


The  Executive  Secretary  presented  the  Board  with  a detailed  finan- 
cial statement  covering  the  first  three  quarters  of  the  budget  year,  a 
statement  of  fund  balances,  a statement  of  the  operation  of  the  Public 
Service  Department,  and  a proposed  budget  for  1953.  The  financial  re- 
ports were  approved.  A significant  fact  about  the  financial  report  was 
that  96%  of  our  anticipated  revenue  for  the  year  had  been  received  and 
only  70%  of  appropriated  funds  had  been  expended  during  the  three  fiscal 
quarters . 


1953  Budget 
Adopted 


The  budget,  as  adopted  for  1953,  is  $500.00  less  than  the  1952 
budget.  It  also  follows  instructions  of  the  House  of  Delegates  in  that 
it  contains  specific  appropriations  for  the  Public  Service  Department. 
The  1953  budget  is  as  follows: 


Budgetary  BUDGET , 1955 


Provisions  ESTIMATED  BALANCE  ON  HAND — JANUARY  1,  1953  $ 5,000.00 

ESTIMATED  RECEIPTS: 

Dues  48,500.00 

Journal  Advertising  16,000.00 

Exhibit  Rentals  6,000.00 

Miscellaneous  500.00 

TOTAL  $76,000.00 
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APPROPRIATIONS: 

General 

Public 

Total 

Fund 

Service 

Journal  Expense 

$14,000.00 

$14,000.00 

Salaries 

14,100.00 

$10,200.00 

24,300.00 

Travel  Expense 

1,000.00 

2,000.00 

3,000.00 

Rent 

1,512.00 

1,008.00 

2,520.00 

Telephone  and  Telegraph, 

Messenger  Service 

360.00 

1,440.00 

1,800.00 

Printing,  Stationery,  Supplies 

800.00 

2,400.00 

3,200.00 

Clipping  Service 

150.00 

150.00 

Audit 

200.00 

200.00 

Editor's  Honorarium  and 

P 

Clerk  Hire 

3,600.00 

3,600.00  C 

Committee  Expense 

800.00 

200.00 

1,000.00  l 

Board  of  Trustees 

500.00 

500.00 

AMA  Delegates,  Other  Officers 

1,000.00 

1,000.00 

Annual  Meeting 

4,500.00 

500.00 

5,000.00 

Attorney's  Fees 

1,000.00 

1,500.00 

2,500.00 

Essay  Contest 

500.00 

500.00 

Post  Graduate  Instruction 

10,000.00 

10,000.00 

Replacement  and  New  Equipment 

250.00 

250.00 

500.00 

AMA  General  Practitioner  Award 

100.00 

100.00 

Contingency  Fund 

(Unappropriated) 

2,130.00 

2,130.00 

TOTALS : 

$56,002.00 

$19,998.00 

$76,000.00 

In  order  to  expedite  action  between  meetings  of  the  Board,  mail 
votes  are  often  taken.  Mail  Votes  confirmed  were: 

1)  Appointment  of  Physical  Therapy  Committee  — Dr.  George  W.  Shel- 
ton, Chattanooga,  Dr.  S.  Ben  Fowler,  Nashville,  and  Dr.  Marcus  Stewart, 

Memphis . 

2)  Supplemental  appropriation  of  $200.00  for  Committee  on  Veterans 
Affairs. 

3)  Providing  space  for  GPs  in  the  Journal  (provided  space  is  paid 
for  and  copy  edited  by  the  Editor) . 

4)  Transferring  Building  Fund  Account  to  the  Tennessee  Medical 
Foundation. 

5)  Place  and  time  of  semi-annual  meeting  (Nashville,  November  2). 

6)  Accepting  alcoholic  institutional  advertising  for  the  Journal. 

7)  Approval  of  the  budget  for  the  Public  Service  Department. 

The  matter  of  inviting  all  specialty  groups  to  meet  concurrently 
with  the  State  Association's  annual  meeting  had  been  submitted  by  mail 
vote,  but  decision  was  deferred  until  the  regular  session.  Since  the 
matter  of  the  specialty  scientific  programs  would  need  to  be  correlated 
with  the  scientific  programs  of  the  Association's  general  sessions.  Dr. 
Kampmeier  as  program  chairman  reported  that  he  had  polled  his  committee 
on  the  subject.  The  committee  voted  almost  unanimously  to  approve  a 
proposal  that : 

1)  The  House  of  Delegates  meet  on  Monday  (No  scientific  sessions, 
either  general  or  specialty). 

2)  That  general  sessions  (Association)  be  held  on  the  MORNINGS  of 
Tuesday,  Wednesday  and  Thursday. 

3)  That  specialty  scientific  sessions  be  held  in  the  AFTERNOONS 
of  Tuesday,  Wednesday,  and  Thursday. 

Upon  thorough  discussion,  the  above  proposal  was  adopted  by  the 
Board  and  the  Executive  Secretary  was  instructed  to  inform  all  specialty 
societies  of  the  action. 

Dr.  Joe  L.  Raulston  was  appointed  by  the  Board  to  fill  out  the  term 
of  Dr.  Kyle  Copenhaver  (deceased)  as  Councilor  of  the  Second  District. 
The  office  will  be  subject  to  election  by  the  House  of  Delegates  at  the 
next  session.  Dr.  D.  W.  Seward,  Nashville  Councilor  of  the  Sixth  Dis- 
trict was  named  Chairman  Pro  Tem  of  the  Council,  pending  its  organiza- 
tion at  the  annual  meeting. 


PS  Project 
Gets  National 
Attention 


Another 
Project  Is 
Acclaimed 


"Hair  Down" 
Meeting 
Planned  for 
Jackson 


The  Public  Service  Committee  of  the  TSMA  pioneered  in  the  develop- 
ment of  a project  under  which  Public  Relations  Courses  have  been  given 
to  more  than  1,000  Doctors'  Assistants. 

The  current  classes  will  end  in  November  and  December  in  two  more 
areas,  one  in  Johnson  City  and  the  other  in  Sparta.  These  two  cover 
some  23  counties.  They  have  been  well-attended  and  the  young  women  en- 
rolled have  shown  deep  interest  in  their  jobs  and  in  their  employer- 
doctors.  They  face  some  real  problems  in  dealing  with  the  stream  of 
humanity  which  flows  through  doctors'  offices,  hospitals  and  labora- 
tories. The  PS  Committee  hopes  that  these  courses  have  been  of  benefit 
to  the  young  women.  If  they  have,  then  they  will  benefit  our  doctors. 

Because  this  is  the  first  such  project  in  the  nation,  it  has  been 
closely  watched  by  the  American  Medical  Association,  and  by  the  other 
State  Medical  Associations. 

The  AMA  thinks  enough  of  it  to  use  the  Tennessee  Pattern  as  the 
keynote  kickoff  at  the  annual  Public  Relations  Program  to  be  held  in 
Denver  in  connection  with  the  Interim  Session  of  the  AMA.  Your  Commit- 
tee appreciates  that  recognition  and  hopes  that  this  project  spreads 
throughout  the  nation. 

Tennessee  is  recognised  a second  time  on  the  December  meeting  in 
Denver.  Dr.  Richard  0.  Cannon,  Administrator  of  Vanderbilt  Hospital,  is 
a panelist  on  a portion  of  the  PR  session  devoted  to  hospitals,  doctors 
and  public  relations. 

Dr.  Cannon  will  discuss  the  Press  and  Radio  Code  developed  and 
effectuated  by  the  Nashville  Academy  of  Medicine.  Under  this  Code,  doc- 
tors, hospitals  and  the  press  and  radio  of  Nashville  are  working  closely 
together  for  the  mutual  benefit  of  both.  As  a result,  the  public  is 
better  informed-yet  the  privacy  of  the  patient  is  strongly  protected. 

Another  Nashville  Academy  project — the  institution  of  a Grievance 
Committee  for  public  use — was  recently  publicized  in  the  Magazine  sec- 
tion of  the  Nashville  Tennessean.  More  and  more  local  societies  in  the 
State  are  developing,  or  activating  their  Grievance  Committees. 

Reaction  from  the  people  seems  to  be  that  they  appreciate  having  a 
private  forum  before  which  they  may  air  their  complaints.  One  patient's 
reaction  was  summed  up  like  this:  a profession  which  regulates  its  mem- 
bers deserves  NO  regimentation  by  the  government. 

Last  May,  the  PS  Committee  voted  to  urge  the  48  local  societies  to 
devote  at  least  one  meeting  each  year  to  Medical  Ethics.  It  was  sug- 
gested that  the  meetings  be  "hair  down"  sessions,  with  speakers  pointing 
the  finger  at  violations  of  the  ethical  code  which  constantly  bring 
criticisms  down  on  the  profession. 

The  Memphis  and  Nashville  Societies  have  held  such  meetings.  In 
both  cases,  the  criticism  was  invited  from  outsiders  and  both  meetings 
were  hailed  as  a success. 

Now  the  West  Tennessee  Consolidated  Medical  Assembly  is  planning  a 
"family  affair"  session  on  Medical  Ethics  for  the  January  6 meeting  in 
Jackson.  First,  three  M.D.  speakers  from  outside  the  15-county  Assembly 
will  discuss  these  topics: 


They  Got  Out 
The  Votes  on 
November  4th 


Another  Vote 

Reminder 

litem 


I.  Abuses  of  Hospitalization  Insurance  by  the  Doctor,  the  Patient, 
the  Insurance  Company,  and  the  Hospital. 

II.  Unnecessary  Surgery. 

III.  Medico-Legal  Problems  Facing  Tennessee  Doctors. 

Then,  a question  and  answer  period  will  follow.  With  such  topics 
as  these,  this  question  and  answer  period  should  be  a lively  one. 

The  speakers  will  be  announced  in  the  next  Journal . 

Thanks  to  the  State  and  Local  Woman's  Auxiliaries  the  PS  Committee 
prospect  of  obtaining  registration,  and  voting,  by  doctors'  families  was 
a heartening  success.  Of  course  nobody  knows  yet  how  many  doctors  and 
their  wives  did  vote  November  4,  but  a safe  "guesstimate"  would  be  bet- 
ten  than  90  per  cent. 

The  local  Auxiliaries  set  up  telephone  and  courthouse  committees. 
They  contacted  doctors  and  their  wives  by  telephone  and  urged  them  to 
register  and  vote.  Then  they  checked  courthouse  registration  rolls. 

Then  they  contacted  some  more.  There  was  NO  heckling  about,  just  a firm 
but  polite  insistence  that  the  medical  families  exercise  one  of  the 
freedoms  they  have  left— the  right  to  vote  without  someone  in  the  booth 
with  you,  telling  you  say  "Ja!" 

Dr.  L.  W.  Edwards,  Committee  Chairman,  has  written  the  Auxiliary 
Presidents  thanking  them  for  the  superb  job  the  distaff  side  turned  in 
on  this  important  project. 

One  Nashville  doctor  is  credited  with  a neat  wisecrack  on  election 
day.  He  was  far  back  in  the  line  and  his  arches  were  suffering.  A fel- 
low doctor  who  had  voted  spotted  him  and  said  cheerfully:  "Well,  I see 
you're  exercising  your  franchise." 

The  retort  was:  "No,  my  franchise  is  exercising  me!" 

Public  Service  in  the  get-out-the-vote  campaign  took  still  another 
form.  The  Committee  distributed  80,000  free  napkins  to  hotels,  large 
and  small  restaurants  and  clubs  throughout  the  State.  These  were  meal- 
time reminders  to  Tennesseans  some  two  weeks  before  the  election. 

The  white  napkins  carried  red  and  blue  printed  messages  on  two 
sides.  One  message  reminded  the  people  of  the  small — 51  per  cent — num- 
ber of  Americans  who  voted  in  the  1948  General  Election.  The  other 
message  showed  the  relatively  large  percentage  of  people  who  voted  in 
foreign  countries. 

Here  is  a sample  letter  from  one  of  the  public  spirited  citizens 
who  cooperated  in  this  project  by  distributing  the  napkins: 

"Mr.  Ed  Bridges 
Public  Service  Director 
Tennessee  State  Medical  Association 
Nashville  3,  Tennessee 
Dear  Mr.  Bridges: 

You  were  very  kind  to  send  us  the  two  packages  of  napkins.  We  are 
using  these  to  our  best  advantage  and  hope  that  it  will  result  in  get- 
ting out  a bigger  vote  during  the  coming  election.  The  Tennessee  State 
Medical  Association  is  to  be  congratulated  on  the  fine  civic  spirit  as 
witnessed  by  their  effort  in  getting  out  these  napkins. 

With  kindest  regards,  I am 
Sincerely  yours, 

J.  Garnett  Andrews 
Manager,  Patten  Hotel 
Chattanooga,  Tenn." 
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Almost  1,700  physicians  have  signed  participating  agreements  to 
service  the  Revised  Tennessee  Plan.  Thirty-one  insurance  companies  and 
non-profit  associations  have  submitted  policies  which  have  been  ap- 
proved, incorporating  the  revised  fee  schedule.  New  brochures  describ- 
ing the  Revised  Plan  are  now  available  from  this  office.  A copy  of  the 
brochure  which  lists  participating  physicians,  approved  underwriters, 
the  revised  fee  schedule  and  questions  and  answers  about  the  Plan,  along 
with  50  copies  of  a little  folder  for  your  patients  to  read  will  be 
mailed  all  participating  physicians  shortly. 

During  January,  a paid  newspaper  advertising  program  will  be  used 
to  tell  the  public  about  the  new  Tennessee  Plan.  An  attractive  ad  will 
run  in  every  newspaper  in  Tennessee.  Underwriters  have  been  invited  to 
purchase  "follow-up"  advertising  to  indicate  that  they  sell  the  Plan. 
Local  medical  societies  may  also  purchase  space  telling  the  local 
community  that  the  medical  society  endorses  the  Tennessee  Plan  and  that 
a majority  of  its  members  (100%  in  many  cases)  are  participating  in  the 
Plan. 


The  Association's  master  ad  will  be  paid  for  out  of  the  Promotional 
Fund  which  was  voluntarily  subscribed  by  our  approved  underwriters.  Ap- 
proximately $3,800.00  of  this  fund  will  be  required.  Now  that  the  Revi- 
sion of  the  Plan  is  completed,  a rapid  rise  in  sales  is  expected.  More 
than  400,000  are  already  insured  under  the  Plan. 

The  Association  was  represented  at  a Regional  meeting  on  national 
legislative  matters  in  Memphis  on  November  23.  The  conference  was  spon- 
sored by  the  Washington  office  of  the  AMA  and  conducted  by  Dr.  Frank 
Wilson,  Director  of  the  Washington  office.  States  represented  were  Ten- 
nessee, Arkansas,  Mississippi,  and  Kentucky.  Tennessee  was  represented 
by  Dr.  C.  M.  Hamilton,  Chairman,  TSMA's  Legislative  Committee,  Secre- 
tary-Editor R.  H.  Kampmeier,  Ed  Bridges,  Public  Service  Director,  Execu- 
tive Secretary  V.  0.  Foster,  Dr.  W.  C.  Chaney,  AMA  delegate,  and  Bob 
Bird,  Executive  Secretary  of  the  Memphis-Shelby  County  Medical  Society. 

The  agenda  included  an  outline  of  the  functions  and  activities  of 
the  AMA  Washington  Office,  an  explanation  of  the  Office's  publications, 
a description  of  the  office's  procedures,  an  explanation  of  the  work  of 
the  AMA's  Committee  on  Legislation,  a summary  of  important  bills  before 
the  last  Congress,  trends  and  expected  medical  legislation  ahead,  and  a 
roll  call  of  the  present  members  of  the  Congress  from  the  four  states. 
Specific  legislation  discussed  was  the  Reed-Keogh  Bill  (Professional 
Retirement)  Doctor  Draft  legislation  and  HR  7,800  (amendments  to  Social 
Security  Act ) . 

It's  not  too  early  to  make  your  hotel  reservation  for  the  Annual 
Meeting  next  April.  Headquarters  will  be  the  Peabody  Hotel.  Date — 
April  13-14-15-16.  Tennessee  Hotel  is  just  across  the  street  from  Pea- 
body where  additional  rooms  are  available.  Make  your  reservations  di- 
rectly with  the  hotel. 

Important  changes  in  the  Annual  Meeting  have  been  made.  1)  The 
House  of  Delegates  will  meet  all  day  Monday  with  no  scientific  ses- 
sions. 2)  Monday  night  has  been  reserved  for  annual  business  sessions 


and  banquets  of  all  specialty  groups.  3)  General  sessions  of  the  Asso- 
ciation will  be  held  during  the  MORNINGS  of  Tuesday,  Wednesday  and 
Thursday.  4)  Afternoons  of  Tuesday,  Wednesday  and  Thursday  will  be 
given  over  to  scientific  programs  of  all  specialty  groups. 

Tuesday  night  will  be  "President's  night,"  and  Wednesday  night 
will  be  Fun  Night.  All  specialty  groups  are  requested  not  to  schedule 
any  activities  on  these  nights.  Dr.  ftampmeier,  Chairman  of  the  Scienti- 
fic Program  Committee,  has  written  all  specialty  societies  advising  them 
of  these  changes  and  requesting  their  cooperation.  These  changes,  ap- 
proved by  the  Board  of  Trustees,  are  expected  to  improve  the  attendance 
at  the  general  sessions  and  the  specialty  sections.  Officers  of  the 
specialty  groups  are  requested  to  cooperate  with  Dr.  Kampmeier  on 
planning  their  scientific  programs  and  with  the  Executive  Secretary  who 
will  arrange  for  meeting  places  and  facilities  for  the  specialty  groups. 
Attendance  has  increased  at  the  State  meeting  for  the  past  two  years, 
and  the  next  year  should  be  still  larger.  Be  sure  to  put  a ring  around 
April  13-14-15-16  on  your  calendar  now. 

Registration  and  attendance  records  will  depend  largely  on  Memphis 
physicians.  We  know  how  difficult  it  is  for  a physician  in  his  "home 
town"  to  support  the  Annual  Meeting  every  day.  Patients  expect  the  doc- 
tor to  be  available — meeting  or  no.  Thus  if  a great  majority  of  Memphis 
physicians  are  to  register,  special  facilities  must  be  made. 

The  Association  will  conduct  an  ADVANCE  registration  just  for  the 
convenience  of  Memphis  men.  The  general  registration  desk  will  be  open 
on  Sunday,  April  12,  from  1:00  to  5:00  p.m.  on  the  mezzanine  floor  of 
the  Peabody  Hotel.  All  Memphis  members  are  requested  to  register  at 
that  time.  They  will  thus  have  Monday  free  for  practice,  and  will  not 
have  to  stand  in  line  for  the  general  registration  on  subsequent  days. 


Charier  for  College  of  Surgeons  Presented 


Shown  above,  right,  is  Dr.  R.  L.  Sanders,  Memphis,  President  of  the  Tennessee  Chapter  of  the  American  College  of 
Surgeons,  receiving  the  Charter  for  the  Tennessee  Chapter  from  Dr.  Prather  Saunders  of  the  home  office  of  the  American 
College.  The  presentation  was  made  during  the  first  scientific  session  of  the  Tennessee  Chapter  held  in  Nashville  Octo- 
ber 28,  1952. 
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Tennessee 
Leads  the 
South  in 
Civil  Defense 


How  Do 
TSMA 
Presidents 
Feel  About 
the  Honor? 


In  Tennessee,  the  medical  profession  was  the  first  group  to  organ- 
ize for  civil  defense  preparations  in  case  of  a wartime  disaster.  The 
doctors  were  even  ahead  of  the  State  Government.  The  work  was  begun  un- 
der a Committee  headed  by  Dr.  James  C.  Gardner  and  is  now  being  carried 
on  under  the  leadership  of  his  successor,  Dr.  James  E.  Wilson  of  Mem- 
phis. A recent  survey  by  the  United  Press  credits  Tennessee  with  lead- 
ership in  the  South  in  the  matter  of  civil  defense  organization.  The 
United  Press  story  follows: 

"The  State  Office  of  Civil  Defense  has  ordered  equipment  to  stock 
200  medical  aid  stations,  purchased  5,000  litters,  and  built  a radio- 
logical monitoring  laboratory  that  has  toured  the  State  to  instruct 
classes  in  the  major  cities.  The  State  has  placed  an  order  for  five 
rescue  trucks  which  will  be  assigned  to  mobile  support  battalions.  Or- 
ders are  being  placed  for  communications  equipment  and  for  a mobile  lab- 
oratory which  will  be  used  to  train  county  farm  agents  and  agricultural 
groups  in  defense  against  biological  warfare.  Local  civil  defense  units 
are  being  organised  throughout  the  State  and  about  140  local  Directors 
have  been  appointed. 

"The  Ground  Observer  Corps,  sponsored  by  the  Central  Air  Defense 
Force  in  coordination  with  the  State  Civil  Defense  Office,  has  estab- 
lished observation  posts,  and  appointed  supervisors,  but  more  volunteers 
are  needed.  'Louisiana  and  Georgia  would  rank  next,'  the  United  Press 
said.  'Most  of  the  other  Southern  States  have  some  legislation,  a paper 
framework,  but  little  muscle  in  their  CD  picture'" 


How  does  a President  of  the  Tennessee  State  Medical  Association 
feel  about  the  honor  given  him  by  his  fellows?  What  are  his  sentiments 
when  he  retires  from  the  Presidency  and  looks  back  on  the  year  he  has 
spent  leading  the  organization? 

I asked  Dr.  Ernest  G.  Kelly  of  Memphis  to  write  out,  for  publica- 
tion in  this  section,  his  own  sentiments  after  he  had  retired  from  the 
Presidency  last  April.  This  publication  is  a bit  belated,  but  we  want 
to  pass  it  on  to  the  membership  at  this  time.  Dr.  Kelly  wrote  as  fol- 
lows : 


"I  would  like  to  take  this  opportunity  of  telling  the  doctors  of 
the  Tennessee  State  Medical  Association  how  appreciative  I am  of  this 
honor  you  have  bestowed  upon  me  by  permitting  me  to  be  your  president 
for  the  year  1951-52.  It  is  an  honor  that  I shall  cherish  as  long  as  I 
live.  It  has  permitted  me  to  make  contacts  and  friendships  that  I am 
sure  will  last  through  the  years.  It  has  given  me  an  opportunity  to 
become  better  acquainted  with  some  of  the  members  whose  viewpoints  on 
the  surface  seemed  at  cross  purposes  with  mine,  and  I was  able  to  learn 
that  under  the  surface  our  aims  were  the  same — a bigger  and  better 
State  Medical  Association. 


Fays  Tribute 
to  Auxiliary 
for  Its  Work 


"I  became  convinced  that  the  'old  so  and  so'  one  dislikes  is  very 
often  the  'old  so  and  so'  one  doesn't  know. 

"It  would  be  untrue  to  state  that  every  man  in  the  Association  is  a 
man  of  unimpeachable  honor  and  integrity,  but  I can  say  that  I believe 
that  a higher  percentage  of  integrity  can  be  found  in  the  medical  pro- 
fession of  Tennessee  than  in  any  other  group  of  similar  size,  whatever 
be  its  calling. 

"Another  thing  that  impressed  me  as  I traveled  over  the  state  was 
the  good  fellowship  that  existed  among  the  physicians.  Whether  the  so- 
ciety be  large  or  small,  good  fellowship  was  there.  I am  convinced  that 
if  you  asked  any  physician  in  any  of  the  larger  societies  to  name  10  of 
his  best  friends,  7 or  8 of  those  named  would  be  fellow  physicians.  I 
specify  larger  societies  not  necessarily  because  better  fellowship  ex- 
ists in  the  larger  societies,  but  in  some  of  the  smaller  counties  there 
might  not  be  7 or  8 doctors  to  choose  from.  This  is  unusually  good  when 
there  is  so  much  personality  involved  in  the  practice  of  medicine. 
Someone  has  said  that  there  was  more  jealousy  among  the  doctors  than  any 
other  profession  except  the  ministry. 

"To  say  that  I have  done  the  best  I could  during  my  incumbency 
probably  could  be  questioned,  as  one  rarely  ever  does  the  best  he  can. 
But  I can  say,  however,  I have  responded  to  every  call  made  upon  me  as 
president  of  the  medical  society  and  have  either  represented  the  society 
or  had  representatives  there  when  representation  of  the  society  was  de- 
sired or  needed. 


"I  cannot  lay  down  the  mantle  of  this  office  without  paying  belated 
tribute  to  those  untiring  and  unfailing  Allies  of  ours  who  for  the  past 
3 years  have  done  more  work  and  accomplished  more  in  making  this  society 
the  close-nit  organization  it  is  today  than  the  doctors  themselves.  I 
refer,  of  course,  to  the  Woman's  Auxiliary  to  the  medical  society,  both 
state  and  local.  I can  remember  when  the  medical  auxiliary  didn't  rate 
very  high  with  the  Association.  That  was  before  they  were  given  any- 
thing to  do.  That  was  before  we  undertook  to  sponsor  the  Essay  Contest, 
a task  that  could  not  have  succeeded  without  the  untiring  efforts  of  the 
auxiliary. 

"Perhaps  we  can  learn  a lesson  from  our  experience  with  the  Auxil- 
iary— perhaps  there  are  some  other  elements,  some  members  of  this  Asso- 
ciation, whom  we  don't  think  will  work  because  they  haven't  been  given 
an  opportunity.  Let's  seek  them  out  and  see  that  they  have  an  opportu- 
nity to  make  their  contribution  to  a bigger  and  better  Tennessee  State 
Medical  Association. 

"Finally,  let  me  urge  you,  one  and  all,  to  fulfill  your  obligations 
as  American  citizens.  Register  and  vote;  vote  just  as  I plan  to  vote, 
'for  whomsoever  I please,'  but  vote.  Not  only  is  the  future  of  American 
medicine  at  stake,  but  the  future  of  America  itself. 

ERNEST  G.  KELLY,  M.D. " 
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